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PRESIDENTIAL ADDRESS: 
PSYCHIATRY AND CITIZENSHIP 


D. EWEN CAMERON, M.D., MONTREAL, QUE. f N 


It is my privilege, as your President, to de- 
liver to you this annual address. A year ago 
you bestowed upon me the honor of this great 
office; and, through the succeeding twelve- 
month, you have given force and reality to 
that trust, through the wisdom of the Council, 
the énergy of the standing committees, the 
loyalty of the district branches and affiliate 
societies and the zeal and enthusiasm of the 
staff of the Association. ‘For all of this I 
thank you. 

Last May, speaking before you, I com- 
mented upon the opportunity afforded the 
President of The American Psychiatric As- 
sociation to view—and, in a measure, to par- 
ticipate in—the vast, farflung building of 
psychiatry and to report to you on happenings 
that have greatly moved his mind or heart; 
to view the incessant search for facts, the 
forging of theories, the raising of buildings, 
the founding of laboratories and the marshal- 
ling of men—all to the end that we, together 
with our fellows from every field of human 
endeavor, may join our skills, our powers, 
our hopes in the newly forming world of 
thought awd action. ay ate 

During this past year, our work in this 
great endeavor has gone on apace. New so- 
cieties have been formed, wider territories 
have been opened up, and powerful affilia- 
tions have been joined. Ideas for next year’s 
harvesting have been sowed and fresh enter- 
prises set in motion, to gather strength with 
coming years. All this is a matter of record 
in our journals and bulletins, in innumerable 
reports from comimittees and commissions, 
from boards and councils, district branches 
and affiliate societies, from Association offices 
and from your officers. No one man could re- 
cord the complexity, the detail, the signifi- 
cances of these hurrying events. 

Your Presidents—each in his hour—have 
talked to you about some crucial issue of the 
work we men and women are engaged upon 

1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 


as psychiatrists. And in more settled days, 
this was most fitting. 

The nature of our times has persuaded me 
to break with that custom and to talk to you, — 
rather, of the part that we psychiatrists are 
called upon to play as citizens. For there isa ~ 
need to state for ourselves a set of premises 
reaching far beyond our scientific work—a 
set of premises (or philosophy of conduct, if 
you will) that shall enable us befittingly to 
fulfill our responsibilities as citizens during 
this age of transition. is 

By profession, each of us is a psychiatrist, 
In ourselves, we are men and women seeking 
to find a significance in our times and work. 
Indeed, the very nature of our work makes ibe 
more necessary for us to have a clear, sharp 
picture of our times and of the part we have 
to play. ‘ 

I want to talk to you about the problems of 
men and women in a world grown watchful 
and guarded and defensive with respect to all 
change, lest change be danger and death. I 
want to talk to you about the problems of men 
and women engaged in science—which spells 
change and which, in our field, spells change 
in human affairs. i 

I want to talk to you about our problems as — 
men and women intensely devoted to our way 
of life—and, indeed, through our daily deal- 
ings with our fellows, the more directly aware 
of its great gifts; yet who, in fulfillment of | 
our responsibilities, must point to things that 
require to be changed for the well-being of 
all. ot 
Men living in pivotal periods of history 
have but rarely been fully aware of the sweep 
and moment of the events of their times. — 
Few of those who marvelled at the first mari- 
ner’s compass, or who stared at the newly — 
discovered rings of Saturn through rough- — 
and-ready lenses could have known that 
Western man was about to break out of the- 
territorial limits in which he had lived from 
the beginning of time and to enter into full 
possession of his earth. Few of those who 
saw the first feeble steam engine, or who 
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participated in the setting up of the earliest 
chemical and physics laboratories, saw in 
these the birth of the partnership between in- 
dustry and science—a partnership destined 
not only to put an end to the scarcity that had 
presided over the thousands of preceding 
years but also to bring with it an extraordi- 
nary number of changes in our society. 

But we, who live centered in a network of 
communications that keeps us in touch more 
immediate, more sensitive, and more exten- 
sive than ever known before with all our fel- 
lows everywhere, may well have intimations 
of the transcending nature of the change that 
is not only affecting our relations with our 
material world and our advancement through 
mechanical invention, but, most basic of all, 
bringing about a shift in our old conceptions 
of ourselves—our powers, our destiny—in a 
word, of our very nature. 

From this great shift are being thrown off 
movements that, though parts, are in them- 
selves of the largest consequence: the growth 
of humanism, the establishment of the social 
sciences, and the conception of mental health, 

Our premises about man and his relation 
to his world, which have endured since the 
end of the Middle Ages, are now under in- 
tense scrutiny, Beliefs and customs that had 
seemed as fixed as ancient assertion held the 
stars to be, are seen, in the light of modern 
knowledge, to be no less variable, no less 
changing, than are those selfsame astral 
bodies. : 

This great shift in thought differs from all 
preceding, in that major inquiry is at last be- 
ing directed at the ultimate source of concep- 
tions and customs and institutions—namely, 
man himself, Hence it is that psychiatry has 
found itself, by virtue of the timing of the 
historic process, sharing with those other dis- 
ciplines concerned with human affairs a great 
responsibility for leadership in this reshaping 
of our world of thought. 

By time and the running tide of events we 
are brought to this point. Many men, from 
many fields of human thought, have stood 
here before us—have stood vested with a 
measure of responsibility for the ways in 
which their generation conceived of their na- 
ture and of their ends. At this place in time 
and process, and for a little while to come, we 
have a share in that leadership. 
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Each of the Great World Wars has given 
fresh impetus to the study of human behavior | 
in our western countries, as indeed it has to 
all the services and sciences that deal with | 
human welfare. There has been a profound | 
and wide realization of the fact that, for any 
national community to survive the present in- | 
tense stresses of our times, the mental health | 
and social welfare of its people must be main- | 
tained at the highest possible point. We have 
recognized that the vigor and the initiative | 
and the strength of the people and their 
morale are intimately related to their mental | 
health. 

We have seen in tragic sequence one great 
national community after another succumb to 
these tremendous times and, seeking to sur- 
vive, pass into an authoritarianism of the 
right or of the left. They succumbed when 
they had exhausted their social resourceful- 
ness, when the social skills of their people no 
longer sufficed to find ways of adjusting and 
adapting to overwhelming pressures. Indi- 
vidual values were progressively abandoned, 
freedom grew dim, sank, and went out in the 
night of the mass man. 

These selfsame forces beat on us. We have’ 
withstood them, though there are many warn- 
ing signs—the rising fears of the hour, the 
degrading of inquiry into inquisition, the 
growing wariness of views and proposals that 
are new and different. 

We have survived because of the strength 
of our way of life. And no small part of that 1 
strength is constituted by the high degree of 
social skills that our peoples possess and by 
our traditions of local and community initia- 
tive. In the west, we have built upon the be- 
lief in the essential value of the individual. 
We have set before us the never-ending chal- 
lenge of maintaining societies in which indi- 
vidual freedom and civic responsibility find 
continually new and constructive answers to 
the problems of our days. 

_ Hence our peoples have a long history of 
interest in the fostering of fit and vigorous 
personalities, and in the ways in which fami- 
lies and communities successfully manage 
their affairs. Public need and individual inter- 
est have joined to bring into existence a great 
array of personnel highly skilled in human 
affairs. Compared to those countries that suc- 
cumbed to communism or fascism, or that 
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never emerged from the great authoritarian- 
isms of the past, we have an incomparably 
greater number of vigorous people trained as 
psychologists and sociologists, as teachers and 
counselors, as psychiatrists, as industrial per- 
sonnel and social service workers. 

And, of major importance, we have now 
large numbers of the public and strong lay 
organizations keenly aware of the supreme 
value of a commonsense and scientific ap- 
proach to individual and public affairs. 

The changes that have already been 
brought about during the past half-century in 
our conception of ourselves, and the resulting 
shifts in social practices, have been extraor- 
dinary. 

Together with our colleagues in other dis- 
ciplines concerned with human nature we 
have spread to our neighbors everywhere 
within our communities, as common knowl- 
edge, what we now know of the great instinc- 
tual drives. That the sexual life has origins in 
infancy, that resentment and hostility may 
underlie the most filial of devotion, that ac- 
ceptance of oneself is a prerequisite to sound 
relations with others, are all premises that a 
few decades ago stood in such sharp opposi- 
tion to the traditional and prevailing beliefs 
that their now wide acceptance might well 
have seemed almost impossible. 

But in bringing these premises into action 
in daily life, we have learned that new and 
more enlightened ways do not inevitably sup- 
plant the old and the obsolescent. To set 
them into action calls for courage and deter- 
mination and wisdom. 

Under the impact of the application of the 
scientific method to human behavior, there 
has been hewn out of the dark mass of our 
ignorance the living form of the concept of 
human behavior as being meaningful and 
understandable. From this have sprung end- 
less consequences of great significance. “ 

For if behavior can be understood in terms 
of what has happened, and is happening, to 
the individual, then we may reasonably ex- 
pect to be able to modify action. Hence the 
great changes in child rearing, the vast ex- 
pansions of social work, the determination to 
subordinate punishment to rehabilitation. 

And then again, our studies of the growth 
and the depths of human personality have led 
to the progressive restating, in terms of 
health, of matters once previously recognized 


D. EWEN CAMERON 3 


as essentially ethical or moral problems. De- 
viations in sexual behavior, impulsiveness, 
and antisocial acts are now seen as things not 
simply to be labelled and condemned, but as 
problems to be understood and corrected. 

All this has led to the growth of a way of 
thinking about human behavior that consti- 
tutes one of the supreme advances of science, 
but which, because it stands in crucial con- 
trast to ways of thought of a thousand years, 
creates its own opposition of the hour as well 
as its gathering host of friends. The idea of, 
human behavior as something to be under- 
stood, not simply labelled and condemned or 
praised accordingly; the idea of human be- 
havior as the outcome of what we have felt 
and known and done, and not as the unfold- 
ing of a preordained destiny; the idea that 
our behavior, our ways of life, our social in- 
stitutions are capable, through our own ef- 
forts, of being modified to an extent the limits 
of which are not yet known. This great idea 
is still new, still grasped only by a few but, 
nonetheless, is one of the most dynamic of 
which our long history has record. 

Our ways of thinking about human be- 
havior, the great new premises about living 
that have been built up during the last half- 
century, express themselves in our hourly 
decisions and actions—whether we are ad- 
ministrators or instructors, whether we are 
pioneering in research or immersed in the 
busy clinical round, whether we are testifying 
in court, speaking on the radio, writing a 
book, or attempting to rescue a marriage. 

To each and all of us there come occasions 
that test us, not only in our professional 
quality but as men and women, as citizens of 
this age of transition—occasions the more 
severe and the more searching by reason of 
the fact that we are living in national com- 
munities now beginning to show threatening 
evidence of the destructive stresses to which 
they are being subjected by these unparalleled 
times. 

To take issue with entrenched error has 
never been a matter lightly to be undertaken. 
The lives and struggles of all those who have 
made fundamental changes in the thinking of 
our field are testimony to this. Sigmund 
Freud, when many of his colleagues fell back 
before the vistas revealed by the opening up 
of the instinctive and unconscious life of the 
individual, persisted. But he revealed in his 
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letters an intensely human struggle between a 
desire for academic recognition and accept- 
ance by the little hierarchy of the day and an 
unceasing urge to follow knowledge wher- 
ever it might lead. He chose the latter, to the 
great good of humanity and to his own im- 
perishable renown. 

That selfsame struggle is repeated in the 
lives of many men and women at work within 
our field. And, in other lands than ours, our 
colleagues have been forced by authority to 
deny their own works and to resort to com- 
promises with their integrity—the destructive 
nature of which we can only guess. 

There is a constant need for such courage; 
and yet, in this field, courage without wisdom 
were indeed a danger. We are already un- 
leashing the extraordinary power that exists 
within the group; we can see, in dim design, 
some of the ways whereby personality is 
molded. 

Soon—and no man can tell how soon—we 
shall gain a greater knowledge of the motiva- 
tion of men and of the molding of person- 
ality. History is full of the results of knowl- 
edge obtained before we were ready to use it 
with wisdom, Nothing that has thus far 
transpired is likely to be more serious than 
for humanity to learn how to control the de- 
velopment of personality and how to master 
the forces of group dynamics before we have 
developed a value system capable of dealing 
with such a situation. 

Yet here, in this system, is an area that 
more than any other requires that the re- 
search psychiatrist proceed with courage and 
zeal, yet with a wisdom that respects that 
with which he deals—a wisdom that enables 
him to deal with the hostility and opposition 
that he must expect as part of the problem he 
is seeking to solve. } 

There is a time for the bold and unyielding 
stand; there is a place for the slow waiting 
and patient persistence at the birth of new 
customs. But our way of dealing with human 
behavior expresses itself in all of us, whether 
_ we are pioneering research men, whether we 

- are clinicians, administrators, or educators. 

To each man comes his time of testing; to 
the administrator struggling with a public or 
legislative attitude that holds the psychiatric 
patient to be a thing apart and violently re- 
jects the community of human conflict and 
problem. Shall he take a stand that will let 


the light of publicity in upon barely human 
conditions in his hospital ; or will he, acquiesce- 4 
ing in political expediency, consolidate his 
own position? Can he best serve his patients 
by going or staying? Each man must answer 
this question alone. But in doing so, he can 
align himself with all those who before him 
have striven so mightily and with such 
steadily growing success for the expansion of 
human welfare. 

For our field is only a small segment of 
the immense front upon which the vast surge 
of humanism has been advancing the values 
of the individual and man’s enhancement of 
his own ways of life. 

Courage, wisdom, and never-ending per- 
sistence are essential; but he is moving with 
a tide far more powerful than the transitory 
obstruction of some local political boss or 
reactionary clique. 

Wherever the psychiatrist has to deal with 
matters in which the public interest is emo- 
tionally aroused, one can anticipate that his) 
professional powers and his qualities as a 
citizen may well be called upon in no uncer- 
tain manner. Wherever the customs of the 
community may be infringed, where the 
mores have been transgressed by some per- 
son, no matter how sick, public anxieties and) 
resentments are likely to be deeply stirred. 
This is more certain to be the case in these 
days when there is a growing inflexibility of | 
standard, a spreading consolidation of cus- 
tom, a subtly treacherous xenophobia of 
ideas. The psychiatrist, summoned to testify 
on behalf of some individual brought to 
court because of antisocial behavior that has 
aroused the insecurities of his community, 
finds himself in a position that will sharply 
test his quality. 

The psychiatrist concerned with public 
education is aware that he must lead, that he 
cannot fulfill his responsibilities to his neigh- 
bors if he simply repeats back to his hearers 
long-accepted, time-honored errors. But how 
much can be accepted, and in what form? 
Many things that ultimately became valuabl 
and constructive parts of our common daily 
living were repeatedly rejected by a soci 
structure not yet ready to incorporate them 
If it is true that those who re-echo the dicta 
of the day do not lead, it is no less true thal 
those so far in advance of their fellows 
they lose contact do not lead either. 
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Those concerned with the teaching of men- 
tal health in the schools may well find them- 
selves attempting to teach in the midst of one 
of the most hotly contested battlegrounds of 
our times. For there, and in the home, is-be- 
ing decided what are to be the prevalent per- 
sonality structures of our times. Are ideals of 
passivity, acceptance, and traditionalism to 
prevail, or the concepts of aggressive compe- 
tition and self-assurance? Is the prevalent 
personality to be that of adaptiveness or ag- 
gressiveness? Should creative individualism 
or conventional conformity take the lead? 
What room or compromises are there for 
erroneous but, nonetheless, age-old and there- 
fore perhaps supportive beliefs about guilt, 
sex, and the right to parenthood ? 

The early 2oth century, with its laissez- 
faire, its people grown to security through 
half a century free of major wars, is gone. 
We live in a world where massive displace- 
ment and sudden death are strangers to no 
one, a world in which the continuous safety 
of the whole depends upon the goodwill of 
every part, but a world still tragically far 
from unity. 

It would be idle and dangerous folly to be- 
lieve that the same easy rule of life our 
fathers followed can sustain us now. Much 
remains, it is true; but each generation must 
find its own road to the love of freedom, the 
tolerance, the equality of opportunity that we 
cherish qs our way of life. For in these last 
decades we have learned to know the con- 
spiratorial mind; we have learned that the 
easy, unwatching friendliness of earlier days 
can be our own undoing. 

And here lies the razor edge of our diffi- 
culties as men and women of this period, as 
those who work with human nature. 

We find ourselves bound, by the nature of 
our work, to attempt to change what is dam- 
aging to human personality—damaging in be- 
lief and custom and practice. When, yield- 
ing to our own feelings, we ourselves become 
mere protagonists, we abandon our position 
and our usefulness to our fellows as scientists. 

As a first rule in our philosophy of con- 
duct, I shall point to our supreme duty to our 
neighbors, to the imperative with which 
humanity has charged us: that we should 
maintain, against all pressures, against all in- 
ner fears and outer threats, our way of think- 
ing about human behavior—bright with to- 
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morrow’s sun but fragile before the dismal 
mountains of our past failures to understand 
ourselves; that we should maintain it not 
simply when we are engaged in our profes- 
sional work but, most especially, when we 
deal with our friends as citizens and neigh- 
bors. This way of thought flowers in an ob- 
jectivity that the heavy weight and mindless 
momentum of old custom continually threat- 
ens to crush into the ground; it flowers in a 
willingness to examine and-to review, to €x- 
plore all aspects of the endlessly complex in- 
dividual and social problems of our times. An 
objectivity that expresses itself, above all, in 
an openness of mind, in a determination to 
recognize tradition and dogma and the emo- 
tion-laden cries and countercries of these 
days for what they are; and yet, at the same 
time, maintaining a readiness to understand 
their meaning and their driving force for 
those around us. An objectivity that is cap- 
able of seeing things as they actually are, 
rather than as they ought to be or should be 
in terms of the sanctions of our society; and 
yet remaining capable of understanding the 
significance of these imperatives for those 
who accept them. i 
Of the many gains that we have made in 
recent years, one of the most important for 
us to bear in mind, as we gird ourselves to 
struggle with our times, is our knowledge 
that hostility and anxiety are both manifold 
in their expressions and most virulently con- 
tagious. We must be unrestingly alert to pro- 
tect ourselves against such contagion by hos- 
tility and anxiety, forces that our long his- 
tory has shown to have been more destructive 
of human life than any plague. We must con- 
tinually remind ourselves—no matter what 
the pressures, the hatreds we may encounter, _ 
the fears we ourselves may experience—that 
these are part of the problem with which we’ 
are dealing. Whenever, yielding to their per- 
ilous powers, we are driven out of our ability 
to view the struggles and the questions of the 
hour dispassionately and objectively, when- 
ever we are forced to abandon our attempts 
to explore them by patient study, by the ask 
ing of those crucial questions of “how” and 
“why”—in a word, by using the tools of sci- 
ence—then we have indeed suffered great 
loss. And our communities, which have 
brought the social sciences into existence as 
a means of meeting the crises of the last 
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three-quarters of a century, can count that 
selfsame loss a millionfold. 

The maintenance of objectivity in the midst 
of turmoil, the patient seeking for a solution, 
the never-resting determination to help sub- 
stitute for ineffective, damaging customs and 
beliefs those that will lead to a progressive 
enlightenment, a strengthening of the indi- 
vidual and of his society, is an outstanding 
contribution that we can make as scientists 
and citizens in these troubled years. It is part 
of the contribution that society can expect of 
us that we should be able the more clear- 
sightedly to identify the unreasoning and un- 
reasonable in human behavior, whether it is 
that of the individual or of our community. 

We can discredit the absurd and treacher- 
ous rumor, we can point to the individual 
grown fanatical with fear, we can recognize 
and show to our neighbors where hostilities 
and deep insecurities of the community are, 
with senseless rage, being vented on some 
truly harmless scapegoat. We can act asa fire 
lane, refusing to allow some billowing gust of 
community hostility or anxiety to pass 
through us onto others. 

As psychiatrists, we are physicians having 
an immemorial responsibility for the well- 
being of our patients. As neighbors in our 
home towns and as citizens in our national 
communities we have duties to perform that 
none but ourselves and our colleagues in the 
social sciences can undertake: the duty to 
act as steady points of reference, touchstones 
of reality in this rising clamor of uncertainty, 
hostility, and authoritarianism. 

If we act faithfully to point to unreasoning 
fears, to baseless hostilities, and if we seek to 
the best of our ability to abate them, then we 
must be no less alert as neighbors and citizens 
in our communities—both great and small— 
to bring to bear what powers we have to 
understand and point to the conspiratorial 
mind, to those who pervert the great words 
on which our society is founded, the words of 
liberty and individual worth. 

In doing so, we must remain continually on 
guard lest, in opposing one tyranny, we ally 
ourselves unwittingly with another. Our 
knowledge of human nature, our techniques 
for the exploration of motive and memory, 
of defence and of what is hidden, if torn 
from their framework of professional in- 
tegrity and proper concern for the individual 


and for the community may, their use per- 
verted, become the most deadly weapons 


human life. ’ 

In our watchfulness, we can be guided by by 
the fact—supported by all knowledge yet a 
cumulated—that it is only in societies 
which the essential values of the person, 0 
his reasonable responsibilities to his neigh: 
bors, in which tolerance and the expansion of 
freedom are the guiding ideas, that the in 
dividual can attain his full maturity and 
stature. 

Our first role of conduct, then, is to offer, 
as citizens and neighbors, what skills we have! 
in the understanding of people. And our pri- 
mary obligation is to maintain, in thes 
troubled days, the clarity and objectivity of 
an emerging way of thinking about human 
problems, of which we and our colleagues in 
the social sciences are the first pioneers. f 

Our second rule of conduct is our obliga- 
tion to be familiar with our times—to seek to 
know the meaning of this great passage in 
human affairs. It has been said that in these 
days the work of the scientist must have rele- 
vance ; it has been said, again, that the scien: 
tist must accept social responsibility, must be 
cognizant of the consequences of his work. — 

The public should, then, expect that we be 
reasonably familiar with the great and stir- 
ring changes of the day, that we should be 
knowledgeable in respect to those events that; 
in their magnitude, are changing and affect- 
ing, almost hour by hour, the lives of our pa- 
tients and of our neighbors. 

To achieve this, we must maintain O 
sense of history; we must be able to see the 
great, unfolding events of our times in 
perspective. We are in a period of vast shitt 
in our whole world of thought, and the ex- 
ploding core of all is in our conception of 
our own nature, of our relations to men a 
things and events. 

These basic premises first appeared during 
the renaissance of learning and early took the 
form of insistence upon the individual as the 
origin of change and action, as a source Of 
power. These new ideas broke away in vi 
lent contrast from those of the collectivis 
and absolutism of the Middle Ages. Rational- 
ism (the belief that reason could enable the 
individual to solve the problems of the day; 
to maintain himself as an autonomous and 
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single unit in society) was a natural conse- 
quence. 

From these new premises, breathing of 
freedom and power, there sprang in bold and 
rapid sequence beliefs in the controllability of 
nature; men of the West saw themselves 
freed from the dull, deadening oppression 
of destiny—and, seeing themselves so, they 
empowered themselves to act. In long, swift 
sweeps across these centuries they opened up 
the earth and the universe beyond; the tre- 
mendous interplay between science and the 
new industrialism was set in motion, and 
many Victorians felt that they could see, only 
a short distance ahead, the fulfillment of 
man’s every need and dream. 

Of all the immense release of initiative and 
imagination that this great shift in thinking 
brought about, by far the greater part has 
gone to an attack upon our material universe, 
to the solution of the basic problems of how 
to get from here to there, how to send a mes- 
sage to a million men across ten thousand 
miles, how to feed, clothe, and shelter our 
ever-growing numbers. 

But that great enterprise must dim in the 
shadow cast by the still vaster form now ris- 
ing before us—the stark, elemental problem 
of how to live with each other in this new 
world we have created. The objectives we are 
now seeking are the immemorial ones of man- 
kind: freedom from anxiety, freedom from 
our own destructive impulses and those of 
our neighbor, freedom to express ourselves ; 
freedom for us, for our children, and for our 
neighbors to grow to full stature as human 
beings. To the searching eye and the thought- 
ful mind, many of the conflicts between us 
are conflicts of means and not of ends. And 
our abilities, acquired through study, to be 
perceptive of these deeper meanings can con- 
stitute binding forces in these disruptive days. 

There are great rifts in our cultural prem- 
ises. We are well familiar with the social 
sanction for yielding and compromise, for ac- 
ceptance and passivity, and the diametrically 
opposed and widely held sanctions for drive, 
energy, push and aggressiveness, for inde- 
pendence and vigor. 

We are equally aware of the cultural fail- 
ure to recognize the essential ambivalence of 
many of our relations with each other; that 
hate and love do quite normally exist with 
respect to the same person. We must be sen- 


sitively attuned to the vast amount of anxiety 
and guilt that is created when such rifts oc- 
cur, when cultural beliefs do not correspond 
with the basic facts of human nature. And 
we must be not less alert to the fact that in a 
period of such rapid change it is to be antici- 
pated that fixation of custom and belief, long 
past their days of relevance, is common. 

Our understanding of our period also de- 
mands that we recognize that this is a time of 
cultural clash, not only in the older sense of 
the term (as applied to the relations between 
immigrant and host groups) but now much 
more pervasively present in the great clashes 
between value systems, which are only now 
being appreciated and which are clearly des- 
tined to become increasingly meaningful as 
the facts about the extraordinarily varied cul- 
tures that exist around the earth become 
known and understood by men everywhere, 

As citizens of our age we can see that there 
is going on a great exchange of liberties and 
responsibilities between the individual and so- 
ciety. The individual has gained an increased 
freedom from want and has, in turn, suffered 
the loss of some freedom of initiative. The 
ultimate effects upon social anxiety and moti- 
vation are still unclear, but it is certain that 
in the countries of the West the old concep- 
tion of education for work as a means of 
basic survival is giving place to the concep- 
tion of education for living. ý 

As citizens of our times also deeply con- 
cerned with happenings in other national 
communities, we can recognize—and pass on 
our understanding to others—the extraordi- 
nary catalytic effects of industrialization, now 
a primary objective in many newly formed 
national groups. We can point to the excep- 
tionally rapid and widespread changes that 
this brings about in the relations of the man 
to his community, in family life, in the status 
of women, and in deeply rooted rural customs 
and beliefs. The hostilities and social inse- 
curities that may arise when these are not 
understood are a matter of painful record in 
our own industrial history. 

No matter how disturbing the times, how 
destructive they may seem of human values, 
the man who can view the long panorama of 
history must see us still in the full flood of 
that enormous tide of humanism that set to 
flowing almost as far back as the Renaissance 
and has expressed itself, in this last half cen- 
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tury, in sweeping changes in our social struc- 
ture—all destined for the well-being and wel- 
fare of the individual man and of his neigh- 
bors. If we measure and assess our daily acts, 
our triumphs, and our failures against this 
vast backdrop of an unfolding historic proc- 
ess, we shall not fail to discern the relevant 
from the incidental. 

As a third rule of conduct, I would press 
upon you our great need to be whole men. 
If we are to be points of security and strength 
and dependence for our neighbors, none of 
us can afford to be a man divided against 
himself. And yet, the fact that we are men 
and women of our age and, at the same time, 
men and women deeply engaged in the scien- 
tific study of human behavior, renders it per- 
haps the more difficult for us to maintain that 
inner consistency that must be the basis of 
strength, As we grew up through our early 
and our adolescent years in our communities, 
our personalities drew their structure and 
their content from the beliefs, the customs, 
and the age-old traditions of our societies. 
The way of thinking about human behavior 
that we learned throughout those years is a 
way that is immemorially established. And 
yet it is a way of thinking diametrically oppo- 
site, in many important respects, to the way 
of thought demanded by the scientific ap- 
proach to human behavior. Many things to 
which, in our younger years, we gave alle- 
-giance as established fact are now seen by us 
as outworn and ineffective. We have passed, 
for instance, from the conception of punish- 
ment to that of rehabilitation. And yet how 
many of us, in periods of stress and resent- 
ment, are likely to fall back into more primi- 
tive approaches when confronted with ag- 
gressively deviant human behavior. We grew 
up with a set of beliefs concerning variations 
in the expression of the sexual instinct; we 
grew up with beliefs concerning feelings of 
guilt, which now, as men and women thinking 
scientifically about behavior, are no longer 
tenable. When faced with the pressure of im- 
mediate and personal involvement in such 
problems, it is essential that we should meet 
them with an inner consistency and that we 
should not be overwhelmed by the ancient 
past. 

And yet, at the same time, if we are to 
reach our greatest effectiveness as citizens 


and neighbors, it is no less essential that we © 
should feel ourselves in historical continuity 
with the great ideals and objectives that have 
moved men from the earliest times. Those 
ideals and objectives remain unchanged. It 
is only that our methods of seeking to attain 
them have undergone the most significant and 4 
perhaps the most dynamic alterations of 
which we have record. 

As a fourth rule of conduct, I would give 
you the never-ending need to be simple in ap- 
proaching these problems of our times. There 
can be no doubt that the inquiring mind, at- 1 
tempting to grapple with the enormous com- 
plexities of our nature and of these excep= 
tional days, explores and throws up an end-1 
less variety of suppositions and conjectures; 
and that these, too often, become organized 
in a theoretic superstructure that may give 
some comfort to the insecure, but that, in” 
truth, constitutes a barrier to thought. One 
thinks here of the simplicity and yet the 
power of a mind that could see a great and 
basic problem in why an apple fell to the 
ground, and the humility of a mind that, at 
the end of a life of most outstanding bril- 
liance, could liken itself to a boy playing on 
an infinite beach and picking up and curiously” 
examining one or two of its endless number 
of pebbles. 

Finally, I would give you an enduring ru 
to conduct that has guided men everywhere 
in days of trouble—namely, to follow courage 
and wisdom. This may seem ancient knowl- 
edge, but it is knowledge that must be ever- 
lastingly learned afresh by each new division” 
of mankind upon whom devolves the duty and 
responsibility of mounting our frontier lines 
and driving forward into that enticing but 
greatly feared unknown land of new ideas, 
new ways of life, untried premises, and yet- 
to-be-formed beliefs. 

There are few gifts that we can bring to 
our neighbors and fellow citizens in these 
days that are greater than steadfastness of 
mind—a steadfastness of mind that is not 
swept by rumor and by fear, not daunted by 
unjust accusations and does not lose faith im 
another because of idle and unfounded go 
sip; a steadfastness of mind that can wa 
until all the evidence is in before coming t€ 
judgment; a steadfastness of mind that 1$ 
not swayed by the hair-trigger decision, by 
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the enticements of immediate and explosive 
action—action simply for the sake of action, 
without thought and without deliberation, 
One thinks of chance meetings of already 
huddling little groups of men and women— 
afraid to look, to speak, to act, save in ac- 
cepted form; afraid to tread off the beaten 
track; afraid to be different, for difference is 
danger, One thinks of men at great universi- 
ties who will not speak out on controversial 
subjects. And those who will not these days 
speak out against error and fear and hate 
may never speak again in freedom’s name. 
But courage without wisdom is not enough 
—a wisdom that, despite the pressures that 
may bear upon us personally, can still dis- 
cern the long objectives of man’s march; a 
wisdom that will enable us to view the im- 
mediate pressures of the hour as part of the 
problem that we have to solve and not as 
something that arouses our fears and hos- 
tilities, and that, in so arousing, can drive us 
from carefully constructed and ordered at- 
tempts to solve these difficult matters and 


leave us running here and there in impotent 
anger and in fear. We need a steadfastness 
of mind and a wisdom that will enable us to 
distinguish reasonable watchfulness from 
corroding suspicion, to distinguish between 
proper caution and scrutiny and gossip grown 
to gale proportions, 

For we can be destroyed by our own fears 
and by the unleashing of our hostilities 
against ourselves. The responsibilities that 
rest upon those of us in our field and’in the 
field of our colleagues in other disciplines 
familiar with human nature are great. If we 
are successful as scientists and citizens, we 
shall make a contribution, far greater than 
our numbers, to the preservation of human 
values and of a way of life that we and our 
predecessors have cherished—and they often 
with their lives. If we fail our neighbors and 
our fellow citizens now, our failure may in 
turn make a no less great and unhappy contri- 
bution to our passage into the darkness that 
has overcome so many human communities in 
this last half century. 


D. EWEN CAMERON, M.D. 
Present, 1952-1953 


A BIOGRAPHICAL SKETCH 


GREGORY ZILBOORG, M. D., New York, N. Y. 


D. Ewen Cameron is the seventy-ninth 
president of our Association, which is com- 
pleting the eleventh decade of its existence. 
One hundred and ten years is not a long time 
in the perspective of human history, but on 
the continent of North America, and with the 
United States of America as a frame of ref- 
erence, II times 10 years represents about 
three-fifths of the period that has elapsed 
since the Declaration of Independence. It 
has been an important period, fraught with 
cultural changes, historical upheavals, and 
many scientific crises. It would have been un- 
thinkable in 1776 to have Canadian psychi- 
atry as part and parcel of American psychi- 
atry; and it would’have been impossible to 
induce Benjamin Rush, although himself a 
graduate of the University of Edinburgh, to 
extend his scientific hand across the then 


newly forming border with the possession of. 


the British Crown. 


D. Ewen Cameron is as Scottish as the _ 


town, the Bridge of Allan, where he was 
born on Christmas Eve in 1901. He is also 
as Canadian as McGill University, where he 
is now professor of psychiatry, and as Ameri- 
can as Baltimore and Worcester, where he 
served respectively as resident at Phipps 
Clinic and instructor in psychiatry at Johns 
Hopkins Hospital (1927-1928), and as resi- 
dent director of the Research Division of 
Worcester State Hospital (1937-1938). 
Viewed from the point of view of histori- 
cal synthesis, D. Ewen Cameron rightfully 
represents the cultural trends and the scien- 
tific orientation of both the United States and 
Canada. It is difficult, of course, to evaluate 
properly the true historical position of our 
Association today, and the historical meaning 
of the presidency and of its occupant today. 
Contemporaries are poor historians of the 
present, but the historical sense of a given 
period may not escape one. I am reminded in 
this connection of a remark made to me by 
the late Adolf Meyer while he was President 
of The American Psychiatric Association. It 
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was in 1928 (Cameron was then on the resi- 
dent staff of the Phipps Clinic) at the Hotel 
Radison in Minneapolis, where the Associa- 
tion was meeting. In a quiet, almost impas- 
sive tone, Meyer said concluding a rather long 
sentence about psychiatry in general: “Of 
course, our Association now is scientifically 
speaking at its lowest ebb.” This was Meyer’s 
evaluation at a time when he, the dean and 
rightful leader of American psychiatry, was 
himself the President of the Association and 
Earl D. Bond the Secretary! Modesty it was, 
to be sure, but it also was a telling illustration 
of how a contemporary is apt to lack under- 
standing of the historical moment that he 
himself symbolizes. 

Be that as it may, the presidency of D. 
Ewen Cameron may be viewed from the 
angle of the historical-scientific perspective at 

ast to some extent and at least with some 
Sysco by those to whom history is a 
rt of their scientific pursuits. As a matter 


~ of fact, in the case of D. Ewen Cameron this 


is the approach of choice because, as one of 
his associates and superiors once designated 
him, this “young Scotsman Cameron” may 
even give the impression of remoteness as a 
person, a little distant and dour, yet simple 
and almost serene; his is an attitude not of 
an individualist who seeks to impress his own 
personal drives on his contemporaries, but 
rather of a public servant (so typical of the 
old-fashioned and straightforward Anglo- 
Saxon) who lives the major trends of his 
time in unison with and for the community 
he lives in, without drooping to become a dull 
conformist, an unoriginal self-disciplined 
nonentity. Dr. Cameron’s cultural and scien- 
tific background are excellent guarantors of 
his individualistic devotion to the community ; 
he might therefore appear at times to be as 
paradoxical as is this characterization. 

Dr. Cameron is only fifty-one now ; his sci- 
entific task is therefore far from completed, 
and as a living factor_in psychiatric educa- 
tion he is to be with us for years to come. In 
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other words, the presidency of The American 
Psychiatric Association is not the pinnacle 
and culmination of a career, but a high step- 
pingstone only. 

Dr. Cameron’s development, personal and 
professional, was steady from the outset: 
Stirling High School 1908-1913; Glasgow 
Academy 1913-1919; M. B. from the Uni- 
versity of Glasgow in 1924. Within a year 
(in 1925), he received the Diploma in Psy- 
chological Medicine from the University of 
London. His own University of Glasgow con- 
ferred upon him an M. D. with distinction in 
1936. Two years later he was certified by the 
American Board of Neurology ‘and Psychi- 
atry (1938) and was licensed to practice 
medicine in the State of New York. At that 
time' he had: been married 5 years (since 
1933). The Camerons have 4 children. 

It is to be noted that he became a member 
of The American Psychiatric Association in 
1931 and a Fellow in 1937. As might have 
been noted, his initiation into the psychiatric 
profession began almost immediately after 
graduation from medical school, and from 
that moment on this initiation took what for 
want of any other appellation might be called 
an Anglo-American turn. He started at the 
Royal Mental Hospital in Glasgow under 
D. K. Henderson, a teacher who had been 
thoroughly exposed to the influence of Adolf 
Meyer. *Already a year later, in 1926, we find 
him working at the Phipps Clinic, where he 
held for 2 years the Henderson Research 
Scholarship in Psychiatry. This was followed 
by a period at Biirghoelzli under the succes- 
sor of Eugen Bleuler, Hans W. Meier. It 
was there that he met Dr. A. T. Mathers, who 
at the time was provincial psychiatrist for the 
Province of Manitoba. Mathers was a pupil 
of Southard, and at one time worked on the 
staff of the Boston Psychopathic Hospital. 
Cameron was induced to come to Manitoba. 
It was here that his clinical and scientific in- 
terests were happily combined with his en- 
dowment as an administrator and teacher. 

The years 1929-1936 were thus busy, con- 
structive years of creative work and broad 
experience. Cameron was in charge of the 
reception unit of the Provincial Mental Hos- 
pital at Brandon, Manitoba ; he organized the 
mental health work in the western part of the 
province; he established a clinic in the city, 


and 9 other centers in the outlying areas that 
were visited by peregrinatory clinics, 

After Worcester (1936-1938), he was 
called to the professorship of neurology and | 
psychiatry of the Albany Medical College. 
Cameron was established as a teacher, clini- 
cian, and active and prominent member of the 
psychiatric profession. At the same time, he 
held the professorship of neurology and psy- 
chiatry at the Russell Sage School of Nurs- 
ing. In 1943 he was called to McGill Uni- 
versity, where he has been since and is now 
professor of psychiatry. He is also psychi- 
atrist-in-chief at the Royal Victoria Hospital 
and director of the Allan Memorial Institute 
of Psychiatry, and he serves as a consultant 
at the Montreal General Hospital and the 
Verdun Protestant Hospital. 

It will have been noted that the first pro- 
fessorial appointment held by Cameron was 
both in neurology and psychiatry. This com- 
bined professorship was not due merely to 
the fact that psychiatry had not yet been uni- 
versally differentiated from neurology and 
given the academic recognition of a separate 
specialty. As a matter of fact, psychiatry as a 
specialty was at the time fully recognized by 
the majority of medical schools in this coun- 
try. However, Cameron’s scientific interests 
were such that he would not separate organic 
neurology from psychiatry, physiology from 
psychology, the human body from the human 
being. Even a cursory glance through his 
writing shows the characteristic interests of 
Cameron, interests that would now be called 
(although not quite accurately) psychoso- 
matic—or psychobiological—and psychoso- 
ciological. 

He has published close to 80 articles and 
several books.1 They deal with the whole 
range of psychiatric problems and issues: 
from teaching to epilepsy, from metabolic 
studies in various psychotic conditions to con- 
vulsive therapy and lobotomy, from the psy- 
chology of the schizophrenias and depression 
to problems of psychiatry in industry. Ap- 
parently under the influence of the past 2 
decades or so of our cultural crises, Camer- 
on’s thought has turned to cultural issues, to 
individualized psychotherapy, and to the 

1 Objective and Experimental Psychiatry. New 
York, Macmillan, 1935. Life Is For Living. New 
York, Macmillan, 1948. General Psychotherapy. 
New York, Grune & Stratton, 1950. 
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major issues of general psychopathology, 
such as aggression and anxiety. 

Cameron is not an adept of Freud, and at 
times he appears to be one of the most de- 
termined opponents of Freudian psycho- 
analysis. But he is not a bigot of the opposi- 
tion. He has confirmed psychoanalysts on his 
staff, and he sees Freud as a part of the total 
evolution of psychiatric thought. Cameron’s 
interests seem to be largely cultural when 
they are not biological ; therefore, he was able 
to say some years ago: “When individual 
psychotherapists, Dejerine, Janet, Freud, 
Meyer, had divested themselves of the old 
idea of abnormal behavior as a disease— 
which attached itself to the individual like a 
fungus—and had penetrated to the signifi- 
cance of interpersonal relationships, the de- 
velopment of a body of knowledge concern- 
ing the family, the group and the community 
proceeded rapidly.” 

Cameron views the “frontiers of social psy- 
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chiatry” as vast and fascinating, and it is here 
that he visualizes the opening of the greatest 
perspectives. The whole process of human 
development appears to him a slow, long 
process; therefore, he would not recognize 
the’ Romans as ancients, for “now that we 
know that the first traces of man go back for 
at least half a million years, we have to think 
of the Romans almost as contemporaries.” 

In sociology Cameron is a positivist, of 
course. In psychology he is the proponent of 
and adherent to the purely scientific tradition 
that stems from Darwin and Spencer. His 
biological rationalism and cultural positivism 
put him at the forefront of what might be 
called the purely scientific theory of values 
and rational ethics—a point of view as popu- 
lar in some circles as it is unpopular in others. 
But Cameron possesses the courage of his 
convictions and the greatest respect for the 
human being as an individual—the latter per- 
haps despite his consistent scientism. 


FUNCTION IN PSYCHIATRY * i f 
C. P. OBERNDORF, M.D., New Yorx, N.Y. 


It is particularly fitting that the American 
Psychopathological Association should have 
established a lecture in honor of Dr. Samuel 
W. Hamilton, whose services in the field of 
psychopathology have been so diversified and 
effective for nearly 50 years, Dr. Hamilton 
was a President not only of The American 
Psychiatric Association but also of this As- 
sociation, and for many years as its Secretary 
was the main force in building it to the large 
and active organization it is today. 

The American Psychopathological As- 
sociation was founded in 1910, a year before 
the American Psychoanalytic Association, by 
psychiatrists discontented with the possibili- 
ties for the scientific discussion of psychiatric 
problems at the meetings of The American 
Psychiatric Association. When psychoan- 
alysis gathered increasing momentum in 
America from 1910 to 1925, and psycho- 
analytic concepts predominated the discus- 
sions in the American Psychopathological 
Association, some of its members felt that 
the function of this society had been vitiated. 
However, Dr, Hamilton with a broader 
grasp, which his wide contact with psychi- 
atric needs throughout the country had 
brought” to him, was convinced of its need. 
With rare devotion and energy, he sustained 
and revitalized this organization. Such a 
society he felt necessary as a forum where 
not only psychiatrists of all schools might 
gather but also persons scientifically trained 
in collateral disciplines. 

I feel particularly honored in having been 
chosen to be the first lecturer in this series, 
because my admiration and friendship for 
Dr. Hamilton dates back to 1909. I first met 
him at Manhattan State Hospital where he 
was already distinguished for his intellectual 
honesty, his understanding of the mentally 
ill, and the sanity of his judgment. Soon 
thereafter he left New York and our associa- 
tion was interrupted for many years, but on 
his return our professional association be- 
came continuously close, and with it my re- 


1The Samuel W. Hamilton Lecture presented at 
. the meeting of the American Psychopathological 
Association, New York City, June 1952. 


spect constantly increased for his unfaltering 
interest in the welfare of all those in the com- 
munity who were afflicted with mental illness. 
During the later years of his life these efforts 
did not wane, even though following a serious 
illness he felt his strength failing. But it was 
characteristic of Samuel Hamilton to give 
his best unstintingly to his life work. 
Textbooks on insanity date from the begin- 
ning of the nineteenth century, although 


. penetrating treatises on philosophy and psy- 


chology long before that time dealt with 
problems that today would be included in the 
scope of psychiatry. In one of the earliest 
books on psychiatry (printed in 1812) the 
many-sided Benjamin Rush(1, p. 360) 
stresses the analogy “between bodily and 
moral diseases” recognizing the latter as psy- 
chiatric. With a rare anticipation of the cur- 
rent attitude to mental deviation, he pleads 
for the substitution of “moral treatment in 
dealing with vice and crime for the extermi- 
nating halter and ax.” He writes, “May this 
Christian system of medical jurisprudence be 
spread . . . . throughout the world! And 
may the rulers of nations learn from it that 
the reformation of criminals, as well as the 
prevention of crimes, should be the objects of © 
all punishments, and that the matter may be 
effected much better by living than dead 
examples.” 

Rush also recognized a strong compulsive 
drive in the nature of alcoholism and ad- 
vocated “the establishment of a hospital in 
every city and town in the United States for 
the exclusive reception of hard drinkers. 
They are as much problems of public human- 
ity as mad people, They are not more harm- 
ful to society than most of the paranoid pa- 
tients of a common hospital would be if they 
were set at liberty” (1, p. 265). ? 

Although all psychiatrists will agree that 
alcoholism represents a form of emotional 
disturbance, we have not come to the point 
where Rush’s idea, far in advance of his time, 
is accepted as correct, proper, may I say, 
normal by most people. Drunkenness is still _ 
regarded as a vice, weakness of volition, 
crime, or sin, and by relatively few as an ill- 
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ness falling in the functional domain of psy- 
chiatry and functional medicine. 

A distinguished contemporary psychiatrist 
has suggested that the term “skill in living” 
should replace such terms as mental health 
and mental hygiene, which it is the psychia- 
trist’s function to develop. A changing view- 
point in regard to alcohol may illustrate the 
relativism of the norm and “skill in living.” 
Said the “normal” virtuous maiden of the 
Victorian era, “Lips that touch liquor shall 
never touch mine. .... ” However, we find 
the maiden of today no less virtuous but, 
through a striking change in attitude, she may 
take a cocktail or two at a public bar and 
thereby introduce a new “skill in living” in 
her relationship to a prospective suitor. Both 
may refer to her drinking as normal and 
believe that it constitutes a distinct sociologi- 
cal advance in the direction of elevating 
woman’s status in society by allotting her 
equal rights. 

At the beginning of the present century, 
even in the United States, the social aspects 
of physical illness were not widely noticed by 
physicians. They felt that they had com- 
pleted their function in medicine when the 
malady from which the patient suffered had 
been relieved or cured. It was not their con- 
cern to consider the economic and sociologi- 
cal conditions that may have produced the 
illness and were likely to predispose or pre- 
cipitate a recurrence when the individual 
returned to the same environment that had 
been partially responsible for its occurrence. 

Social service workers began to make their 
appearance in scattered hospitals during the 
first decade of this century. In consonance 
with a newly developing social consciousness 
(responsibility) or social conscience, they 
felt it their first duty to provide financial as- 
sistance, food, and housing for the patient 
who was discharged following a physical ill- 
ness, so that he might have a better chance of 
surviving during an interval before returning 
to his occupation. After a decade, the psy- 
chiatric factors that were so often behind the 
economic, and possibly responsible for the 
breakdown, and vice versa, gradually came 
in for attention. 

The ultimate in the application of psychia- 
try to human conduct would be the organiza- 
tion of a world federation for furthering 
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mental health. This undertaking would in- 
tegrate actively all the disciplines that have 
contributed to psychiatry—especially an- 
thropology, with its study of mankind’s cus- 
toms and mores, which include his religious, 
beliefs and ceremonies; pedagogy, with its 
limitless variations from the type of instruc- 
tion guided by frequent applications of the 
birch switch or its equivalents, to the in- 
dulgent, almost disciplineless procedures of | 
the extreme in progressive schools; crimi- 
nology, from decapitation for minor offenses 
to the careful investigation of all the socio- 
logical and psychological factors leading up 
to the crime. This last has been instituted in 
some of the states in this country some hun- 
dred years after Rush’s suggestion. A world 
attack on mental illness would especially rely 
on sociology, which attempts to appraise the 
effect of laws, customs, environment, and 
climate upon the mental attitudes of various | 
nationalities and races, and above all, to con- 
sider the varying concepts of what constitutes 
mental healthiness and the methods by which | 
the different schools of psychiatry may hope 
to achieve it. 

Perhaps these last factors present at this 
time the most discouraging aspect of any 
large-scale mental health endeavor. Certainly 
the criteria of mental health have varied and | 
continue to vary inordinately—not only at 
different periods of life but in different eras 
and places, as the incestuous marriages en- 
couraged by the Ptolemys. As current con- 
trasts we may mention the standards of men- 
tal health in Rhode Island and Russia, or in 
Guiana and Germany. In a book called 
“Deutsche Seelenheilkunde” (German Psy- 
chotherapy) (2), published in 1934, to which 
10 well-known German psychiatrists con- 
tributed, we find that the preface ends with 
the words “Heil Hitler” and closes with the 
sentence, “The physician who wishes to in- | 
corporate into himself national socialism | 
must, above all, have scientifically worked 
through to the last detail and thoroughly 
grasped Hitler’s own words, especially his | 
book, ‘Mein Kampf” This would imply 
the acceptance of such ideas as Aryan race | 
supremacy and German domination as 2 i 
superior race, a philosophy that Goebbels — 
ceaselessly propagandized and may have ac- 
tually believed. He may have hoped to 
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establish a new psychological norm acceptable 
to the Germa! ypopulace, regardless of scien- 
tific fallacies. Phat such convictions can pre- 


vail is apparent in certain segments of our 
Southern states where the advisability of 
educating Negroes is questioned. 

When I first read these words in the book, 
“German Psychotherapy,” they incensed me. 
However, as I later reflected dispassionately 
upon this repugnant idea, the proposition of 
these 10 contributors to the criteria of mental 
therapy was expedient for that particular 
time and place. If the aim of the psychiatrist 
is to put the individual in a position to live 
and love in accord with the standards of his 
era, little else could have been done just then 
for a patient in Germany. Under such a 
dictatorship survival became practically im- 
possible for the nonconformist. 

As long as cultural and moral values are 
transient and transitory, the patient must be 
fitted to adapt himself to some current, ac- 
ceptable scale if he is to exist. Of course this 
need not be the standard of the psychiatrist, 
nor should the psychiatrist aim to mould his 
patient according to his own image. Thus the 
function of a psychiatrist in Nazi Germany 
might have been to clarify for the patient 
the elements entering into his difficulties and 
even agree to the justification of his momen- 
tarily unrealizable potentialities. At the same 
time, he vould have been compelled to ac- 
knowledge the inexpediency of using these 
potentialities at the moment. A thorough 
nonconforming psychiatrist, or his patient, 
could not have survived in Nazi Germany— 
each would have been forced either to dis- 
agree and perish, to play false to himself, or 
to flee from the situation, which the more 
idealistic psychiatrists as well as their pa- 
tients and others usually attempted to do in 
their urge for self-preservation, 

In Nazi Germany as under any totalitarian 
regime, such as Russia today or under the 
absolutism of the Czars, the range for social 
integration became restricted in the extreme. 
An individual psychology, such as psycho- 
analysis, founded on a theory of ontogenesis 
and a respect for the integrity of the person, 
soon evoked an official ban. In a country 
such as the United States, the latitude of 
social adaptation is so great that an individual 
suffering from an advanced schizophrenia 


can live in virtual retirement provided he has 
sufficient private income to maintain himself. 
The only requirement is that he does not 
violate this liberal current consensus too 
flagrantly. Thus a change of environment 
may at times aid in psychological adjustment 
because of prevalent appraisal of conduct in 
the new locality that is more favorable to the 
patient’s pathological conduct. 

Often failure to find adjustment in one’s 
environment is symptomatic of a mental dis- 
turbance for which a patient seeks treatment 
—immaturity, overdependence, defiance, dis- 
agreeableness. Any pathological disbalance 
of this type may have been operative in 
several martyrs to beliefs that have benefited 
mankind—Joan of Arc and Savonarola come 
to mind. In contrast, effective social re- 
formers such as Rousseau and Tom Paine 
were able to place their unfamiliar ideas 
before a hostile world without suffering too 
great a penalty for their unrelenting disturb- 
ance of current complacency. 

A level-headed man like Washington could 
and did effectively advocate the cause of 
abolition of slavery by setting’his own slaves 
free in his will, and expressing the hope that 
a policy of gradual abolition of slavery might 
be endorsed by the state legislature: “It - 
might prevent much future mischief.” .... 
In striking contrast, half a century later, 
the intemperate, perhaps half-crazed John 
Brown, who had murdered 6 people in Kan- 
sas, only added pine logs to smoldering fires 
by his violence at Harper’s Ferry. If all 
southern slave owners had followed the ex- 
ample of Washington, the entire question of 
slavery would have been nonexistent in John 
Brown’s day. A new estimate of human 
rights might have been evolved, which in 
turn would have required a new skill in liv- 
ing. One hundred years later, the problem of 
the social freedom of the Negro finds its 
echo in frequent incidents and opinions 
(mental attitudes), which may be regarded 
as healthy or pathological. Some psychiatrists 
might evaluate them as obsessionally neu- 
rotic. 

Anthropologists have found that accept- 
ance by one’s fellows is the only characteris 
tic common to all tribal groups, and the only 
requirement upon which each group insists 
is acquiescence to those rules adopted as most 
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likely to protect it from activities it considers 
predatory whether these come from without 
or within. Loosely integrated groups become 
increasingly important as the social structure 
becomes more complicated and most of us 
are members of at least a half dozen major 
groups. Into 3 such groups a person is born 
—a sex, age, and color group—which do not 
change throughout life. 

Just as groups are formed for communal 
security, so too, acceptance by the group pro- 
vides additional security for the single per- 
son, Every individual is first accepted by a 
group of two—that is, his parents—and no 
one has stressed more convincingly than 
Freud the almost ineradicable cultural pattern 
imprinted upon the child’s mind by the pri- 
mal group. It is likely that this initial accept- 
ance or rejection determines to a degree the 
individual's adaptation in much of his subse- 
quent social behavior. The threat of exclusion 
from one’s group, especially one’s age group, 
may become a source of great anxiety and 
fear, designated as neurotic, not too far re- 
moved etiologically from Freud’s primary 
“infantile neurosis.” 

Thus a patient, who could have been designated 
either as neurotic or schizophrenic, had great diffi- 
culty in adaptation to any group. The difficulty was 
attributable primarily to the threat of his parents 
from an early age that he would be thrown out of 
the house if he were not good, and which deter- 
mined much of his subsequent conduct. His mother 
would reprimand or, as he put it, “bitch” him, and 
then if he did not conform to her demands she 
would threaten to report him to his father, that is, 
“snitch” on him... . . These 2 threats he could 
stand, but when both parents threatened to put him 
out on the street, that is, “ditch” him (abandon 
him), his terror knew no bounds, His habitual 


pattern of conduct could be summarized in a series 
of defences against being “ditched.” 


Of course, for a happy survival within the 
family, the child must conform more or less 
to the multiple ideals of his parents, who 
have diverse standards of propriety. As the 
original group of three, parents and first 
child, increases through the addition of other 
children to the family, the child’s age group 
expands through contact with other children 
of the same age and the need for conformity 
becomes more imperative, 

Perhaps one may even trace the origin of 
class distinction to the relationship of children 
within the family to one another, where 
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privilege is based on age, the groups bein, 
divided into older and younger. It continues 
in the process of growing up, through college 
days and beyond. It is especially noticeab 
when 5 years or more separate children in 
the same family. ) 

Groups that form more or less spontane- 
ously and voluntarily expand or contract in 
size according to the degree that conformity 
to them requires full renunciation of the 
members’ individual rights. Capacity for such 
yielding to group demands is perhaps the 
most important element in merging with the 
group, so often undertaken for protective ad- 
vantage. The willingness to give away some- 
thing of one’s self is probably fundamentally 
dependent on the greater gain for the self, 
which in every instance is relative, to be 
achieved through this apparent self-denial: 
If the desire for sefish gain becomes too ap-1 
parent when the individual joins the group, 
his allegiance is quickly discerned as doubt- 
ful by the more loyal members. Such persons | 
cannot renounce self-interest without feeling) 
they expose themselves to great danger. Thus) 
the patient previously mentioned, retaining | 
his early fear of being “ditched,” found it) 
almost impossible to participate in any joint 
enterprises from primary school through col- 
lege and business days. 

The function of the psychiatrist then re- 
solves itself into efforts to place the patient 
in a position where he can live and work ina 


patient because only one choice remains open: 
However, with an aggressive dissenter the 
conflict is intensified because a partial ac- 
quiescence to the regime is excluded. 

Try as he may, it is impossible for the psy- 
chiatrist to evade opinion as to what is the 
norm with its moralistic imputations and 
what is neurotic or psychopathic in the ac- 
tions of his patients. His acceptance of a pa- 
tient implies that in some respect this individ- 
ual is a deviant from a contemporaneous 
norm to the degree that he requires treatments 
whether it be in so severe a form of suspicion 
as paranoia or vague complaints about the 
actions of some individuals as being un- 
friendly. At times the concepts of normalcy 
in psychiatric language and in ethics—the 
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science of the good and the nature of the 
right—approximate each other so closely 
that the psychiatrist is forced to consider 
ethical standards in appraising situations in- 
volving guilt, shame, punishment, and threat, 
which in their neurotic form precipitate 
many mental illnesses. 

One patient remarked that the great weak- 
ness of Christian ethics is the doctrine of 

,meekness, which people cannot live up to 
and leads to the adoption of conduct in 
which hypocrisy and deception must be 
continously practiced. The hypocrite and 
the cheat, in turn, must preserve themselves 
through a defensive projection of their weak- 
ness, which would manifest itself in suspi- 
cion of their fellows, or an overcompensatory 
servility and unctuousness. The patient who 
complained about Christian ethics, con- 
sciously overeffacing and oversolicitous, in 
the next breath protested that “we should 
have the right to defend ourselves’—in 
other words, freely to exercise the capacity 
for aggression. 

I would cite an example of a situation in which 
the psychiatrist could not help but assume a posi- 
tion because it threw the patient into a depression. 
She was a housewife referred for depressions and 
a recurrent compulsion. After she had been under 
treatment for over a year, her husband, a vice- 
president in a bank, told her that he had been in- 
vited by the director of another large bank to lunch 
with him and had been offered the executive vice- 
presidency 8f a branch that this second bank was 
about to open in a suburb, He said nothing to her 
about keeping it a secret, but merely that he had 
not decided whether to accept the proposal. On the 
following afternoon, while having tea with her 
mother-in-law, the patient mentioned that her hus- 
band was being considered for the head of the 
suburban bank and that she was happy at the pro- 
posed promotion. Her mother-in-law also appeared 
very pleased. However, that evening when she told 
her husband how pleased his mother had been, he 
scolded her severely and said that she had divulged 
a secret that might embarrass him greatly. When 
she asked him why, he replied, “Tf it gets abroad 
that I have been offered this position and refused 
it, it will make it very embarrassing for the man to 
whom it is offered as a second choice.” .. . . 


I am not at all sure how the majority of 
my listeners would regard the conduct of 
either the wife or the husband, and which 
would most nearly approximate a normal re- 
action. The psychiatrist must consider 
whether or not the husbarid’s attitude 
reflected an unusual degree of secrecy, 
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one of his characteristics that annoyed his 
wife intensely, whether he projected his dis- 


‘satisfaction because of his failure to be ad- 


vanced in his original position upon his wife 
in finding fault with her, or whether the 
wife’s reactive depressive and antagonistic 
mood is to be regarded as a pathological re- 
action indicating that she had made little 
progress as a result of treatment. 

Generally speaking, the psychiatrist can 
function more advantageously when his back- 
ground and that of the patient are not too 
grossly divergent because this facilitates 
mutual understanding, By this I do not wish 
to imply that, for example, Catholic psychia- 
trists from a cultured background should 
restrict themselves solely to Catholics of 
similar cultural heritage. But the chances 
are that the empathy would be greater than 
between Protestant and Catholic, whether 
patient or doctor. The same may be said of 
Negro and white, Jew and Christian, totali- 
tarian and democratic, and English and 
Spanish, However, it is interesting that, 
where choice is possible, such a selection is 
made by both doctor and patient—not only 
in psychiatric cases but in general medical 
practice as well. 

Every psychiatrist in the course of his 
career has been deserted by a patient because 
the latter felt that his individual biases, actual 
or fancied, could not be reconciled and in- 
terfered with the proper assessment of devia- 
tions for which the patient came for tréat- 
ment. So too, it is preferable that the judg- 
ment of the degree of illness be made and 
therapy conducted in the country in which 
the patient resides and in his native tongue. 
With the airplane annihilating distance, a 
universal, cosmopolitan background seems in 
the not far distant future destined to replace 
the nationalistic. But until this occurs the 
psychiatrist can best function in a restricted 
sphere where he and his patient feel most at 
home. i 

This concept of the immediate scope of 
psychiatry would center its efforts in localism 
and homogeneity. Admirable as the idea of 
synchronization of effort may be, it leaves. 
little hope in our day for a movement aiming 
at a universal approach to mental health. The 
obligation of the individual to authority even 
in a restricted area is too varied and in many 


“cases so inviolable that the best the psychia- 
trist can do is to put his patient in better har- 
mony with himself so that he may thereby 
find a means of living with the leadership of 
his time. 

This idea of measuring the psychiatrist’s 
efforts, not by the knowledge of or adherence 
to a theory, but by practical outcome and 
feasibility within the range of the current 
ideal, coincides with the pragmatism of 
William James. But James’ psychology, 
which holds that ideas to be considered true 
must be verifiable by an impartial observer, 
originated in a land where the regard for 
authority is relatively slight and where im- 
partiality and respect for the single person’s 
independence is widespread. Long before 
James developed the theory of pragmatism, 
he expressed his reverence for the force of 
the individual’s ultimate influence in a mem- 


orable passage : 


As for me, my bed is made; I am against bigness 
and greatness in all their forms, and with the in- 
visible molecular moral forces that work from in- 
dividual to individual, stealing in through the cran- 
nies of the world like so many soft rootlets, and yet 
rending the hardest monuments of man’s pride, if 
you give them time. The bigger the unit you deal 
with, the hollower, the more brutal, the more menda- 
cious is the life displayed. So I am against all big 
+... Successes and big results; and in favor of the 
eternal forces of truth which always work in the in- 
dividual and immediately unsuccessful way, under- 
dogs always, till history comes, after they are long 
dead, and puts them on the top, 


Mental health is dependent upon the ex- 
tent of the awareness that a person has at- 
tained in his relationship with his fellow 
beings and the feeling of security with which 
he is able to meet such awareness. This secu- 
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rity would rest upon the degree to which he 
can attain self-realization within the limita. 
tions of the group standard. Of course) 
primary security depends upon the fulfillment 
of the need for food and love, of which 
diverse and wide ramifications are observable 
under varying cultural conditions and in di 
ferent individuals under the elastic soci 
standards of America. 

The psychiatrist's aim resolves itself into 
enabling the individual to adapt himself to 
some form of the cultural pattern under 
which he lives. The individual must be helped 
to achieve an acceptable solution of the ever 
recurring struggle between his conscience 
derived from the negations and affirmation 
of his parents, plus the ever-changing social 
impacts of his associates, and his own self 
interest and greed, 

Having exposed the motives for the abno 
mality, he must point out to the patient ho 
the defenses produced by conflict have opet 
ated against the patient’s stability and ef 
ficiency, either in the form of overaggressiot 
or disadvantageous submissiveness. It be 
hooves the psychiatrist to be liberal and in 
dependent of rigid conventions in the investi 
gation of the factors responsible for the pa 
tient’s deviant conduct and to incline th 
weight of his authority gently in the direction 
of those forces directed toward the advan 
of human dignity. z 
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INTELLECTUAL AND AFFECTIVE FUNCTIONS IN 
CHRONIC BRUCELLOSIS + 
RALPH M. REITAN, Ps. D., INDIANAPOLIS, IND. 


Recently Apter et al.(3, 4) have described 
a number of patients with chronic brucello- 
sis studied from the combined viewpoints of 
medicine, neuropsychiatry, and experimen- 
tal psychology. Their findings substantiate 
earlier descriptions and more precisely spec- 
ify the symptomatology in this disease. A 
summary statement by these authors indi- 
cates that patients with chronic brucellosis 
complain òf “. .. headache, easy fatigu- 
ability, inability to return to work, loss of 
former skills, insomnia without somnolence, 
change in sexual habits and decreased ability 
to adapt in social situations’(3). In addi- 
tion, “Their psychiatric state is characterized 
by defects in the intellectual sphere, impoy- 
erished emotional expression, reduction in 
motility, inability to plan for the future and 
failure to develop rapport.” These investi- 
gators conclude that the over-all picture in 
brucellosis may in many instances be one of 
organic brain disease. This conclusion would 
seem tenable in light of their historical sur- 
vey of long-standing findings of neuropatho- 
logical involvement in brucellosis, and seems 
secured by the results obtained through care- 
ful evaluation of their patients. 

The neuropsychological aspect of the study 
by Apter et al. was performed by Halstead, 
and is perfectly compatible with the conclu- 
sions reached by medical and neuropsychi- 
atric evaluation. Halstead found in his quan- 
titative measurements of biological intelli- 
gence in these patients rather marked impair- 
ment, in some instances “. . . similar to that 
found in patients with neurosurgical removal 
of the prefrontal lobes.” This result was ob- 
tained sometimes in the absence of neuro- 
logical signs. In another instance that these 
authors(3) report, however, brucellosis does 
not seem to have brought about any organic 
brain damage. In this patient psychosomatic 
and hysterical complaints developed during 
the course of chronic brucellosis, although 
there was no evidence of organically im- 
paired cerebral functions. The authors em- 


1 From the Department of Surgery, Indiana Uni- 
versity Medical Center. 


phasize the importance of having available a 
method of differentiating patients with or- 
ganic cerebral involvement as a result of bru- 
cellosis from those who develop psychoso- 
matic complaints similar to those in any other 
chronic illness. They cite Halstead’s meas- 
ures of biological intelligence as such a 
method. 

In a recent study(11), the present writer 
has found marked relationships between the 
results of the Rorschach inkblot test and the 
abstraction factor of biological intelligence as 
well as the Halstead Impairment Index. 
Although the Halstead battery undoubtedly 
provides a largely valid basis for the eval- 
uation of psychological functions dependant 
upon an organically healthy brain(8), these 
tests are generally unavailable. The Ror- 
schach inkblot test, on the other hand, is being 
used more and more extensively. The rela- 
tionships found between the Rorschach test 
and Halstead’s measures suggest the possi- 
bility that organic intellectual impairment in 
brucellosis might also be reflected by the 
Rorschach test. For this reason, in the pres- 
ent study an attempt has been made to eval- 
uate the psychological functions of a group 
of patients with a diagnosis of brucellosis by 
means of the Rorschach test. 

POPULATION i 

Twenty-eight subjects with brucellosis, in- 
cluding those reported by Apter et al.(3, 4), 
were used in the study. Two other groups 
were also used for purposes of comparison. 
These were 28 neurotic patients, sufficiently 
disturbed to seek psychiatric assistance but 
without evidence of organic central nervous 
system damage, and 28 persons with verified 
organic brain damage or dysfunction. 

The diagnostic classification of the pa- 
tients in the neurotic group were as follows: 
depression, 18; anxiety neurosis, 3; obses- 
sive-compulsive neurosis, 3; alcoholism with- 
out deterioration, 1; and simple schizophre- 
nia, 3. The composition of the group was 
partly determined by the necessity for select- 
ing neurotic patients who matched the brucel- 
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losis patients on the basis of sex, age, educa- 
tion, and IQ. The large proportion of de- 
pressed patients, however, was deliberate. It 
was felt that the depressed patients would be 
similar in certain respects (e.g., slowness of 
reaction) to the brucellosis and brain-dam- 
aged patients. If superficial similarities be- 
tween the groups were thus roughly equated, 
it seemed that any differences found would 
be more apt to represent differences reliably 
indicating the effect of any organic deficit in 
the brucellosis and brain-damaged groups. 
An effort was made to introduce heteroge- 
neity in the remainder of the group, and this 
was the reason particularly for inclusion of 
3 nondeteriorated schizophrenics and the al- 
coholic subject. None of the subjects in the 
neurotic group gave any neurological evi- 
dence of organic central nervous system in- 
volvement, nor did their histories contain in- 
dications of such. There was definite evi- 
dence of organic brain damage and/or dys- 
function for each of the subjects in the 
brain-damaged group. After satisfaction of 
this requirement, the subjects were selected 
pretty much at. random in accordance with 
those matching the brucellosis subjects on 
the basis of the equated variables. The group 
included 6 patients with surgical removal of 
brain tumors, 6 with epilepsy, 5 who had cere- 
bral vascular accidents, 8 with degenerative 
vascular changes, and one each with a pene- 
trating head injury, a closed head injury, and 
general paresis. The diagnosis of brucellosis 
was bacteriologically proved by recovery of 
the Brucella organism in most of the pa- 
tients so diagnosed, although in some in- 
stances (largely because of the duration of 
the illness before examination) the diagnosis 
was based on strongly suggestive collateral 
evidence. 

The subjects in the 3 groups were indi- 
vidually equated with regard to sex, and as 
closely as possible with regard to chrono- 
logical age, number of years of formal aca- 
demic education, and IQ. Each group con- 
sisted of 16 men and 12 women. The means 
and standard deviations for each group on 
these variables are presented in Table 1. It 
will be noted that the mean valués are ap- 
proximately equivalent in the 3 .grpups. 
These means were compared by Studerit’s t 
technique for correlated groups-and.non¢ of 
the differences reached signiffince at “the 


.05 level of confidence. It seems safe to con 
clude that the 3 groups are sufficiently wé 
equated to rule out any systematic intergro 
differences with regard to the equated 
ables, 


PROCEDURE 


Generally stated, the procedure was 
compare the 3 groups of subjects with x 
gard to measures provided by the Rors 
test relevant to the intellectual and affecti 
differences that might exist in these diagnos 
tic categories. The variables on which tf 
groups were equated are ones that migi 
possibly be relevant to the performance 
the Rorschach test, but that we did not wi 
to measure in this particular investigation 
The central problem of this study was tod 


TABLE 1 
Distrisution Constants ror 3 Eguatep Grot 


Age Education 
40.82 11.43 
. 11.57 2.78 
40.02 11,00 
epee H 10.30 3.35 
38.14 11.03 
ais acta vista y O's diet 10.62 3.36 


termine whether or not the Rorschach té 
provides any basis for measurement of dit 
ferences in psychological functions in f 
tients with brucellosis as compared W 
those with neurosis and organic brain d 


The selection of neurotic and brain-dal 
aged groups for comparison was based up} 
previous descriptions of psychological ft 
tions in patients with brucellosis. It, was! 
that the use of neurotic and brain-dama 
patients might set reasonable bounda 
within which the performance of the brue 
losis patients might be more adequately | 
sessed. The neurotic patients should ref 
in their test results no organic impairm 
intelligence but rather a preponderance 
environmentally produced or person 
problems. The organic brain-damaged % 
jects should show impairment of intellect 
functions(9-13) as well as rather charac 
istic affective personality difficulties(1, 
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l 5, 7). The intergroup comparisons, then, 
‘should give some basis for describing the ex- 
tent to which patients with brucellosis resem- 
ble the neurotic and/or the brain-damaged 
patients. 
The Rorschach was administered to each 
of the subjects individually and the scoring 
completed before any of the groups were 
composed for study or the subjects matched 
on the controlled (equated) variables. The 
test protocols were scored following the 
method suggested by Beck(6). The means 
| and standard deviations for the quantita- 
tively scored Rorschach variables were cal- 

| culated. Intergroup statistical comparisons 
of the means were made by use of Student’s 
t technique using the method for correlated 
groups. As another approach to the quanti- 
tative differentiation of the 3 groups, the fre- 
quencies with which Rorschach scores of 
members of one group exceeded the scores 
of the paired individuals in the other groups 
were enumerated, and the frequency differ- 
ences tested for significance by use of the 
chi-square test with Yate’s correction for 
continuity. Also, chi-square comparisons of 
the frequency of occurrence of various Ror- 
schach “signs” of organically impaired cere- 
bral functions in the 3 groups were made. 
Finally, the Rorschach records were re- 
viewed in an effort to discover consistencies 
in interpretation of personality factors that 
would differentiate or characterize the 3 
groups. 


RESULTS AND DISCUSSION 


Table 2 presents the means and standard 
deviations obtained by the 3 groups on vari- 
ous Rorschach variables. It will be noted 
that the mean values rather consistently fall 
in the following order from highest to low- 
est: neurosis, brucellosis, and organic brain 
damage(hereafter referred to as OBD). 
This trend, however, becomes much more 
apparent with a graphic representation of the 
mean values, the scores for each variable 
being put on an equivalent scale. Fig. 1 por- 
trays the information in Table 2 in this form. 

For ease in comparison, Fig. 1 presents a 
subfigure for each combination of pairs 
among the 3 groups and a summary subfig- 
ure in the lower right corner of the figure. 
The equivalent scales for the Rorschach vari- 


TABLE 2 
DISTRIBUTION CONSTANTS For 3 DIAGNOSTIC Groups ON RORSCHACH VARIABLES 
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ables were constructed by combining the 3 scores, the brain-damaged subjects the lo 
groups and converting the raw scores for est, and the brucellosis subjects generally fd 
each variable into T-scores. The ordinates in between. 
for the graphs in Fig. 1 are, therefore, T- Although the trend indicated by the abai 
score scales. The raw score means for each graphs indicates an over-all difference Ų 
group were plotted on the graphs in accord- tween the 3 groups, it is of interest to co 
ance with their equivalent T-scores. The ad- pare the means for the variables individual | 
vantage of an equivalent or standard score The differences between means for e 
scale is that it permits an evaluation of the group were tested for statistical significam 
general trend in comparing 2 or more groups. by Students f technique, and the ¢ ratios @ 
It will be noted from Fig. 1 that the mean presented in Table 3. l 
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m Neurosis moms O riicellosis = Organic Brain Damage 
Fic. 1. 
scores for the neurosis group rather regu- For 27 degrees of freedom a t ratio of 3 


larly exceed those for the OBD group (upper is needed to reach the .or confidence 1e 
left graph). The means for the subjects 2.47 for the .o2 level, and 2.05 for the 
with brucellosis also exceed those for the level. In comparing the neurotic and 0 
brain-damaged subjects (lower left), but the groups, 8 ¢ ratios are significant beyond 
differences are „not as great. This becomes 0.1 level, 2 beyond the .02 level, and afl 
more apparent in the neurosis vs. brucellosis ditional 4 beyond the .o5 level. The variall 
comparison (upper right), inasmuch as the are R (number of responses), D (numbét 
neurotic subjects quite consistently exceed major detail responses) Dd (number 
those with brucellosis. From these compari- minor detail responses), Sum C (sum 
sons the general trend is apparent, viz., that quantitative values assigned for respos 
the neurotic subjects show the highest mean using color), F+ (number of “good fo 
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TABLE 3 
COMPARISON oF MEAN DIFFERENCES BETWEEN RORSCHACH VARIABLES FOR 3 DIAGNOSTIC GROUPS By MEANS oF t RATIOS 
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responses), Total F (total number of re- 
sponses determined only by form), CF (num- 
ber of responses in which color predominates 
form), FC (number of responses in which 
form predominates color), Total C (total 
number of responses using color), YF (num- 
ber of responses in which surface-shading 
predominates form), FY (number of re- 
sponses in which form predominates surface- 
shading), Total Y (total number of re- 
sponses using surface-shading), S (number 
of responses using white spaces), and Z/R 
(amount of organizing per response). 

Each of these significant mean differences 
was in the expected direction, i.e., the neu- 
rosis group mean being higher, with the ex- 
ception of the Z/R ratio, Rather little is 
known about this ratio. Previous investiga- 
tions have shown Z, a quantitative estimate 
of the amount of organizing of the inkblots 
and establishing relationships between as- 
sociations, is somewhat lower among brain- 
injured than control patients. But at the 
same time, the number of responses, R, also 
tends to be somewhat lower, which would 
leave the Z/R ratio relatively unaffected. In 
the present study the total amount of organ- 
izing does not differentiate the neurosis and 
OBD groups, but the mean number of re- 
sponses for the OBD group is significantly 
lower. This would raise the magnitude of the 
Z/R ratio for the OBD group. However, 
since Z is usually found to be lowered with 
brain damage(2, 12, 13) it would appear that 
the result obtained with Z/R in the present 
study is probably a reflection of a sampling 
peculiarity that would not often reoccur if 
the study were repeated, 

With one exception, the means for the 
brucellosis group fall between the neurosis 
and OBD means on the 14 variables that 
differentiate the latter 2 groups. The excep- 
tion is CF, a measure on which the brucel- 
losis mean is the lowest of the 3. The mean 
score for the brucellosis group is not signifi- 
cantly different from either the neurosis or 
OBD means for the following variables: FC, 
YF, FY, Total Y, S, and Z/R. On certain 
variables, however, the brucellosis means 
join with those of the OBD group in differ- 
ing significantly from the neurosis means. 
These variables are Sum C, CF, and Total 
C. It is interesting to note that these 3 
measures on which the brucellosis patients 
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resemble the brain-damaged in contrast to 
the neurotic subjects each involve responses 
to color. It would appear from this result, 
in terms of Rorschach test interpretation, 
that patients with brucellosis and organic 
brain damage share a common reduction of 
emotional spontaneity and capacity for 
emotional responsiveness. On the other hand, 
the brucellosis subjects deviate on some vari- 
ables in the direction of the neurosis group 
means and join them in differing signifi- 
cantly from the OBD group. These are R, 
D, Dd, F+, and Total F. These variables 
(particularly R and F + ) are traditionally al- 
ligned primarily with intellectual rather than 
affective indicators in the Rorschach test. 
Generally it would appear then, from these 
results, that patients with brucellosis resem- 
ble neurotic subjects with regard to the ade- 
quacy of certain intellectual functions, are 
similar to brain-damaged patients with re- 
gard to the extent of their emotional dulling, 
and tend to fall between neurotic and brain- 
injured subjects, differing significantly from 
neither, with respect to other affective and in- 
tellectual functions. It would probably be 
inappropriate to conclude that no differences 
between these groups exist with respect to 
variables for which the means did not differ 
significantly, particularly in consideration of 
the marked orderliness of the graphs in Fig. 
1. If larger groups were studied perhaps ad- 
ditional differences would sufficiently satisfy 
statistical criteria to merit emphasis. 

As another approach to possible differen- 
tiation of the quantitative results for the 3 
groups, the number of individuals in one 
group whose scores exceeded those for the 
matched individuals in another group was 
determined for each variable. For example, 
the number of neurotic subjects who had a 
greater number of responses (R) than did the 
matched subjects from the brucellosis group 
was counted, and vice versa. Chi-square 
was then used with Yate’s correction for con- 
tinuity to determine the significance of 
group differences. The comparisons in which 
the chi-square values reached the or, .02, 
and .05 levels of confidence are indicated in 
Table 4. 

There were no reversals that reached sta- 
tistical significance in the comparisons sum- 
marized by Table 4. This means that for no 
variable did the brucellosis group signifi- 
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cantly exceed the neurosis group, the OBD 
group the brucellosis group, or the OBD 
group the neurosis group. The neurosis 
group significantly exceeded the OBD group 
on a large number of variables, including 
those with primary meaning for intellectual 
as well as affective personality functions. The 
neurosis group also exceeded the brucellosis 
group on a considerable number of variables, 
but these variables were generally more 
closely related to affect. The brucellosis 
group exceeded the brain-damaged group on 
several variables, some primarily affective 
and others intellectual. The results of this 
procedure verify fairly closely those obtained 
with the ¢ tests for significant mean differ- 
ences: (a) the widest and most general dif- 
ferences are found in comparing the neurosis 
and OBD groups, and (b) the brucellosis 
subjects tend to fall between the other 2 
groups, but are more similar to the neurotics 
with respect to intellectual functions and to 
the OBD group with respect to diminished 
capacity for affective reactivity. 

The Rorschach records in the 3 groups 
were also studied with reference to the fre- 
quency of occurrence of various “signs” of 
impaired psychological functions due to 
organic brain damage. Fourteen signs were 
used: 5 of the 10 that were proposed by Pio- 
trowski(10) and g that were proposed by 
Aita, Reitan, and Ruth. Only those 5 of the 
Piotrowski Signs that had been previously 
found to differentiate between brain-injured 
and control subjects(2) were included. The 
relevance of these signs to intellectual func- 
tions dependant upon the organic condition 
of the cerebrum is indicated by their signifi- 
cant correlations with Halstead’s(8) meas- 
ures of biological intelligence ( iz). $ 

Fig. 2 presents a graphic comparison 
of the relative frequency with which the 
signs occurred in each group. Each sign is 
indicated on the horizontal axis, and along 
the vertical axis “most,” “middle,” and 
“least” indicate the comparative frequency of 
the signs in the 3 groups. When the same 
number of’ persons in 2 groups evidenced a 
particular sign, the 2 groups are indicated at 
the same point on the graph, the point being 
an average of the 2 positions not occupied by 
the third group. 

It is oon from Fig. 2 that the marked 
trend noted in Fig. 1 is again present. The 
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OBD group tends to have the greatest num- 


‘ber of signs of organic brain damage, the 


neurotic group the fewest, and the brucellosis 
group tends to fall in between, This result 
strongly substantiates the results presented 
in Fig. 1, since the same trend is present even 
though the graphs are based on entirely inde- 
pendent measures from the Rorschach test. 
Table 5 presents the chi-square values, 
computed with Yate’s correction for conti- 
nuity, which present a basis for determining 
the statistical significance of the frequency 
differences among the 3 groups for individ- 
ual signs. Not many of the chi-square values 
are significant. Most of the significant dif- , 
ferences are found in comparing the neuro- 
sis and OBD groups. In this comparison 2 
signs (impotence and perplexity) differenti- 


mx Drganic Brain Damage 


sous Neurosis === Brucellosis 
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ate the groups beyond the .or confidence 
level and 2 more (catastrophic reaction and 
inflexibility) beyond the .02 level. Three of 
the signs significantly differentiate the neuro- 
sis and brucellosis groups: perplexity, be- 
yond the .o1 level; automatic phrases, beyond 
the .02 level; and impotence, beyond the .05 
level. Interestingly, the chi-square tests sug- 
gest that the differences in the frequencies of 
these signs of brain damage between the bru- 
cellosis and OBD groups are not sufficiently 
large to attribute to anything but chance vari- 
ation. It would seem from these results, 
then, that the patients with brucellosis more 
closely resemble the brain-damaged than the 
neurotics in this particular comparison. The 
brucellosis group deviates from the neurotics 
in the direction of the OBD group particu- 
larly with respect to impotence, or doubting 
of the adequacy of responses with inability to 
either withdraw or improve them, and per- 
plexity, or the subject’s distrust of his own 
ability together with a request for reassur- 
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TABLE 5 
CHI-SQUARE VALUES COMPARING THE FREQUENCY OF OCCURRENCE OF RORSCHACH “SIGNS” or BRAIN DAMAGE IN 3 DIAGNOSTIC GROUPS 
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ance from the examiner. Again it should 
mentioned in consideration of the g 


these differences might have reached signi 

cance had the groups been larger and hy | 
Yate’s correction not been used. Therefo 
it seems wise to avoid placing any heavy e | 
phasis on chi-square values comparing 4 
intergroup frequencies for individual sigh 


number of signs occurring in each groupn | 
flect a highly significant difference (p. <. 
between the neurosis and OBD groups a 
also between the neurosis and brucello 
groups. The difference between the OB 
and brucellosis groups, however, just é 
ceeds the .05 level. Again, the patients wi 
brucellosis appear to resemble more clos | 
those with organic brain damage than neu | 
sis. 4 1 

A review of the Rorschach records w 
made in an effort to determine any outs! 
ing features in interpretation with respecti 
which the 3 groups appeared to be similari 
different. As would be expected, the recor 
of the neurosis group showed marked ne | 
rotic trends and, in a few instances, psycho 
symptoms. The OBD group consisten 
gave evidence of organic brain damage, a 
as has been found consistent with brain da 
age(1, 2) also showed a good deal of anxit 
and depression. These patients’ anxie 
seemed to be centered around concern for! 
adequacy of their eventual adjustment 
well as their physical condition. The brud 


and depression was present in many of M 
test records. A few gave records resembli 
those of hysterical patients, and a few We 
essentially normal. As a result of this divé 
sity, each patient with brucellosis was si 
jectively rated on 4 scales: organic bed 
damage, depression, anxiety, and hyste" 
Three points were used to note the intensi 
of the indication for each scale: mild, moe 
erate, and strong. This scale suffers disti 
limitations for 2 reasons: (a) the absence i 
information regarding its reliability, and (| 
possible inconsistency between the writer 3 
others with regard to the meaning of “mild 
“moderate,” and “strong.” Nevertheless 
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may be of some interest to present the results 
obtained with the ratings (Table 6). 

A good deal of overlap is present, i.e., 
many of the subjects were positively rated 
on more than one scale. From the test rec- 
ords, neurotic symptoms appeared to be 
present to an extent deviating from normal 
in all but 4 of the patients with brucellosis. 
Eight subjects give only neurotic signs with- 
out any indications of organic cerebral in- 
volvement, but 16 showed signs of brain 
damage together with neurotic symptoms. 
Only 4 patients gave Rorschach records that 
were essentially normal. Even though such a 
large proportion gave evidence of neurotic 
problems, these results seem to be consistent 
with those presented earlier. Anxiety, de- 
pression, and the other neurotic symptoms 
were probably present to a considerable ex- 


brucellosis. The subjects were individually 
matched in the 3 groups on the basis of sex, 
age, formal education, and IQ. Intergroup 
statistical comparisons were made of the 
mean performances on each of the Ror- 
schach variables. Secondly, the frequency 
with which scores in one group exceeded the 
matched scores in the other groups was tabu- 
lated and the frequency differences tested for 
statistical significance. The relative frequen- 
cies of Rorschach “signs” of organic cere- 
bral damage in the 3 groups were also com- 
pared statistically. The results obtained in- 
dicate quite consistently that the scores of 
subjects with brucellosis fall between those 
of the other 2 groups. Generally, the bru- 
cellosis group is more similar to the neuro- 
sis group with respect to Rorschach variables 
having primarily intellectual significance, 


TABLE 6 


DIAGNOSTIC Inpications PresENT IN RorscHAcH RECORDS OF 28 PATIENTS WITH 
Curonic BRUCELLOSIS 


No indication .... 
Mild indication 
Moderate indication . 
Strong indication 


OBD 
12 
wes. 

9 
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28 


tent in all 3 groups, but the additional pres- 
ence of cerebral damage or dysfunction in 
the brucellosts and OBD groups would tend 
to make their quantitative results somewhat 
more similar than the brucellosis and neuro- 
sis groups. These results emphasize the fre- 
quency of neurotic symptomatology among 
patients with brucellosis, but at the same 
time confirm the findings of impaired psy- 
chological functions as a result of organic 
cerebral damage in some of these patients. 

The results obtained in this study, based 
upon analysis of Rorschach protocols, are 
essentially similar to those obtained by Apter 
et al.(3, 4) through the combined use of in- 
ternal medical, neuropsychiatric, and psy- 
chological methods. 


SuMMARY 


The Rorschach test was administered to 
3 diagnostic groups composed of patients 
with neurosis, organic brain damage, and 


Essentially 
Depression Anxiety Hysteria normal 
12 4 23 
6 7 3 
10 15 2 
o 2 o 4 
28 28 28` 


and more similar to the brain-damaged group 
with respect to reduction of emotional spon- 
taneity and capacity for emotional respon- 
siveness. The various Rorschach “signs” of 
brain damage occur much more frequently in 
brucellosis than neurosis (p.<.001). While 
these signs occur more frequently among 
brain-damaged patients than those with bru- 
cellosis, the statistical significance is not as 
great (p.<.05). An interpretative review of 
the protocols in the 3 groups indicates a 
considerable amount of neurotic symptoma- 
tology in each group, but confirms the earlier 
result of typical indications of organic brain 
involvement occurring among the patients 
with brucellosis as well as those with verified 
brain damage. 
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GROUP PSYCHOTHERAPY IN ASSOCIATION WITH 
ALCOHOLICS ANONYMOUS * 


CHARLES E. THOMPSON, Px.D., AND WILLIAM P. KOLB, M.D. 
Norta Littte Rock, Ark. 


The limitations of medicine have possibly 
never been so easily recognized as in the 
treatment of the alcoholic patient. This paper 
is a description of a therapeutic regime that 
has been set up in a Veterans Administration 
Hospital that incorporates a recognized group 
of The Alcoholics Anonymous Foundation. 
This particular treatment program is carried 
out on the acute-intensive treatment psy- 
chiatric service, and is under the over-all 
supervision of the chief of that service. 

The importance of the emotional etiology 
that is presented symptomatically as alco- 
holism has not been so fully accepted as have 
other symptoms of emotional instability. 
Time as a factor in treating any patient with 
an emotional disorder is often forcibly ab- 
breviated by both the therapeutic team cog- 
nizant of the limitations of bed space and by 
the patient who usually prefers treatment 
of his physical disability to therapy for his 
emotional disturbance. 

In reviewing the literature we note that 
many types of programs (1-3, 5-7, 10, 12, I 5 
19-21) have been suggested for the treat- 
ment of the alcoholic. Psychotherapy for the 
individual hàs as many devotees(8, 16-18) as 
has the group technique (4, 9, 13, 14). Meyer 
(11) states: “Much of this work of adjust- 
ment is carried on upon a strongly individu- 
alizing basis; even then, in the end, there 
will always be persons who do best when 
treated in groups, with the help of a sense of 
belonging and being accepted.” “Group in- 
teraction,” Mueller writes(13), “is the basic 
medium for the release of emotional difficul- 
ties.” 

Alcoholics Anonymous satisfies the re- 


1 Paper presented before Mid-Continent Psy- 
chiatricAssociation, 1952, Kansas City, and the 
American Psychological "Association, 1952, Wash- 
ington, D. C. 
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published with the approval of the Chief Medical 
Director, The statements and conclusions published 
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quirements for such a working medium and 
would seem to provide the method of choice 
for the treatment of the alcoholic both in and 
out of the hospital. Yet in reviewing the 
literature such statements as these are found: 
“Efforts to establish a bona fide Alcoholics 
Anonymous group in the barracks setting, 
despite the desire of some of the barracks 
members, have met with little success, owing 
to the apathy of administrative channels 
from which the approval would have to come 
for the establishment of such a group” (12) ; 
“We hoped to have our men continue with 
A. A. but this failed” (4). 

In summarizing this literature it is found 
that the most successful regimes postulate 
intensive control in the posthospital period. 
In the Veterans Administration the maj ority 
of patient care is available only to service- 
connected cases, which unfortunately pre- 
cludes most alcoholics. 

Tt was with the above points in mind that 
a procedure had to be evolved that would 
give the patient some method of posthospital 


‘care. 


Both local and out-of-state A. A. members 
are free to visit the hospital group. One such 
out-of-stater, a traveling salesman, and to 
that date 18 months dry, related to the group 
that during his last hospitalization in a dis- 
tant city he had asked permission of the hos- 
pital personnel to call the local A. A. chapters 
for someone to visit him. Such a request was 
met with ridicule as well as refusal. In our 
planning for the rehabilitation of the alco- 
holic such a request is handled by a patient 
A. A. member rather than one from an in- 
town group. 

The acknowledgment that Alcoholics 
Anonymous has effectively handled the re- 
habilitation of the alcoholic needs no addi- 
tional verification. It is important to realize 
that this is accomplished on a 12-step pro- 
gram set up on a mental hygienic basis. 
‘After much consideration the Veterans Ad- 
ministration Hospital, North Little Rock, 
Arkansas, petitioned the National Alcoholics 
29 
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Anonymous Foundation in New York City 
for permission to establish a hospital group. 
The granting of such a request presented the 
hospital with the opportunity, or perhaps one 
should say the challenge, of integrating the 
alcoholic patient from his first day in the hos- 
pital into the A. A. program. It was recog- 
nized that A. A. must be developed early in 
the patient’s hospitalization as an unequivocal 
need. That such a need would have to be 
nurtured postulated a concentrated com- 
munity retraining period ° that would ensure 
the patient’s acceptance and continuation of 
A. A. principles upon being discharged from 
the hospital. i 

Now, following a year’s efforts there has 
been evolved one therapeutic approach for 
the treatment of the alcoholic. Its merit lies 
not in its uniqueness but rather in recogniz- 
ing that the responsibility of the hospital does 
not stop when the patient is discharged. It 
continues until civilian rehabilitation is 
assured, 

It is not our intention to present an in- 
fallible procedure, Our “failures” have not 
been buried but are, undoubtedly, uncork- 
ing liquid fantasies at this very moment. On 
the other hand, during a one-year period 190 
patients have been exposed, by their own 
desire, to this program. Of that number only 
19 have been readmitted as a result of exces- 
sive alcoholism. The status of veterans does 
not permit a follow-up study, which would 
probably reveal a few who have “slipped” and 
are in other hospitals or correctional institu- 
tions. (This does not sell short the value of 
the local A. A. chapter. In the over-all pro- 
gram the contributions of the local chapter 
may be evaluated positively since it is pro- 
jected that the patient’s need for A. A., as 
begun in the hospital, is accepted on a com- 
munity level and effectively handled at that 
level.) Letters, comments relayed to the 
hospital, and personal contacts from A. A, 
chapters throughout the area served by this 
hospital attest to the rehabilitation of these 
former patients. 

This therapeutic regime was accomplished 
not by fiat but by a progressive hospital ad- 
ministration that sponsored facilities for such 


2 Harold W. Sterling, M. D., Manager of the 
Veterans Administration Hospital, North Little 
Rock, Arkansas, The Community Plan. 
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a program. A special room was furnished 
with chrome lounge chairs, a desk, and ap 
propriate paintings, for the sole gathering of 
the A. A. group. But the keynote of this pro- 
gram is not the physical accoutrements but 
rather a patient-run A. A. group. i 

Upon being admitted to the hospital, the 
alcoholic patient, if accessible, is oriented to 
the routine of the hospital and is told of the 
hospital’s A, A. group. An invitation to 
participate in this program is extended, but 
it is also explained that participation is 
strictly voluntary. The severely physica 
debilitated individual is extended an invita- 
tion when his physical condition permits, 
The active members take it upon themselves 
to recruit new patients, and encourage hesi- 
tant patients (sometimes without respect te 
diagnosis). This has led to signs being 


follows, “A. A. Welcomes All Those with 
Alcoholic and Other Problems.” (A later 


affective disturbances other than alcoholism 
have been encouraged to attend by A. A. 
members. ) 

Six days a week at a designated time 
group meets for 14 hours, One night a week 
those who are interested are taken to various 
city A. A. groups where they meet, among 
others, former members of the hospital group 
now successfully employed and who are en- 
joying reasonable emotional security. At all 
daily and night meetings the senior author is 
present. ] 

The meetings follow the standard pro“ 
cedure of any A. A. group. The group elects 
a chairman and a secretary from its members. 
The chairman exercises the power of his 
office as though he were not a patient. It is 
interesting to note that on occasions the 
chairman has requested participating men 
bers to retire until such a time as they would 
be better able to work constructively in & 
group. On one occasion the group exercised 
its democratic prerogative by suggesting that 
the chairman retire until he was more emo- 
tionally able to hold the position. The secre- 
tary, contrary to the usual verbal Gregg 
abbreviations to which we are so well ac- 
customed, is asked to relate, with as much 
detail as possible, the previous day’s discus 
sion. q 
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There is more to it than just such an A. A. 


group. The presence of a dynamically ori- 
ented therapist introduces a type of group 
psychotherapy not possible in the average 
group. It is important to remember that each 
participating member is responsible for his 
past behavior and that the eventual under- 
standing of himself denies the necessity for 
furthering alcoholic experimental indulgences 
to attain the nirvana of irresponsibility. 
Rather than using the therapists’ words to 
describe what is being done, for such would 
be basically biased, let us turn to the minutes 
of several secretaries during this past year. 


As in all things, failures are inevitable. The 
lapses but stress the successes and the necessity to 
understand and thereby control ourselves. With 
these conclusions, the meeting considered marital 
relations with the particular case of belligerence 
toward the wife because of a feeling of insufficient 
demonstration of love from her—a condition rooted 
in a father-son relationship years previously. The 
denial of father’s love was expressed in an almost 
unwarranted aggression toward the wife. We don’t 
need to apologize; understanding is adequate re- 
pentance. Shame is but a reticence to face the facts. 

Apologies, it was found, are shields, social pro- 
tections, that mask the reasons behind impolite 
actions. They are in effect an excuse to hit someone 
without getting hit back. Accidents are akin to 
apologies—their high incidence rate among the 
same individuals, as evidenced by insurance com- 
pany records, supports a subconscious foundation in 
accidents, 

After the reading and approval of the minutes, 
discussions began with the analysis of specific in- 
cidents leadin& to emotional yariances in several of 
the members, Almost everyone thinks he is normal, 
yet his case is unique. We find common ground 
when this barrier is pierced, and we understand 
that although no cases are identical, we all have 
similar problems with the same alcoholic outlet. 
Events don’t happen; we make them happen. What 
we feel without senses is all of experience. Revenge 
was discussed as cutting someone else down to size 
and as retribution for a feeling of a former con- 
scious or subconscious hurt. 

When a difficult situation arises, our inability to 
face the problems gracefully indicates there is yet a 
lot about ourselves we do not understand. We may 
think we have arrived at peace with ourselves but 
an external pressure can remove the false shell of 
well-being and show us the doubts we have re- 
tained, Often we feel that we are angry at the medi- 
cal profession instead of assuming the healthier atti- 
tude of realizing that the doctor’s life is dedicated to 
our recovery, There is an emotional block in any 
reticence toward the doctor. 

The popular excuse of being chained by a rural 
environment was blasted as inadequate. An example 
was made of the very real yoke of being a Negro 
in the south, and the successes of Lincoln and 
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Christ. There is no longer a wall between city and 
country —the advantages are available to all. When 
we buy a “poor devil” with delirium tremens a 
drink, we feel we're making an investment in our 
own future failure. It’s a case of “Come coward, 
take a coward’s hand. Let’s walk that mile to- 
gether.” It’s merely vicarious self-pity. Here we 
return to the vital self-understanding. We're differ- 
ent because we react differently to like stimuli. The 
doctor can speculate but needs the patient’s assist- 
ance in verifying the emotional grounds for 
drinking. 

A husband, it was thought, could be jealous of his 
own children for coming between himself and his 
wife and also because the husband envied the chil- 
dren's position of dependency and love. Often this 
jealousy is exposed in an unwarranted irritation 
caused by the children’s activities. Time and finan- 
cial necessity limit our medical assistance but we 
can further our self-inventory after we leave the 
hospital. When we have gone home we can find 
someone to whom we have no blood or emotional 
relations with whom we may compare and discuss 
problems, thus gaining perspective in our insight. 

The subject of discussion today was to try to 
determine the reason for the action of the paying 
of a debt which never occurred and why the recip- 
ient never questioned it. 

The following answers were generally accepted 
as the most appropriate: 

1. We cannot correctly interpret another person’s 
reaction in aceepting and what disposal he made of 
the money. 

2. That the matter should not be dropped with 
the statement that it was due to confusion as there is 
always a reason for every action. 

3. The reason could be a test of honesty tried on 
the recipient or of appeasement by the giver. 

4. That the true cause may be an underlying one 
totally different from what appears on the surface. 

Discussion was opened by the reading of the 
tenth step of A.A. by one of the members, with his 
making an inyentory of himself to determine the 
reason for his hospitalization and drinking. Through 
this inventory and views of other members these 
conditions were found to exist: A personality ac- 
customed to taking his problems as a child to its 
mother, who receives him with warmth and under- 
standing, will in later years expect this same under- 
standing from his wife and when the individual does 
not receive this attention he is likely to use alcohol 
as a means to this end. The same is true of a per- 
son who has had very little affection or none at all 
as a child. He tends to seek this affection he would 
have liked to have had as a child, from his wife. If 
his wife doesn’t satisfy this desire for understanding 
and affection he will seek it elsewhere. 

From Saturday meeting further discussion was 
carried on by the group as to why we evade the 
direct answer to certain questions. It was brought 
out that our every thought comes from somewhere 
and we just don’t do things without thinking. In 
getting along with people the secret lies within our- 
selves. Whether our actions come from conscious 
or unconscious material within ourselves we are 


32 GROUP THERAPY AND ALCOHOLICS ANONYMOUS 


[July 


responsible. We confuse ourselves by repressing 
thoughts rather than bringing them out in the open. 
It was brought out that we are different every day 
because things and thoughts differ each day. 


| Although the superficial insight gained in 
the above psychotherapy is felt to be of defi- 
nite importance in patients’ improvement, it 
is also realized that the alcoholic patient’s 
great need to make an attachment to someone 
or some group must be met, One of the aims 
in the A, A. program in this regime is to 
transfer the patient’s attachment from the 
hospital group to local A. A. group. Oc- 
casionally this creates a problem when a pa- 
, tient becomes too closely attached to the 
hospital group and cannot accept severance 
.from it. This is seen when a discharged pa- 
tient becomes upset and asks the therapist 
to intercede with the admission officer when 
hospitalization is not indicated. This is met 
with realistic understanding and the patient 
is told that he must observe the regular chan- 
nel of admission. This often results in a 
“spree” followed by a reuniting with his local 
group and doing well. On this same basis, 
during hospitalization demands for unneeded 
sedation are met with kind and understanding 
refusal, This situation was discussed inten- 
sively by the group one morning as a result 
of a complaint by a new member that he was 
not receiving needed sedation. The group as 
a whole agreed that sedation following a 
spree was equivalent to taking another drink 
and prolonged the sobering-up period. They 
felt it was better to suffer a little more for a 
shorter period by not taking medication. It 
was the opinion of the group that the doctor 
should be the sole judge as to the need of 
sedation after a prolonged bout of drinking 
and that he should not be swayed by the 
pleadings and threats of the patient who by 
the nature of his illness will demand excess 
sedation. 

The personality of the therapist is impor- 
tant if this necessary attachment is made. No 
latent hostility toward alcoholism can exist 
in a therapist if he is to be successful ina 
program of this type. He must also be flex- 
ible enough to accept any hostility from the 
patients or any uncompromising colleagues, 
The limitation of the number of hours to be 
spent with the alcoholic patient is not con- 
ducive to a successful program. Emotional 


crisis may occur at any hour and the presence 
of the therapist at that time may make the 
difference between success and failure. 

This does not imply that the alcoholic pa- 
tient is deprived of the other services in the 
hospital. In reality Alcoholics Anonymous is 
but another adjunct to the over-all treatment 
program, which includes many activities such 
as corrective, educational, occupational, and 
physiotherapies as well as individual psy- 
chotherapy as indicated. 

In summary, this procedure is not offered 
as a “cure” but rather as one hospital’s ap- 
proach to the perplexing as well as persistent 
alcoholic dilemma. It is further realized that 
the need to continue with Alcoholics Anony- 
mous following discharge from the hospital 
is of paramount importance. This assistance 
is amply offered through local A. A. chapters 
where examples of rehabilitation are con- 
tinuously available to the recently hospital- 
ized alcoholic patient. 
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CARDIAC EPILEPSY SIMULATING THE ANGINAL SYNDROME 
EDWARD R. JANJIGIAN, M.D., Kıncston, Pa. 


A case of apparent cardiac epilepsy is re- 
ported, demonstrating all the cardinal char- 
acteristics of clinical anginal syndrome, 


CASE 


A 39-year-old well-developed, well-nourished 
white male consulted a cardiologist because of re- 
current attacks of substernal pain precipitated by 
effort, excitement, heavy meals, of 4 months’ dura- 
tion. The pains occurred usually 2 or 3 times a 
week, approximately an hour after the evening meal, 
lasting 20 to 30 minutes, The onset was sudden and 
paroxysmal with marked cardiac distress, accom- 
panied by morbid fear of death. The pains usually 
radiated to the left shoulder, arm, and fingers and 
did not respond to the usual vasodilators. 

Careful studies by the cardiologist, including an 
electrocardiograph (Fig. 1), revealed no abnor- 
malities. Blood count, urinalysis, blood Wasser- 
mann, blood chemistry were all within normal limits. 
Because of the consultant's suspicion that the basic 
trouble might be psychoneurotic, he was referred to 
the neuropsychiatrist for an opinion. 

Careful studies revealed no neuropathic traits. 
The family history and past history were essen- 
tially normal. The patient apparently had been in 
good health until onset of present symptoms. Pre- 
ceding each attack a peculiar feeling of nausea oc- 
curred, lasting a second or two before the sudden 
paroxysmal substernal pain; when the distress sub- 
sided, patient felt completely exhausted for about 2 
hours. Because of history of aura, the episodic 
irregular character of the attacks, the sudden onset 
of paroxysmal pain, the cardiac distress, and the 
exhaustion following the attack, it was assumed that 
possibly a cerebral dysrhythmia existed, Using a 

-~ 4-channel electroencephalograph, both monopolar 
and bipolar readings were taken. The EEG revealed 
high voltage, slow abnormal activity in both cere- 
bral hemispheres (Fig. 2). This pattern was mark- 
edly built up after 2 minutes of hyperventilation 
(Fig. 3) and was characterized by showers of high 
voltage, fast activity in all leads. Because of a 
suspicion that the attacks might be epileptic, the 
patient was put on a trial of dilantin sodium, grains 
14, three times a day. For the next 2 weeks he had 
no recurrence of the attacks, The EEG was re- 
peated at the end of this period (Fig. 4) ; the Pattern 
was normal throughout. At the end of the third 
week the dilantin was discontinued, and the EEG 
repeated 48 hours later (Fig. 5). Again the record 
became abnormal. Three days later when the pa- 
tient was placed on anticonvulsive medication, the 
EEG returned to normal (Fig. 6). 


Discussion 


Recently, Segal and Blair reported EEG 
findings in 104 cases manifesting gastroin- 
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testinal symptoms with no evidence of le- 
sions. Approximately 70% of the EEG stud- 
ies were found to be dysrhythmic. Dramatic 
improvement occurred in all cases after in- 
stitution of anticonvulsive medication. 

Moore has demonstrated the existence of 
abdominal epilepsy as an entity. Although 
this syndrome he considered not uniform, he 
believed that it had as its nucleus paroxysmal 
abdominal pain preceded by an aura of 
nausea, vomiting, diarrhea, pallor and sweat- 
ing, and palpitation without loss of conscious- 
ness. He gives 4 criteria for the diagnosis of 
abdominal epilepsy: (1) periodicity of ir- 
regular episodes, (2) sudden onset of pain, 
(3) paroxysmal nature of the pain, and 
(4) abdominal distress and positive EEG 
findings. The case discussed above falls 
within this category. 

It is assumed that the mechanism in the 
production of cardiac epilepsy may have the 
same basis as that of abdominal epilepsy. 


SUMMARY 


A case of apparent cardiac epilepsy is pre- 
sented with electrocardiographic and electro- 
encephalographic interpretations. 

It is hoped that further studies may be 
carried out in order to demonstrate con- 
clusively the existence of cardiac epilepsy as 
an entity. 
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Fic. 1.—Initial electrocardiagraph. 
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Fic. 2—Initial electroencephalograph. 
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Fic. 3—The EEG after two minutes of hyperventilat: 
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Fic. 4.—The EEG two weeks after dilantin therapy. 
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Fic. 5—The EEG 48 hours after discontinuance f anticonvulsant drug. 


1953] 


EDWARD R. JANJIGIAN 


39 


Fic. 6—The EEG three days after resumption of dilantin. 
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A COMPARATIVE STUDY OF THE AMNESTIC SYNDROME 
IN VARIOUS ORGANIC CONDITIONS: 


V. A. KRAL, M.D, anv H. B. DUROST, M. D., MONTREAL, QUE. 


The following preliminary study was 
undertaken with the object of investigating 
the individual characteristics and similarities 
of the amnestic syndrome found in patients 
following bilateral prefrontal lobotomy and 
electroshock therapy, and in those suffering 
from senile and alcoholic Korsakow psycho- 
ses. 

We are using the general term amnestic 
syndrome to indicate that the individual com- 
ponents constituting such syndromes, like 
retro- and anterograde amnesia, retention de- 
fects for recent and remote memories, im- 
pairment of immediate recall, disorientation, 
and confabulations, may be present to a dif- 
ferent degree in the various clinical entities 
and in individual patients. 

Four groups were selected for our study. 
The first group comprises I0 cases of senile 
dementia (average age 78), the second, 10 
cases of alcoholic Korsakow (average age 
51.5), both presenting the amnestic syndrome 
typically found in these diseases. The third 
group includes 10 cases of functional psy- 
choses—schizophrenia or manic-depressive 
psychosis (average age 39.9) treated with 
electroshacks. These patients were examined 
before treatment and then at regular intervals 
during treatment. The fourth group is made 
up of 8 cases of functional psychoses in whom 
bilateral prefrontal lobotomies were per- 
formed (average age 32.4). Five of these 
cases were examined repeatedly during the 
first 10 days after operation and at longer 1m- 
tervals after that time. The 3 remaining lo- 
botomy cases were studied at intervals rang- 
ing from 1-2 years after operation. A group 
of 10 control cases of normal hospital per- 
sonnel (average age 29.2) was included and 
examined repeatedly to get a base line for 
quantitative comparison with the other 
groups and to study the practice effect of our 
tests. 


1From the Verdun Protestant Hospital, Mont- 
real, Canada. 

Read at the Regional Research Conference of The 
American Psychiatric Association, Montreal, No- 
vember 21-22, 1952. 


METHOD 


The methods used were clinical observa- 
tion, a modified Wechsler Memory Scale(1), 
and Meyrat’s test of partial memories (2). 
Regarding Wechsler’s scale the following 
subtests were used: (1) orientation, (2) 
personal and current information, (3) im- 
mediate recall of logical material, (4) digits 
forwards, (5) digits backwards. Some of his 
subtests were omitted in order to avoid a tir- 
ing effect, since 3 additional tests were added: 
tests of recent and remote memory and the 
presentation of 5 objects to be recalled after 
asking an unrelated question. 

Meyrat’s test is based on the author’s as- 
sumption that mnestic functions are part of 
the functions that they sustain and that there- 
fore amnestic disorders are but a combination 
of disturbances of partial memories. Al- 
though we do not want to discuss Meyrat’s . 
hypothesis at this point, we found his method 
useful for our study. 

The patient is asked to recall and repro- 
duce either verbally or in action the stimulus 
given, at intervals increasing from 10 seconds 
to 2 minutes, up to a total period of 5 minutes. 
Eight such stimuli were used. These were: 
a meaningless syllable, a meaningful word, an 
action to be reproduced verbally, an action to 
be reproduced by the same action, a certain 
location in space, a written word, a painful 
sensation, and a stereognostic experience. 


RESULTS 


We shall report first on the findings with 
the different groups of subjects. 

Regarding the control group no signs 
of memory impairment were evident either 
on clinical examination or with our tests. 
It should be mentioned, however, that on 
Wechsler’s test for immediate recall of logi- 
cal material only 1 member of the control 
group was able to achieve a full score and 
even that only after some practice effect had 
taken place. The other control subjects had 
lower scores on this particular test, but these 
differences were statistically not significant. 
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Our senile group showed clinically all the 
essential features of a senile amnestic syn- 
drome, although it was present to a varying 
degree in the different patients. There was 
disorientation, loss of memory for recent and 
remote events, and severe impairment of im- 
mediate recall. Confabulations were present 
in some but not in all members of this group. 

In the psychological tests our senile pa- 
tients taken as a group had scores that were 
without exception very significantly lower 
than those of the controls. This applies not 
only to the subtests of Wechsler’s memory 
scale but also to Meyrat’s partial memory 
test. In fact it should be mentioned that the 
seniles were the only group that had a signifi- 
cantly lower score in the latter test. All the 
other groups had scores either the same as or 
not significantly lower than the controls. 

Another interesting feature of the results 
from the Meyrat test is that there was no 
uniformity between its different subtests. A 
patient, for instance, would reach a full score 
on repeated verbal memory as measured with 
this test, but a score of zero for recall of a 
written work, and vice versa. There was fur- 
thermore no patient in this group who could 
not recall at least once, that is after 10 sec- 
onds, a painful stimulus and even locate it, 
and some of our senile patients achieved a 
full score on the pain subtest. No practice 
effect was recognizable with these different 
subtests, although they were repeated after 
short intervals. We feel, therefore, that 
Meyrat’s test occupies a special place among 
the memory tests at least as far as our senile 
patients are concerned. 

Our alcoholic Korsakow group demon- 
strated the well-known clinical characteristics 
of this syndrome. There was disorientation 
in all 3 fields, defect of recent and remote 
memory, severe impairment of immediate re- 
‘call. Some patients showed confabulation. 
As far as the clinical aspect of the amnestic 
syndrome per se is concerned there are there- 

fore no essential differences between the 
senile group and the alcoholic Korsakow 
group. Accordingly we found no essential 
differences between these 2 groups in our 
psychological tests, apart from the fact that 
the Korsakow group made somewhat higher 
scores. The only remarkable exception was 
Meyrat’s partial memory test. There the 
Korsakow group achieved a score considera- 


bly higher than the seniles, a difference that 
proved statistically very significant. In con- 
formity with this finding there was no signifi- 
cant difference between the Korsakow’s and 
the controls. In the Korsakow group there 
was furthermore no lack of uniformity be- 
tween the subgroups of Meyrat’s test, as was 
seen in the senile group. 

Considerable literature has accumulated re- 
garding the memory impairment after elec- 
troshock treatment. This has been exten- 
sively reviewed by Kalinowsky and Hoch(3) 
in the 1952 edition of their book on shock 
treatment and psychosurgery. These authors 
point out that the psychic changes that occur 
after a series of electroshock treatments have 
to be differentiated from those occurring 
after a single shock, In the latter respect 
they state that the behaviour of different pa- 
tients after a single electric shock may vary 
but remains fairly constant during the treat- 
ment, as far as the individual patient is con- 
cerned. They stress the disorientation in 
time, the loss of familiarity of perceptions, 
and they agree with most of the authors that 
the retrograde amnesia found in some pa- 
tients usually shrinks. After several shocks 
“organic psychotic reactions” may develop. 
The most constant sign of this is impairment 
of memory. There is so far no proof that 
these reactions are permanent. As far as 
Bodamer’s(4) “retropsychotic amnesia” is 
concerned, that is, the amnesia thatoccurs in 
some patients for the whole psychosis for 
which they have been treated by means of 
electroshock, Kalinowsky and Hoch state that 
there is no uniformity in the findings and no 
valid conclusions can be drawn as to its na- 
ture and origin. 

Two other important papers should be 
mentioned here. Hafner(5) in 1951 reported 
from the clinical point of view on the ex- 
perience of the psychiatric clinic in Munich. 
He states that the organic shock syndrome 
occurs only after repeated electroshocks and 
particularly after the so-called block treat- 
ment widely used in Germany. An amnestic 
syndrome—with disorientation, antero- and 
retrograde amnesia, impairment of recall— 
forms the core of the organic shock syn- 
drome, but it is accompanied by clouded con- 
sciousness, apathy, impairment of thinking, 
and perplexity or anxiety. It is only after 
several days that these features disappear and 
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the amnestic syndrome becomes plainly rec- 
ognizable. Häfner states that severe amnestic 
disorders may remain present for long pe- 
riods particularly after block treatment, and 
in elderly people. He recognizes the occur- 
rence of retropsychotic amnesia, agrees with 
its good prognostic significance but denies, in 


contrast to Bodamer, its organic origin. 


Hetherington(6) tried to measure the psy- 
chological changes due to electroshock treat- 
ment by a battery of tests given repeatedly to 
10 patients before, during, and after treat- 
ment and to an equal number of normal con- 
trols at weekly intervals. As far as memory 
functions are concerned, Hetherington could 
confirm the findings of previous authors that 
electroshock treatment impairs both recogni- 
tion and recall of material assimilated before. 
Recall was affected more than recognition. 
He brings forward evidence that it is assimi- 
lation rather than retention as such that is af- 
fected by the treatment. 

Our own clinical observations showed the 
following: Our patients had a brief retro- 
and anterograde amnesia for the individual 
shock. The retrograde part covered a period 
immediately before the shock that varied with 
the individual patient. In some this extended 
from the time they were put to bed or re- 
ceived the injection of curare. Others re- 
membered events up to the point where the 
electrodes were applied. The anterograde 
part covered the seizure itself and a short 
period afterward during which patients were 
confused and disoriented. We also can con- 
firm Kalinowsky’s and Hoch’s statement that 
the behavior of the individual patient was al- 
ways the same after the individual shocks. A 
severe organic shock reaction was not ob- 
served among the patients referred to. This 
difference is probably due to the fact that no 
block treatment was applied in our material.* 
We observed in one case a retropsychotic 
arhnesia in the sense of Bodamer. On ques- 
tioning this patient, we found that he had 
completely forgotten about his psychosis, the 
suicidal attempt that brought him into the 
hospital, and even about the marital conflict 


2 Our method involved the use of one ECT given 
on alternate days. The average amperage used was 
600 ma’s and this was applied for 0.5 seconds in 
practically all cases. Fifty to sixty units of d-tubo- 
curarine were injected intravenously 2 to 3 minutes 
before the treatment was given. 


that had precipitated his breakdown. How- 
ever, in contrast to Bodamer we may state 
that this retropsychotic amnesia had all the 
features of a psychogenic amnesia. 

Regarding the psychological tests: before 
treatment was started our ECT cases showed 
test scores identical with, or not significantly 
lower than, the controls. After treatment was 
started a steady loss in scores occurred in the 
tests for orientation, recent memory, and im- 
mediate recall. (Remote memory was less 
involved.) This loss continued up to the 
sixth shock. After the sixth shock the scores 
either remained constant or there was even a 
rise. This fairly regular trend did not apply 
to 2 of our tests. Our ECT patients had, 
before treatment started, a significantly lower 
score for recall of logical material. This was 
probably due to their psychotic preoccupation. 
During treatment the score on this test went 
up until it reached a certain peak although it 
still remained significantly lower than the 
test scores of the controls. This peak was 
usually reached between the third and the 
sixth shock. It was furthermore interesting 
that no practice effect took place after that 
time, while such an effect was clearly visible 
with our control patients who had not 
reached a full score on this test in their early 
trials. 

The other exception from the usual trend 
was the partial memory test of Meyrat. Our 
ECT patients had normal test scores before 
treatment started and these remained un- 
changed during the whole observation period. 

Summing up our experiences with electro- 
shock therapy as applied at our hospital, we 
may state that we did not observe the severe 
organic shock reactions described by German 
authors. The memory impairment that we 
could observe in our patients was quantita- 
tively considerably less pronounced than that 
seen in the amnestic syndromes of senile and 
alcoholic patients and it was found to be re- 
versible. |? pap a8 

The psychological changes after bilateral 
prefrontal lobotomy have been studied exten- 
sively by many authors. Freeman and Watts 
(7) point out that their patients, for several 
days after lobotomy, showed a confusional 
state with disorientation in all spheres par- 
ticularly in time, confabulation, and denial of 
the operation. There was accompanying al- 
ternating restlessness and inertia. They at- 
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tribute this syndrome to posoperative diaschi- 
sis. Only after this immediate postoperative 
picture cleared did a period of frontal lobe 
deficit become observable. During this latter 
period their patients showed mainly lack of 
initiative and concern, whereas intelligence 
was satisfactorily preserved. While there 
was, not infrequently, postoperative amnesia, 
they found that memory function as such did 
not seem to be gravely affected. 

Malmo(8), on the basis of his animal ex- 
periments, where the frontal association areas 
were removed bilaterally in a group of mon- 
keys, found that these animals had a de- 
creased capacity to remember because they 
were more susceptible to retroactive inhibi- 
tion. In dealing with human subjects after 
bilateral frontal gyrectomy and bilateral 
frontal lobotomy, Malmo(9) came to the 
conclusion that there was a slight drop in gen- 
eral intelligence and a tendency to greater 

. concreteness of definition, both not related to 
the extent and location of the removal of 
brain tissue, but explainable by a reduction of 
the patient’s ability to maintain a set in the 
face of interference. ' 

The most recent contribution to the prob- 
lem in question was made by Klein(1o) in 
his investigation of the immediate effects of 
leucotomy on cerebral function of patients at 
the Crichton Royal Hospital. He distin- 
guished 2 groups of symptoms in the post- 
operative period, those that may be present 
and those invariably present. Among the lat- 
ter he mentions the amnestic syndrome, dis- 
order in time, discontinuity of the preopera- 
tive ideation, and lack of curiosity. The am- 
nestic syndrome itself consists of a retention 
defect characterized by susceptibility to dis- 
tracting stimuli, and a, very short span of 
memory. There is furthermore antero- and 
retrograde amnesia that is independent of the 
lowering of the general intellectual function. 

Our clinical findings with the lobotomy pa- 
tients were the following. In the postopera- 
tive period there was always an amnesia with 
a retro- and anterograde component. The 
retrograde amnesia varied in our patients 
from a few hours to 1-2 days, Although it 
was difficult with our psychotic patients to 
define a sharp limit to the retrograde amnesia, 
it was possible to establish its duration at 
least up to a certain point. Shortly before the 

operation it was carefully established that the 
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patient was aware of the fact that his head 
-had been shaved 24 hours prior to operation, 
In the immediate postoperative period both 
the interview and the fact that the patient’s 
head had been shaved were forgotten. Some 
of the facts covered by the retrograde am- 
nesia later on became available to the patient, 
probably on the basis of clues. The antero- 
grade amnesia covered not only the period of + 
anaesthesia and unconsciousness following 
the operation but a period lasting from sev- 
eral hours to one day. Events during this pe- 
riod remained totally unavailable to the pa- 
tients. In the first postoperative days the 
patients showed disorientation in all 3 fields, 
but particularly in time, and a considerable 
impairment of immediate memory. Confabu- 
lations were noticeable, particularly regard- 
ing the patient’s explanation for the presence 
of dressings on the head. A constant finding 
was the patient’s denial of the operation, even 
after being told of it. There are several pos- 
sible reasons for this. First is the fact that 
the operation itself was included in the period 
of total amnesia. Then there would be the 
marked impairment of recent memory, which 
would cause the patient to forget the fact of 
having been told that an operation had been 
performed. It should be noted, however, that 
other material was not as easily forgotten. 
This tends to indicate that a psychodynamic 
factor may be involved. į 
Turning now to our test results obtained 
during the first 10 days after operation, we 
find lower scores in all subtests of the modi- 
fied Wechsler memory scale. The least af- 
fected were the digit spans. The miost af- 
fected was the recall of logical material. No 
significant lowering of the scores was ob- 
tained with Meyrat’s partial memory test. 
However, there were 2 patients who had a 
lower score with this particular test, both of 
them in the verbal repetition of an action and 
one also in the verbal repetition of a written 
word, The results indicated that no practice 
effect occurred with the repeated recall of the 
stimuli in these 2 patients. It should be noted 
that there was no diminution of recall of 
painful stimuli, although lobotomies have 
been effectively applied in the treatment of 
intractable pain, 
The findings in our lobotomy cases after 
the postoperative period had passed showed a 
general increase in score, both in the total and 
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in the individual subtests. However, our find- 
ings indicated a persistent defect of recent 
memory, even in cases where testing was 
done as long as 24 years following operation. 


DISCUSSION 


Comparing the 4 amnestic syndromes in- 
vestigated, we find in 2 of them, in the seniles 
and the alcoholic Korsakow psychoses, im- 
pairment of remote memory more pro- 
nounced in the senile group, but we did not 
find in these 2 groups the circumscribed gaps 
of memory, clinically called amnesia s.str. On 
the other hand, in the 2 groups, the lobotomy 
and the electroshock patients, there was am- 
nesia, retro- and anterograde, but there was 
no gross impairment of remote memories ; if 
there was such a defect it could be detected 
only with finer tests. 

All 4 groups presented considerable im- 
pairment of recent memory and immediate 
recall both clinically and with psychological 
tests. This formed a striking feature of the 
psychopathological picture in all 4 conditions. 
If one takes into consideration that impair- 
ment of recent memory and immediate recall 
is also found in a number of other organic 
conditions not referred to here, like brain in- 
jury, strangulation, carbon monoxide poison- 
ing, G.P.I., and Alzheimer’s disease, one ar- 
rives at the conclusion that this type of mem- 
ory impairment is the most common one as 
far as organic brain diseases are concerned. 
Tn other words, that phase of the process of 
remembering that functions in the recording 
and assimilation of new experiences and its 
underlying mechanism seems to be the most 
vulnerable. : 

From the psychopathological point of view 
our understanding of this interesting fact is 
greatly helped by Cameron’s(11) concept of 
memory as reactivity. If we regard recording 
as part of the primary reaction of the organ- 
ism to an incident, then it would appear that 


all the factors that modify such a reaction , 


would influence recording. 

In the case of organic brain damage, many 
factors may modify the primary reaction. Lo- 
cation of the lesion or process, however, 
seems to be an important factor. ee 

Knowledge is accumulating that there is in 
the brain a system, the function of which 
seems to be connected with recording. Pen- 


field(12) in stimulating the temporal cortex 
was able to evoke in his patients recollections 
of previous experiences, which by their vivid- 
ness resembled present experiences. In dis-, 
cussing the stimulation effects on the tempo- 
ral lobes, Penfield arrives at the assumption 
that an integrating system, located in the 
higher brain stem and connected with both 
hemispheres, a centrencephalic system, is in- 
volved in the mechanism of recording. Only 
from here could the recording nerve impulses 
be projected to the temporal cortex of each 
side. The functional importance of such a 
system in the brain stem for cortical activity 
becomes clear from the work of Jasper (13), 
and of Magoun(14), and their co-workers. 

Neuropathological observations are on rec- 
ord that seem to have considerable bearing on 
the problem’ in question. Gamper(15) in- 
vestigated the brains of younger patients who 
had suffered from alcoholic Korsakow for 
only a short period of a few months. He 
found pathological changes qualitatively iden- 
tical with those found in Wernicke’s disease 
in a region extending bilaterally from the 
dorsal vagal nucleus cephalad to the medial 
part of the medial thalamic nucleus. The 
changes were most marked in the mammillary 
bodies, the posterior colliculi, and the central 
gray matter around the aqueduct. The cortex. 
on the other hand, was remarkably free from 
pathological changes. Gamper’s observation 
was later confirmed by several authors (Neu- 
burger(16), Kérnyey(17), Almeida Dias 
(18) and others). Although the pathological 
changes reported by these authors ‘varied 
qualitatively according to the underlying 
cause, they were located in the same region: 
the hypothalamus, mammillary bodies, and 
their neighbourhood. The latest contribution 
in this respect is the report in 1950 
by Brouwer (19), who observed inflammatory 
changes confined solely to the hypothalamus 
and the mammillary bodies and accompanied 
by Korsakow’s psychosis. Another observa- 
tion made in 1951 by Conrad and Ule(20) 
concerns a case of necrotizing encephalitis in- 
volving bilaterally the hippocampal region 
with demyelinization of both fornices and 
transneural atrophy of the mammillary 
bodies. This case also was mentally charac- 
terized by Korsakow’s syndrome. It is in- 
teresting to note that French, Amerongen, 
and Magoun(21) reported just recently on.an 
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activating system in the brain stem of mon- 
keys occupying essentially the same region in 
which Gamper has found the pathological 
changes in alcoholic Korsakows—the mid- 
brain, tegmentum, the subthalamus, hypo- 
thalamus, and the medial portion of the thala- 
mus. 

In the light of these observations it be- 
comes understandable that impairment of im- 
mediate memory may ensue in temporal and 
causal consequence of lesions that in their 
acute impact on such a system produce un- 
consciousness with antero- and retrograde 
amnesia, With subacute and chronic lesions 
and processes such an impairment of immedi- 
ate memory may develop without being pre- 
ceded by a phase of unconsciousness with 
circumscribed amnesia, It will be interesting 
to see whether processes involving both tem- 
poral lobes like Pick’s disease and Lissauer’s 
form of G.P.I. are accompanied by the same 
type of memory defect. It is even possible 
that processes with so-called diffuse involve- 
ment of the brain like senile dementia, Alz- 
heimer’s disease, and G.P.I. owe their defect 
in immediate memory to the involvement of 
the recording system in question. Detailed 
histological studies of the region involved 

will be necessary in these conditions. 

However, one has to keep in mind that im- 
pairment of immediate memory also may be 
produced more indirectly by lesions with 
other locations that lead to a reduction in the 
patient’s ability to maintain a set in the face 
of interference, as proposed by Malmo. Such 
could be the case with the impairment of im- 
mediate memory that we found in our lo- 
botomy cases after the first postoperative 
days had passed. 

Another interesting fact that emerges from 
our investigations is the results obtained with 
Meyrat’s test for partial memories. We have 
seen that there was only one group that 
showed significant impairment in the latter 
test, as compared with the controls, this being 
the group of seniles, In all other groups this 
test was not significantly altered, although all 
our patients showed significant impairment of 
immediate memory. Other interesting facts 
concerning this test were that no practice ef- 
fect took place and that the results obtained 

with its different subtests were completely in- 
dependent of each other so that, for instance, 
a senile patient who could recall a word that 


he had heard was not able to recall a word 
that he had read, and vice versa. 

It would be too easy an explanation to say 
that the impairment of partial memories as 
reflected in Meyrat’s test is due to the ad- 
vanced age of senile patients. Such an ex- 
planation seems only to pose the problem in 
other words, for how does age influence 
memory? Certainly it must be via the brain 
and its functional mechanisms. It seems that 
in certain conditioris like senile dementia and 
Alzheimer’s disease there exists, in addition 
to the impairment of memory involving the 
person as an integrated whole, another kind 
of memory impairment connected with spe- 
cial functions. Such a concept has been re- 
peatedly evolved in connection with observa- 
tions on aphasia, apraxia, and similar 
conditions, It is usually believed that this type 
of memory impairment for special functions 
concerns mostly the phases of retention and 
reactivation. Our investigation shows that it 
may be operative already in the primary re- 
action, in recording. However, we cannot 
agree with Meyrat’s assumption that the am- 
nestic syndrome as found in senile patients 
is nothing more than the sum total of the de- 
fects in partial memories. Rather it forms 
only a part of the whole picture of the senile 
amnestic syndrome. 


SUMMARY 


1. The amnestic syndromes as occurring in 
senile psychosis, alcoholic Korsakow, after 
electroshock treatment, and after bilateral 
prefrontal lobotomy are compared both clini- 
cally and by means of psychological tests. 

2. Impairment of recent memory and im- 
mediate recall has been found as the type of 
memory impairment common to the 4 am- 
nestic syndromes investigated. 

3. The theoretical implications of these 
findings are discussed. 

4. Impairment of partial memories as 
tested with Meyrat’s method has been found 
only in senile psychosis. 
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AN OUTLINE AND BIBLIOGRAPHY FOR A SEMINAR IN CLINICAL 
PSYCHOLOGY FOR RESIDENT PHYSICIANS IN PSYCHIATRY: 


MARGARET MERCER, Pu. D., WasHincton, D.C., anD A. O, HECKER, M. D., Coatesvitie, Pa. 


The resident training program in psychi- 
atry at the Veterans Administration Hos- 
pital, Coatesville, Pennsylvania, follows a 
definite curriculum. As originally planned, 
provision was made for instruction of resi- 
dents in various aspects of clinical psy- 
chology during their first year of residency. 


The data here presented reflect experience, 


with a clinical psychology seminar for the 
past'5 years and consist of the outline of the 
material covered and the bibliography used 
to support and augment the outline. 

To a great extent the course has been the 
outgrowth of the suggestions of the partici- 
pating resident and staff physicians. It has 
been given in weekly sessions following a 
brief intensive orientation period designed 
to help the residents begin to make effective 
use of psychological reports. Throughout 
the year case material is used in seminars 
and conferences, 

Order of topics and degree of emphasis 
have varied to some extent depending on 
the interests and previous experience of the 
groups. This principle of presentation often 
sacrifices logical order to more complete com- 
prehension. For instance, it was found that 
the nature-nurture controversy became more 
meaningful if it followed the unit on intel- 
ligence tests, though logically it might be 
better considered under the nature of intel- 
ligence, Similarly, a consideration of the 
historical development of clinical psychology 
might logically have opened the series but in 
practice it was more satisfactory to present it 
as a summarizing unit. There is, of course, 
much overlap in some of these topics, but 
this adds emphasis and makes possible pres- 
entation of the same material from various 
points of view. 


1From the Veterans Administration Hospital, 
Coatesville, Pa. 
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PART I. OUTLINE 
INTELLECTUAL FUNCTIONING 


I, The nature of intelligence 
A. The concept of intelligence as a poten- 
tiality unfolding in the process of ma- 
turation (61) 
1. Relation to the total process of ego 
development 

a. Concept formation and its role 
in forming the individual’s 
private world and his patterns 

of reaction(18, 61, 69) 

. Theories of Spearman, Thorndyke, and 
Thurstone(75, 84, 85) 

. Cognitive and conative factors (88) 

. Statistical distribution(83, 86, 80) 

. The relationship between general intel- 
ligence and special aptitude and interest 
patterns 
II. Problems in judging intelligence 

A. Factors that lead to underestimation of 
intelligence 
1. Confusion of mental deficiency with 
some types of mental illness or 
with personality patterns predis- 
posing an individual to mental ill- 
ness (38, 62) 
2. Reading and speech difficulties (56) 
3. Congenital deafness (65) 
4. Brain injury (77) 
B. Factors that lead to overestimation of 
intelligence 
1. Intellectualizing as a defense mech- 
anism(45, A Case of Chronic 
Anxiety; 61) 
2. The drive to live beyond one’s in- 
tellectual means (47) 
C. The need for objective standards of 
judgment 

III. Intelligence tests 

A. The construction of intelligence tests, 
problems of reliability and validity (80, 
83, 89) 

B. Uses and limitation of group intelli- 
gence tests 

C. Demonstration and discussion of indi- 
vidual scales 

1. Wechsler 
2. Stanford-Binet 
3. Gesell or Cattell Scales for infants 
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IV. 


VI. 


VII. 


VIII 
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D. Demonstration and discussion of tests 
of concept formation 
1. Color Form Sorting Test (25) 
2. Vigotsky Sorting Test(6r1) 
3. Hanfmann Kasanin Test (27, 61) 
E. Screening tests. for mental deficiency 
that the psychiatrist can use 
The nature-nurture controversy 
A. Heredity and environment (9r) 
1. The Kallikaks(21, 22) 
2. The Iowa studies (73, 74, 76) 
3. Schmidt’s studies(39, 67, 68) 
4. Kallmann’s studies on the genetics 
of schizophrenia (31, 34, 36, 57) 
B. Effects of early emotional deprivation 
on children 
1. The Goldfarb studies (23, 24) 


. Superior intelligence 


A. Review of Hollingworth and Terman’s 
studies (30, 81, 82) 

Social and emotional problems related to 
mental deficiency 

A. Criteria of mental deficiency (14) 

B. Levels of feeblemindedness(64, 86) 

C. What social and vocational adjustment 
can be expected from the high-grade 
defectives (1, 90) 

D. Psychotherapy with mental defec- 
tives (64) 

Effects on memory, judgment, concept for- 
mation, and visual motor functioning of 

A, Anxiety 

B. Elation 

C. Depression 

D. Schizophrenia 

E. Organic damage to the central nervous 
system 

(These discussions are illustrated by test ma- 
terial produced by patients known to the 
group.e Sufficient demonstration material is 
presented to give an idea of the wide range 
of differences in response within diagnostic 
categories) 

Changes in intellectual functioning following 
various types of treatments (20, 26, 33, 37, 49, 
45, 46, 50) 


PERSONALITY STRUCTURE 


. The projective hypothesis (19, 61) 
. Processes by which the individual structures 


his world 
A. Association (61) 
B. Perception and apperception 

I. Perceptual development demon- 
strated by the Rorschach records 
of children at various age levels(2, 
and selected records) 

2. Perceptual organization and the 
associative processes (61) 

3. The role of apperception in TAT 
responses; demonstration of se- 
lected records 

C. Concept formation 

I. Discussion of the concept of the 

body image as developed by Schil- 


der(66) supplemented by illustra- 
tions of the Draw-a-Person test 
(43) including productions of chil- 
dren of various age levels 
D. Fantasy thinking 
E. Introjection and projection(17) 
III. Projective tests 
A. Historical development 
B. Clinical validation, problems of validity 
and reliability 
IV. The personality as reflected in projective tests 
A. The Rorschach test, hypotheses con- 
cerning the various determinants and 
the relationships between them(4, 61, 
63) 
B. The TAT, the needs-press hypothesis 
(54) 
` C. The Szondi test and Szondi’s theories 
of personality (3, 11) 
V. Projective test protocols produced by 2 
tients who are 
. Anxious 
B. Elated 
C. Depressed 
D. Schizophrenic 
E. Suffering from various types of organic 
disorders of the central nervous system 
(These discussions are illustrated by 
test material produced by patients who 
are known to the group. Sufficient 
demonstration material is presented to 
give an idea of the wide range of dif- 
ferences in response with diagnostic 
categories) 
VI. Changes in projective test results following 
various types of treatment(9, 26, 40, 45, 49, 
60) 


EXPERIMENTAL PSYCHOLOGY AND PERSONALITY 
Dynamics 


I. The conditioned response in personality de- 
velopment (42, 44, 50, 87) 
II. Experimental analysis 
phenomena(16, 70, 71) 
III. A stimulus response analysis of antiety (32) 
IV. Learning theory and psychotherapy(15, 51) 


> 
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HISTORICAL BACKGROUND OF CLINICAL 
PsycHOLOGY 


I. Wundt and his laboratory at Leipzig (6, 29, 
53) 

Tl. Edward Bradford Titchener (1867-1927). 
Psychology as pure science(5, 6, 29) 

III. William James (1842-1910). “He believed 
in the laboratory but he did not like it.” 
Psychology as a natural science (6, 29, 58) 

IV. G. Stanley Hall (1894-1924). Pioneer in — 
child study, education, and geriatrics. The 
introduction of Freud to America(6, 29, 53) 

V. John Dewey and his effect upon intellectual 
America. The progressive education move- 
ment (10, 12, 13, 28, 79) 

VI. Gestalt psychology and behaviorism(29) 
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VII. Reactions of psychologists and psychiatrists 
to psychoanalysis(7, 32, 41, 55, 72, 78) 
VIII. The first psychological clinic, 1896(8) 
IX. Subsequent development of clinical psy- 
chology (48) 
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` MENTAL HEALTH AMONG THE SLAVE POPULATION ON 
SOUTHERN PLANTATIONS 
WILLIAM DOSITE POSTELL,t New Onteans, La. 


The status of the mental health of slaves 
on southern plantations was a controversial 
subject during the ante-bellum period. It was 
during this period that some beginning was 
made in the United States in the moral and 
humanitarian treatment of the insane as con- 
trasted to the then current physical and le- 
galistic approaches. Also our concept of men- 
tal illness was just beginning to change. In 
the South the presence of a large group of 
Negroes not long removed from a primitive 
society further complicated the mental health 
picture. 

The Negro at this period may be classed as 
an uncivilized group that was competing 
against a higher civilization and was thereby 
being subjected to greater physical and emo- 
tional hazards with no opportunity to make 
adjustments as freedmen. The first statistics 
we have on mental health was the census of 
insane taken by the Federal Government in 
1840. This report showed that the “insane 
and idiots” in the United States totaled 17,- 
456. They were divided into 14,521 whites 
and 2,935 Negroes. In the North 1 out of 
995 whites was listed as insane or idiotic. In 
the South the ratio for whites was 1 to 945.3. 
For Negroes the ratio in the North was 1 to 
every 144.5 persons, while in the South it was 
I toevery 1,558(1). The discrepancy between 
the figures for the northern and southern 
Negro was too large to be overlooked, and 
in 1844 Dr. Edward Jarvis undertook to in- 
vestigate the report of the 1840 census and 
his published report showed the numerous 
inaccuracies that had crept into the first cen- 
sus of the insane in this country (2), This cen- 
sus report was a great boon to the proslavery 
arguments by Southerners concerning the 
beneficial effects of slavery for the Negro. 
The abolitionists attempted to refute the ar- 
guments by following the lead of Dr. Jarvis 
in pointing out the discrepancies in the report. 
An account of this controversy has been ably 
discussed by Albert Deutsch (3). 


1 Librarian, Louisiana State University, School of 
Medicine. 
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We do know that the health of the Negro 
was of primary concern to the southern 
planter from both an economic and humani- 
tarian standpoint. In fact the chief topics 
of conversation among planters were the 
weather, the crops, and the health of the Ne- 
groes. An account of the care and treatment 
of slaves by the planters has been discussed 
in another study(4). This is an attempt 
to evaluate their mental health. Additional 
material for the study of this problem was 
brought to light from an examination of 
planters’ records and particularly from an ex- 
amination of the inventory and appraisement 
records filed in the Probate Court Proceed- 
ings of southern counties. By way of ex- 
planation it may be added that in the settle- 
ment of any estate slaves, being property, 
were inventoried and appraised. If a slave 
had a physical disability or chronic illness 
it naturally affected his appraisement value 
since he could not do the work of a prime 
hand. These disabilities were included along 
with his appraisement value in the slave rec- 
ord. 

The southern planter was faced with an 
economic problem in managing his estate. 
There was always a large group of Negroes 
who were nonworkers and had to be cared 
for. This group included the children and 
the old or infirm and might include as many 
as one-third to one-half the Negro population. 
It was essential for the profitable manage- 
ment of the plantation that everyone who 
could be employed be assigned some gainful 
task. The planter soon found that many suf- 
fering from some nervous or mental dis- 
order could be taught a simple routine and 
thus could be profitably employed. No doubt 
by stich methods the planter did help to re- 
habilitate many of his slaves. This is brought 
out in examining the probate court records. 
Quite frequently a slave listed as “unsound” 
would be appraised at almost his full value. 
Numerous such entries were listed in the 
James Hoover estate in Concordia Parish, 
La. The following slaves all listed as “un- 
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i sound” were valued as follows(5): Nancy, 


23, $600; Ann, 30, $500; Louisa, 35, $500; 
and Abram, 30, $600. Other records list (6-8) 
as “not sound”: Harriet, value $700; Phillis, 
55 years, $400; and Jim, 44 years, $400. Such 
values were probably not much below full 
market value. 

In accounting for the discrepancies in the 
number of insane northern and southern Ne- 
groes in the 1840 census report, at least 2 
factors may be pointed out. First, many of 
the figures were no doubt reported by the 
overseers, whose opinions as to whom to class 
as insane were very vague. For that reason 
many a Negro suffering from a nervous or 
mental disorder was not so reported. The 
other factor that influenced the planter in 
failing to report his “insane” Negroes was 
his method of profitably employing Negroes 
so afflicted. From an economic point of view 
these Negroes were earning their living and 
were therefore not to be considered “insane 
or idiotic.” They were therefore not reported 
to the United States marshals charged with 
taking the census. 

Further examination of the inventory and 
appraisement records of estates may serve 
another useful purpose in determining the 
mental health among slaves since the census 
report of 1840 was no doubt quite inaccurate. 
For this purpose the probate court records 
of several counties and parishes in Alabama, 
Georgia, Mississippi, and Louisiana were ex- 
amined and all listings of nervous and men- 
tal diseases among slaves carefully noted? A 
total of 31,170 slaves’ records were checked, 
and of these 391 were listed as suffering 
from some nervous and mental disorders. 
These listings are grouped as in Table 1 with 
the exact descriptive wording of the affliction 
as given in the probate court records. 

In order to determine the ratio of those 
Suffering from a nervous or mental disease 
the neurologic listings (spinal injury, af- 
ee 


? The following records were examined: Georgia, 
the county of Chatham ; Alabama, the counties of 
Dallas and Montgomery; Mississippi, the counties 
of Adams, Franklin, Jefferson, Warren and Wilkin- 
Son; Louisiana, the parishes of Assumption, Cald- 
well, Catahoula, Claiborne, Concordia, East Carroll, 
East Feliciana, Franklin, Madison, Iberville, La- 
Fourche, Morehouse, Natchitoches, Ouachita, Pla- 
duemines, Point Coupee, St. Charles, St. John the 

aptist, Tensas, Terrebonne, West Baton Rouge, 
and West Feliciana. 


TABLE 1 


Personality disturbances including mental 
illness 


Neurologic 


Spinal injury assos. sasar aisn 
Afflicted* ... 


Epileptic and epileptic-like 


Mentally deficient 


Idiot SEEN pE ae 


Palsy and pals: 


Paralysis .. 
6 Paralyzed . 
Paralytic .. 


I 
«+ 10 
+. 40 


Subject to fits. 
29 Falling fits .... 


2 
I 


Fits of hysteria.. 
Insane i. see ses 


6 Subject to spasms 


58 Unsound 
5 
2 


Simpleton and simple 


Defective .... 
Imbecile ... 
Foolish 


MORASS vee vis EE E eed on 


* The term “afflicted” as referred to in the South usually means a physical abnormality. 
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flicted, paralyzed, paralytic, and palsy and 
palsied) were deleted. This gave a ratio of 
1 to 85.8. Present-day estimates place the 
tatio of those suffering from mental illness 
and other personality disturbances at about 1 
to every 16 people(g). The percentage dis- 
tribution of these nervous and mental dis- 
orders was as follows: mentally deficient, 
19.2%; personality disturbances including 
mental illness, 56.2% ; epileptic and epileptic- 
like, 14.5% ; and the neurologic, 9.9%. Table 
2 compares the data on the ratio of the in- 
sane as reported in the Census Report of 
1840 and the probate court records of slaves 
with the figures available today. 


of every 85.8 slaves was suffering from some 
nervous or mental disorder. The figure for 
the entire population in the United States 
today is estimated at 1 to 16. Undoubtedly 
the slave record approaches more closely our 
present record than the figures actually show 
since such neurotic reactions as anxieties, 
phobias, obsessions, and others were not 
counted in the ante-bellum records although 
included in the estimates today. The inven- 
tory and appraisement records of that period 
therefore give a much more accurate picture 
of the status of mental health among the slave 
population than the census report for 1840. 


TABLE 2 
Ratio of 
Population the insane Source 

Whites in North 1:995 Census Report, 1840 
Whites in South. 1:945.3 Census Report, 1840 
Negroes in North 1:1445 Census Report, 1840 
Negroes in South Acie ek ++» 1:1,558 Census Report, 1840 
Slaves (mentally di nt, personality disturbances, 

mentally ill, epileptic) .............ceeeueeaee 1:85.8 Inventory and appraisement records of 

estates as recorded in probate court 

Population today (mental illness and other person- records 

ality disturbances): ivesdiescclsetcssdccvece 1:16 National Association for Mental Health 


To summarize, an investigation was under- 
taken to determine the mental health of slaves 
on ante-bellum plantations, since it was quite 
evident that the first census report of 1840 
was inaccurate. The inaccurate reporting of 
the “insane and idiots” among the southern 
Negro may have been due partly to the failure 
of the overseers to report such afflictions be- 
cause of their poor concept as to whom to 
class as insane, and partly to the planters who 
because of their ability to teach their “in- 
sane” slaves some simple routine did not con- 
sider them as suffering such afflictions and 
did not so report them to the census takers. 
An examination of 31,170 slave inventory 
and appraisement records shows that 1 out 
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FLUCTUATIONS OF TEMPORAL LOBE ELECTROENCEPHALO- 
GRAPHIC ABNORMALITY DURING PSYCHIC FUNCTION 


MORTIMER OSTOW, M.D., Meb. Sc. D, New Yorx, N. Y. 


It has to date not been possible to find in the 
electroencephalogram any close physiologic 
correlate of psychic function. In a recent ex- 
tensive review of the literature(5) it was 
found that only 2 conclusions were justified. 
The first is that, in the presence of intellec- 
tual activity, alpha voltage and prevalence are 
diminished while, in the presence of intel- 
lectual relaxation or readiness, the alpha 
rhythm is active. Recent work by Magoun 
and his co-workers has demonstrated clearly 
that the process of becoming alert from a 
state of somnolence is accompanied by signifi- 
cant physiologic change. They were able to 
elaborate the anatomic and physiologic fea- 
tures of this alerting process. If one were to 
extend the concept of alerting from the tran- 
sition from somnolence to the waking state, 
to the transition from relaxed wakefulness to 
the state of active intellectual functioning as, 
for example, in problem solving, then one 
might consider alerting in the waking human 
subject to be demonstrated by obliteration of 
alpha activity and relaxation by facilitation 
of alpha activity. The absence or depressed 
voltage of alpha activity in some anxious pa- 
tients could then be interpreted as a state of 
continued intellectual alertness. In the re- 
view mentioned above, it was also concluded 
that affective experiences influence the elec- 
troencephalogram to the extent ‘that they 
evoke or depress intellectual function. The 
second observation, made originally by Li- 
berson, and confirmed by Kennedy and his 
co-workers, is that, during intellectual prob- 
lem solving, brief runs of 6-10-per-second 
Waves are seen in the anterior temporal re- 
gions in some subjects. 

And yet the psychic life encompasses much 
More than problem-solving activity. The 
wealth of fantasies, thoughts, doubts, affects, 
and sensations seems to give no evidence 
of their appearance and disappearance and 
of the difference one from the other in the 
clectroencephalogram. The observations of 
Hughlings Jackson that uncinate fits have 
Psychic components, the observation of Da- 


vidoff(1) that a psychic seizure might con- 
sist of a prolonged affective state with’ ap- 
propriate thoughts, and the observations of 
Penfield and his co-workers of the large va- 
riety of psychic components and equivalents 
of focal seizures derived especially from the 
temporal lobes—these constitute our principal 
clues to the relation between brain physi- 
ology and the psychic life. Thoughts, memo- 
ries, dreams and fantasies, and feelings all ap- 
pear as seizure elements or equivalents. 
Moreover, they could be reproduced on the 
operating table by Penfield by the process of 
electrical stimulation of the temporal lobes of 
patients subject to such seizures. All of this 
suggests that, in the electrophysiologic ac- 
tivity of the temporal lobe, one is likely to 
find some correlates with psychic activity if 
the proper technique of observation can be 
worked out. A second clue is Penfield’s ob- 
servation that psychic changes were elicited 
by the stimulation of only those temporal 
lobes that were diseased and had previously 
been the site of focal seizures. One possible 
inference is that, if the changes in the tem- 
poral lobe caused by disease are effective in 
facilitating a psychic response to surface 
stimulation, they might also be effective in fa- 
cilitating the appearance on the surface of 
electrophysiologic changes more or less 
closely correlated with psychic changes. 

In the present state of our ignorance con- 
cerning the site at which psychic functions 
occur and the type of coding by which mem- 
ories are recorded, it is difficult to know a 
priori what type of psychic process would be 
easiest to recognize physiologically. More- 
over, we know that it would be misleading to 
consider either a patient’s spoken production, 
or indeed the entire content of his conscious- 
ness, if it were available to us, to be the only 
or the most important psychic process at any 
given moment. Psychoanalytic observations 
have made it clear that a large segment of 
psychic function occurs without the attribute 
of consciousness and that much that is im- 
portant psychically cannot be brought to con- 
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sciousness by an act of will of the subject. 
The most reliable single indicator of the true 
psychic significance of any given thought, 
memory, fantasy, or image is the affective re- 
sponse to it. While the affective response 
can, as a result of certain psychic defensive 
procedures, at times be misleading, it is 
nevertheless fairly constantly true that those 
psychic stimuli or productions (images, mem- 
ories, fantasies, thoughts) that evoke the 
same affective response have the same psychic 
significance to the individual. In any situation 
aside from an objective reasoning process— 
and such objective reasoning processes oc- 
cupy only a very small fraction of the time 
during which psychic processes are active— 
affectively equivalent elements may substitute 
for each other. This type of substitution is 
seen in dreams, waking fantasies, distorted 
memories, wishes, hopes, and prejudices, in 
short, the things men live by. Therefore it 
would seem most promising, in any psycho- 
physiologic observation of temporal lobe ac- 
tivity, to attend especially to affective changes. 

It is the purpose of this presentation to 
describe a single instance in which a correla- 
tion between psychic function and the elec- 
trophysiologic activity of the brain could be 
observed with the assistance of the clues just 
mentioned. A 


A 32-year-old man had been operated 10 years 
before this recent observation for removal of a 
meningioma of the right Gasserian ganglion. The 
operation was successful and the tumor removed. A 
year later, the patient returned with a left hemi- 
paresis, Re-exploration disclosed extensive recur- 
rence of the tumor. No further attempt at removal 
was made but x-ray therapy was administered and 
the hemiparesis cleared up completely over the next 
few months. The patient was left with trigeminal 
anaesthesia and masticatory weakness on the right. 
He was otherwise symptom-free until about a year 
ago when he returned to his surgeon with the fol- 
lowing complaint. When standing momentarily un- 
occupied at the bar that he tended, the image of a 
„penis would come to mind, There was no adequate 
provocation for this imagery. It was disturbing to 
the patient because he felt guilty about any con- 
scious concern with sexual matters. Sometimes a 
memory from early childhood, usually the same 
memory, in which a school building appeared, would 
come to mind. The image of the penis, however, 
was by far the more frequent intruder and the more 
disturbing one. It might recur several times a day. 
It seldom occurred when the patient was occupied. 
He was so embarrassed that he did not discuss this 
with anyone. Careful psychiatric survey over a period 
of 2 hours during 2 separate visits failed to reveal 


any other evidence of neuroticism. The patient had 
had no experience with obsessional thoughts or 
compulsive acts in the past. On the other hand, 
there was at no time any impairment of conscious- 
ness and certainly no convulsions. Neurological ex- 
amination revealed only the disturbances of the fifth 
nerve noted above, Electroencephalographic exami- 
nation revealed severe focal abnormality over the 
right anterior temporal region consisting of fast 
spikes as high as 150 microvolts in amplitude and 
slow waves at frequencies of 2-5 per second with 
a maximum amplitude of about 100 microvolts. All 
activity at the right anterior temporal electrode was 
continually abnormal although the frequency of the 
abnormal waves might vary from moment to mo- 
ment. 

Observation was made in the following 
manner. Electrodes were applied as usual 
and the electroencephalograph was operated 
in the usual way and at the usual tape speed 
(3 cm per second). The patient was seated 
in a comfortable chair and urged to say what- 
ever came to his mind. I stood opposite him 
and occasionally intervened when I thought it 
was necessary to promote the flow of mate- 
rial. The door to our room was partly closed 
and outside the door in the adjacent room, 
operating the electroencephalograph, my sec- 
retary transcribed onto the electroencephalo- 
graphic record all the patient’s and my re- 
marks in shorthand so as to indicate the time 
relation between the patient’s words and his 
electroencephalographic activity while he was 
saying the words. After the observation was 
completed, the shorthand notes were tran- 
sctibed into longhand on the same record. 
There were of course some omissions and 
some errors owing to poor acoustical arrange- 
ment. Observation and recording were con- 
tinuous over a 50-minute period. From the 
record, I was able to select several selections 
representative of each of 4 types of affective 
experience: (1) pleasant reminiscences, (2) 
obsessive thoughts, (3) an attempt to abolish 
obsessive thoughts usually associated with 
embarrassment or self-consciousness, (4) the 
feeling that “my mind is a blank” or its 
equivalent, 

Three representative samples are pre- 
sented, The first channel is derived from the 
right frontal and right anterior temporal elec- 
trodes. The second channel is derived from 4 
symmetrical lead on the left. The third chan- 
nel is derived from the right and left mid- 
temporal electrodes and the fourth channel is 
derived from the right and left occipital elec- 
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` trodes. The patient’s words are written be- 
tween the third and fourth channels and my 
words are written between the first and sec- 
ond. The strips in each figure are continuous. 

Fig. 1 illustrates pleasant reminiscences. 
The sample was recorded a few seconds after 
the patient asked me a question that I did not 
answer. He is saying, “Things I used to ask 
Dr. C and he wouldn’t answer me, I thought 
he was pretty smart. Always admire intel- 
ligence. When he said something, I asked 
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Fig. 2 demonstrates the nature of the elec- 
troencephalographic activity when the pa- 
tient attempts to handle his obsessions by 
suppressing them. He is saying, “All the 
while the thought breaks in, this is not in- 
teresting to anybody. Nothing special is in 
my mind, All these things pop in and pop 
out.” As the patient says “all these things” 
(meaning obsessional contemplation of a pe- 
nis) spikes and 2-3-per-second moderate volt- 
age waves appear. After he says “pop in and 


yaar 
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Fic. 1.—Sample of EEG recording during pleasant reminiscences. 


something and he didn’t answer it, he thought 
it best for me.” I replied, “There are certain 
things you cannot talk about.” He said, “No, 
you just don’t discuss a personal thing with 
a doctor. A doctor asks, you can tell him 
ings you might find hard.” Notice that as 
the patient talks about his doctor admiringly 
the record shows continuous, slow, high vol- 
tage activity with high voltage, fast spikes. 
This specific detailed pattern of spike and 
double wave seen as he says, “I thought he 
Was pretty smart” is very similar to the pat- 
tern appearing at another point as the pa- 
far said, “How beautiful he played his 
art.” 


pop out” there is fairly regular run of 5-6- 
per-second activity lasting about 3 seconds 
and terminated when the patient resumes his 
remarks “it doesn’t seem important to me. As 
we talk of these things it just pops in and 
then doesn’t stay.” When the patient says 
“as we talk of these things” a spike and some 
slow activity appears and immediately fol- 
lowing the remark “then doesn’t stay” there 
is a suppression of all activity followed by 
the regular 5-6-per-second activity seen pre- 
viously. 

Fig. 3 illustrates the type of record ob- 
tained on each of the 4 occasions when the 
patient said, “My mind is a blank.” Psycho- 
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Fic, 2—Nature of electroencephalographic activity when patient attempted to handle his 
obsessions by suppressing them. 
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Fic. 3.—Type of record obtained on each of 4 occasions when patient said, “My mind is a blank.” 
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7 
analytic experience teaches us that this re- 
' sponse to the demand to associate freely 
usually means that the patient is trying to 
suppress unwelcome thoughts. As the patient 
is silent, slow activity of moderate to high 
yoltage and some spikes are seen. These are 
interrupted when I remark, “This isn’t very 
easy,” and there is no return of the slow ac- 
tivity as the patient replies, “No, it seems 
about my mind is a blank right now.” - 

All the data available in the record may be 
summarized as follows. As the patient in- 
dulges in pleasant reminiscences moderate to 
high voltage 2-3-per-second activity with high 
voltage spikes are seen at the right anterior 
temporal electrode. When thoughts that do 
not carry this pleasant affect or when unwel- 
come obsessive thoughts occur to the patient, 
they are accompanied by low to moderate 
voltage 2-3-per-second activity with lower 
voltage spikes. As the patient describes his 
rejection of an unwelcome idea, the slow ac- 
tivity and the spikes are replaced by relatively 
low voltage 5-6-per-second or 12-15-per-sec- 
ond activity. Similarly when the patient says, 
“my mind is a blank” (from which we may 
infer an attempt to suppress unwelcome 
thoughts) the relatively fast rather than the 
telatively slow activity is seen. Occipital alpha 
activity could not be related to the patient’s 
productions in this way. Mental computation 
influenced neither the abnormal anterior tem- 
poral activity nor the occipital alpha. 

One may comment briefly on the reliability 
of these findings, The fact that the conversa- 
tion was recorded by a secretary rather than 
automatically throws some question upon the 
Precision of the timing. It is also true that any 
delay that occurs need not necessarily be con- 
stant. However, I do not think that need con- 
Stitute a serious objection to accepting these 
findings since a lack of precision in timing 
could only obscure and certainly not simulate 
a true relation, In other words this source of 
difficulty could give only false negative and 
hot false positive results. However, to make 
the method more precise, in subsequent work 
4 sound track is being recorded in one of the 
channels of the electroencephalograph with 
ample cues to provide split-second timing. 

he actual conversation is simultaneously re- 
Corded on a wire recorder. Preliminary ob- 
Servations with this device are confirmatory. 


While it seems to me that the fluctuations 
in the type and amount of abnormality in 
this case are fairly clear-cut in their moment- 
to-moment variation, I am sure that similar 
relations could be detected in other cases, 
which might show finer changes if more pre- 
cise automatic methods of correlation were 
available. There are such automatic correlat- 
ing devices and their use would probably pro- 
vide a great deal more information than is 
available by this relatively crude method of 
visual inspection. However, the material in 
this case demonstrates that, even without such 
refinements, significant experimental obser- 
vations of this kind can be made. 

Of course one wonders to what extent one 
may be dealing with the simple activation ef- 
fect mentioned in the first paragraph of this 
paper. When the electroencephalogram was 
recorded with the patient sitting quietly with 
his eyes closed and not reporting, there was a 
prominent, fairly constant, regular alpha ac- 
tivity at 100-150 microvolts. The 2-3-per- 
second high voltage anterior temporal ab- 
normality, with spikes, is also fairly active 
but is not nearly as consistent as the alpha 
activity nor are the variations in these 2 
forms of activity related to each other. Dur- 
ing the entire experimental period, the pa- 
tient seemed to maintain a fairly constant 
state of alertness, probably in an attempt to 
please the examiner by producing adequate 
material. The alpha voltage and percent time 
were fairly constant, the former remaining 
between 50 and 100 microvolts. There were 
no really clear-cut fluctuations in amount of 
alpha activity and certainly none that could 
be related in any way to the patient’s verbal 
productions or to the temporal abnormality. 
Calculation produced no effect on either oc- 
cipital alpha or temporal slow activity. I sus- 
pect that there were variations in the degree 
of “alertness” in the following sense. During 
expression of thoughts that were not embar- 
rassing to the patient, one might expect a de- 
creased intrapsychic vigilance, while the at- 
tempt to suppress embarrassing or unpleasant 
thoughts might provoke increased intrapsy- 
chic vigilance or alertness. Possibly finer cor- 
relating techniques might have been able to 
demonstrate some significant correlation be- 
tween this attentiveness and the occipital 
alpha activity ; however, we should first have 
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to have a fairly sensitive, reliable, objec- 
tive measure of “attentiveness.” Moreover 
it/seems to me that this relatively sensitive 
connection between positive and negative af- 
fects and electroencephalographic abnormal- 
ity in the anterior temporal region is much 
further “upstream” in the psychophysiologic 
process than the relation between attentive- 
ness and occipital alpha. 

I believe that one may conclude from this 
demonstration that, by taking advantage of a 
certain kind of temporal lobe disturbance, 
one may demonstrate a moment-to-moment 
correlation between the affective significance 
of the patient’s thoughts and the electro- 
encephalographic activity of a focal area of 
abnormality. One may imagine the mecha- 
nism in the following way: a large group of 
cells that ordinarily beat asynchronously is 
caused by the lesion to beat synchronously 
and thus amplify and bring to the surface 
a relatively low voltage activity ordinarily 
found only within the depths of the tem- 
poral lobe. If one assumes that high voltage 
spikes and waves signify that the structure 
whose function we are recording is not avail- 
able for the performance of its normal func- 
tion and that lower voltage relatively faster 
activity signifies that the structure is rela- 
tively more available for normal functioning, 
then one may infer that in this case the con- 
scious appearance of pleasant thoughts is 
associated with relative inactivity of that por- 
tion of the temporal lobe whose activity we 


are recording, and the attempt to suppress 
(or repress?) unwelcome thoughts is asso- 
ciated with relative activity of the same re- 
gion. 

Finally, these observations provide a clue 
to the mechanism whereby affective changes 
may precipitate seizures in patients with tem- 
poral lobe disease. 


SUMMARY 


By taking advantage of a disturbance of 
the temporal lobe it has been shown that, in 
one subject at least, there is a moment-to- 
moment correlation between the affective sig- 
nificance of thoughts and electroencephalo- 
graphic activity. 


BIBLIOGRAPHY 


1. Davidoff, L. M. Psychic seizures as focal mani- 
festations in post-traumatic brain disease. Yale J. 
of Biol. and Med., 11:557, May 1939. 

2. Kennedy, J. L., et al. A new electroencephalo- 
gon associated with thinking. Science, 108: 527, 
1948. 

3. Liberson, W. T. Personal communication. 

4. Magoun, H. W. An ascending reticular ac- f 
tivating system in the brain stem. Arch. Neurol. and | 
Psychiat., 67: 145, Feb. 1952. 

5. Ostow, M. Psychic function and the electro- 
encephalogram. Arch. Neurol, and Psychiat., 64: 
385, Sept. 1950. 

6. Penfield, W., and Erikson, T. C. Epilepsy and 
Cerebral Localization. Charles C. Thomas, Spring- 
field, Ill., 1941. 

7. Penfield, W., and Rasmussen, T. The Cerebral 
Cortex of Man. The Macmillan “Company, New 
York, 1950. 


i 


* PSYCHOLOGICAL IMPLICATIONS OF THE “ACTIVATING SYSTEM”! 
LOUIS LINN, M.D., New York, N. Y. 


In his posthumously published Outline of 
Psychoanalysis Freud(3) repeated the hope 
that some day methods of therapy would be 
developed that would surpass that of psy- 
choanalysis, that “the future may teach us 
how to exercise a direct influence, by means 
of particular chemical substances, upon the 
amounts of energy and their distribution in 
the apparatus of the mind” (p. 79). Admit- 
ting that we are far from such a goal, implicit 
in Freud’s hope is the need to seek correla- 
tions of new advances in neurophysiology 
with clinical psychiatry and psychoanalysis. 
Hypotheses must be formulated if new data 
are to be utilized for further investigation. 
The following material is presented with this 
view in mind, 

In recent years Magoun and his co-work- 
ers(11) have focused their researches on the 
“activating system” of the brain stem. The 
basic phenomena involved can be outlined 
roughly as follows: If spontaneous electrical 
activity is recorded from the cerebral hemi- 
spheres of a normal animal as it passes from 
wakefulness to sleep, low voltage fast dis- 
charge associated with alert wakefulness is 
seen to give way to large slow waves and 
spindle bursts during sleep. The alteration is 
teversed as the animal awakens. If the sleep- 
ing animal is awakened suddenly, as by- a 
handclap, an activation pattern of low voltage 
fast discharge appears abruptly with be- 
havioral alertness. This alteration is called 
the “electrocortical arousal reaction,” and it 
Provides an objective record of the role of af- 
ferent stimulation in evoking the waking 
State. The arousal reaction persists well be- 
yond the duration of the arousing stimulus 
itself, 

These investigators found that direct elec- 
trical stimulation of a portion of the brain 
stem was capable of reproducing the electro- 
Cortical events encountered in awakening 
from sleep or in the electrocortical arousal re- 
action. The region whose stimulation accom- 
Plished this was distributed through most of 
the length of the brain stem as a central core 
— 
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of tissue. Within this region 2 functional sys- 
tems could be distinguished. The first could 
be identified as the laterally placed ascending 
somatic and auditory pathways, the direct 
stimulation of which as far forward as the 
midbrain sets up the arousing influence of 
peripheral excitation. The second system, 
situated medially to the ascending sensory 
pathways, yielded arousal effects on stimula- 
tion that were even more striking. This sec- 
ond system did not correspond in distribution 
to known anatomical paths and appeared to be 
made up of a series of ascending relays cours- 
ing forward from the reticular formation of 
the lower brain stem through the mesence- 
phalic tegmentum, subthalamus, hypothal- 
amus, and ventro-medial thalamus to the in- 
ternal capsule. 

Now we come to the truly remarkable part 
of their findings. If all the sensory pathways 
are interrupted at the midbrain level, the ani- 
mal remains as wakeful as a normal animal, 
and its electrocortigram exhibits typical ac- 
tivation, In contrast, interruption of the as- 
cending reticular activating system at the 
same level with the sensory pathways remain- 
ing intact leaves the animal as though deeply 
asleep or anesthetized. Its electrocortigram 
exhibits the large slow waves and spindle 
bursts of sleep. The former preparation, that 
is the wakeful animal, is able to sleep as well. 
When such an animal is asleep, both auditory 
and somatic stimulation are still capable of 
awakening the animal behaviorally and acti- 
vating its’ electrocortigram. Obviously this 
can only occur by the ascending transmission 
of an activating influence through the medial 
reticular formation that is left, since the 
sensory paths themselves have been inter- 
rupted. Here is the crux of the matter: This 
arousal from sleep by excitatory stimuli that 
the animal presumably cannot hear or feel 
suggests that afferent stimuli induce or con- 
tribute to wakefulness not by the direct ar- 
rival of sensory discharges at the cortex, but 
indirectly, and at a subcortical level, by exci- 
tation of the ascending reticular activating 
system within the brain stem. 

This work of Magoun and associates re- 
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minds us of the fact that sensory stimulation 
serves a twofold function. It brings informa- 
tion from the environment, thus providing 
specific data concerning reality. However, it 
also has the additional function of arousing 
and alerting the organism, making it more 
aware of stimuli in general. The work indi- 
cates the mechanism whereby the latter func- 
tion is mediated. That this activating system 
exerts an over-all effect on consciousness is 
indicated by the fact that the same system 
when activated exerts pronounced facilitory 
influences on lower motor outflows, so that it 
apparently functions normally both in de- 
scending and ascending directions to sub- 
serve, on the one hand, behavioral facilitation 
and, on the other hand, the central alertness 
that characterizes the waking state. 

The work of Jasper and associates (6), too, 
is pertinent to the thesis I wish to propound. 
Whereas the system investigated by Magoun 
and his co-workers exerts its effect upon the 
cortex in a generalized manner without evi- 
dence of topographical localization, there ex- 
ists in the thalamus a corresponding system, 
topographically organized to exert a similar 
activating influence upon more restricted 
areas of the cortex. Furthermore, Jasper and 
his co-workers were able to demonstrate that, 
in addition to the previously described in- 
fluence of the brain stem activating system on 
the cortex, a converse phenomenon exists, 
namely that stimulation of specific areas of 
the cerebral cortex can modify the activity 
within the reticular system of the brain stem. 
Thus, the latter is placed under the control of 
sensory stimuli from without and cerebral 

_ cortical elaboration from within. 

It is well to recall at this point that not all 
sensory stimuli are equally capable of arous- 
ing or activating the organism and that the 
meaning of the stimulus is ultimately the mat- 
ter of chief importance. One need only think 
of the mother who can sleep soundly while 
elevated trains roar past her window but is 
awakened by the first soft cry of her baby. 
The corticofugal system provides the mecha- 
nism whereby this sort of function may be 
mediated. 

Leaving now the firm ground of neurophy- 
siological research one may be permitted a 
theoretical flight and consider some possible 
psychological implications. One can picture 


the process of perception as taking place in 


the form of a feedback. Consider the follow- « 


ing hypothetical sequence of events: (1) The 
perception of an experience enters the brain 
stem as a complex of sensory impulses. (2) 
These impulses are carried over collaterals 
into the ascending reticular activating system 
(to be referred to as the A.R.S.). (3) 
Stimulation of the A. R. S. is followed by 
arousal or alerting of the cortex. (4) The 
alerted cortex scans the sensory impulses 
coming in directly as to their meaning. (5) 
The cortex then fires impulses back to the A. 
R.S., the nature of which depends on the 


meaning of the perception. For example, if ` 


the perception is one of personal concern, then 
the A. R. S. will be activated further and the 
perceptions that arrive in the cortex will be 
subjected to still more intense scrutiny. If 
the perception continues to be of interest, ac- 
tivation of the A. R. S. may take place still 
further, and continue in steplike increases 
until the perception in question occupies the 
full attention of the individual to the exclu- 
sion of everything else. On the other hand, a 
lesser degree of activation may take place, 
permitting attention to be shared with other 
percepts. Or, the perception may have been 
without meaning to the individual, in which 
case no corticofugal activation of the A. R. S. 
takes place and the perception consumes only 
a minimal quantum of attention. 

One can carry this analysis a, step further 
and consider the case where the perception 
arouses anxiety, not some fear to which the 
alerted individual can respond with appropri- 
ate corrective behavior, but some unescapable 
fear, having its origin either in a potentially 
overwhelming environmental situation or in- 
ternally from some psychopathological state. 
In that case we might picture a flow of cot 
ticofugal impulses, the function of which is 
to “deactivate” the A. R. S. Such a cortico- 
fugal stream could function as a barrier 
against stimuli of unbearable emotional in- 
tensity (Reizschutz(4) ). If the total en- 
vironment were threatening in catastrophic 
proportions, the resulting “deactivation” of 
the A. R. S. might be so complete that con- 
sciousness is lost. Thus, an individual may 
faint in the face of some unbearable psycho- 
logical situation. Lesser degrees of deactiva- 
tion in such a situation might result not ™ 
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: outright fainting but in a clouded state of 
consciousness in which the experienced an- 
guish is considerably mitigated. In disaster 
areas, for example, one sees at times, as an 
immediate reaction, a dazed mental state 
during which the victims seem to be under the 
influence of a marked inhibitory force with 
panic strikingly absent(5). It is not until this 
immediate reaction, which lasts only a few 
minutes, subsides that uncontrolled panic 
makes its appearance. If the source of the 
anxiety involves not the entire environment 
but some circumscribed aspect of it, then cor- 
ticofugal impulses might result in deactiva- 
tion at a thalamic level where circumscribed 
deactivation could take place. The result 
would be an alteration limited to the specifi- 
cally traumatic perception and a diminution 
in the capacity of the latter to produce corti- 
cal arousal, 

It appears that the direct cortical informa- 
tional aspect of stimuli relates to the intellect- 
ual aspect perception whereas the indirect 
arousal-exerting effect is related to the emo- 
tional aspect. If corticofugal impulses exert a 
sustained “deactivating” effect on the brain 
stem A. R. S., it could conceivably express it- 
self on a psychological level as feelings of de- 
personalization or derealization. On a tha- 
lamic level (with its more circumscribed ef- 
fects) it could express itself on a psychologi- 
cal level as denial, repression, and isolation 
(8). 


Neurophysiologic events in sleep and 


dreams may be similarly formulated. Let us’ 


assume that fatigue, whatever its nature, acts 
onthe A. R. S. by decreasing its sensitivity to 
stimuli. This lessened sensitivity deepens as 
sleep sets in, More and more stimuli become 
incapable of arousing the cortex. If the 
stimulus is sufficiently strong it can produce 
complete cortical arousal in spite of fatigue. 
However, quantity is not the sole factor. In 
the example of the sleeping mother it was in- 
dicated that even in sleep the meaning of the 
stimulus plays a role. We may assume that 
what takes place in sleep is similar to the 
feedback mechanism previously described, 
with one important exception. Incoming per- 


ceptions are all scrutinized on a cortical level ` 


from one point of view, namely, “Is this 
stimulus important enough to demand my 
waking up?” If the answer is negative then 


no increase in the reactivity of the A. R. S. 
takes place. The perception may be extin- 
guished completely and sleep still continue 
undisturbed. Or, a dream may occur. In this 
case, the state of partial cortical arousal per- 
mits certain distortions in the perception to 
take place. As a result the sleep-disturbing 
stimulus becomes transformed into a carrier 
of various wish fulfillments that make con- 
tinued sleep desirable(8, 9). If, on the other 
hand, cortical scrutiny of the incoming per- 
ception signals danger, the sensitivity of the 
A.R. S. is increased. Stimuli now cause an 
intensified cortical arousal reaction and the 
subject awakens. 

According to this conception, depth of 
sleep is a function of the state of reactivity of 
the A. R.S. At the end of a night’s sleep, 
when the effects of fatigue have worn off, 
sensitivity of the A. R. S. rises, Stimuli be- 
come increasingly capable of effecting cortical 
arousal. As a result dreams and complete 
awakening are more apt to occur at this time. 

If we suppose that sedative agents act, in 
part at least, on the A. R. S. by diminishing 
its reactivity, the consequence would be that 
the arousal effect of stimuli in general would 
be lessened. This is, of course, the effect one 
seeks on administering sedatives, to retain as 
much of conscious awareness as is compatible 
with the elimination of disagreeably excessive 
arousal reactions. 

Following electroconvulsive therapy 
(ECT) patients show in their EEG slow 
wave activity like that seen in animals after 
destructive lesions of the A.R.S.(7). One 
wonders whether the therapeutic effect may’ 
not depend on an ECT-induced diminution in 
the reactivity of the A. R. S. as a result of 
which previously traumatic experiences are 
no longer capable of eliciting disagreeably ex- 
cessive arousal reactions. The drugs or ECT 
need not act directly on the A. R. S. They 
might do so indirectly via corticofugal fibers. 
This is most likely where psychosurgical pro- 
cedures exert their effects. If the cortex has 
been firing an excessive stream of “‘deactivat- 
ing” impulses at the A. R. S. then interrup- 
tion of corticofugal impulses makes possible a 
variety of release phenomena. With such a 
complicated interplay of forces it becomes 
understandable why it is not always possible 
to predict the new line of defense that the in- 
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dividual will take up when this system has 
been tampered with, One may be permitted 
to wonder, too, whether a direct attack upon 
the A. R. S. by means of the stereotaxic ap- 
paratus used by Spiegel and his co-workers 
(12) might not open a new investigative field 
in psychosurgery.? 

It is a commonplace observation that the re- 
duction of sensory impressions is routinely 
cultivated in seeking sleep. Fewer sensory 
impressions mean fewer impulses into the A. 
R.S. that arouse and alert the organism. 
However, it is equally well known that sleep 
does not follow inevitably on the elimination 
of impressions from without. It may be the 
result of the fact that the A. R. S. is fired not 
only by collaterals from without but by cor- 
ticofugal impulses from within. When the 
latter decreases, as a result either of fatigue 
or organic brain damage, the individual be- 
comes increasingly dependent on external 
stimuli in order to maintain full conscious 
awareness. Such individuals, when shut off 
from external stimuli, tend to drift off into 
lower levels of consciousness. 

In a recent study of patients with senile 
cataracts(10) it could be shown that the cata- 
ract was part of a senile degenerative process 
that was affecting the brain diffusely. Many 
of these patients expressed a subjective 

‘awareness of diminished capacity for immedi- 
ate recall. In line with the foregoing hypo- 
thetical formulation one may suppose that the 
impairment in recent memory was the result 
of a diminution in the number of activating 
corticofugal impulses to the A. R. S. During 
the postoperative period, when both eyes were 
bandaged, many patients became disoriented, 
delusional, and hallucinated. A reassuring 
word from a nurse was often sufficient to 
bring a psychotic episode to an end. The pa- 
tient was often startled by this intervention 
and would speak of having been “awakened 


? Recent observations by Scoville et al. (A.R.N.- 
M.D, Vol. 31, “Psychiatric Treatment,” Chapter 
30, p. 367) are strongly suggestive in this regard. 
In an extensive series of operations on the temporal 
lobes of psychotic patients they accidentally pro- 
duced in 2 patients severe injuries to deep midline 

_ Structures in the brain stem. The most profound 
behavioral alterations with complete remission of 
the psychoses in their series occurred in those 2 
cases. They were able to add from the experience 
of colleagues 2 more patients who also showed this 
astonishing result. 


PSYCHOLOGICAL IMPLICATIONS OF THE “ACTIVATING SYSTEM” 


[July 


from a dream.” He was indeed awakened, 
not from a dream but from a psychotic epi- 
sode. The stimulus provided by the nurse 
alerted the cortex of the patient via the A. R, 
S. and increased his awareness of stimuli in 
general. 

At times it was possible in these cataract 
patients to observe 2 ego states functioning 
side by side, one denying reality in a variety 
of delusional and hallucinatory wish-fulfill- 
ments, the other more accurately in contact 
with the environment. At such times the pa- 
tient would behave like a dreamer in the midst 
of a nightmare, who reassures himself that 
he is quite safely asleep and can rescue him- 
self any time he chooses by waking himself 
up. By judicious interventions one could per- 
mit the patient to drift off into a psychotic 
state or “come back again.” When the eyes 
were unbandaged and a new channel of per- 
ception was opened to the patient these epi- 
sodes occurred much less frequently and then 
primarily at night when alerting external 
stimuli were diminished. 

The phenomenon of double simultaneous 
stimulation has been studied extensively by 
Bender and his co-workers(1). One out- 
growth of their work is what they have called 
the ““Face-Hand Test” (2). If the cheek and 
hand of a subject are simultaneously touched 
when both his eyes are closed, many normal 
persons will report that they felt only the 
touch on the cheek. If the subject is now 
alerted to the possibility that he will be 
touched in more than one place and the pro- 
cedure is repeated, most normal people will 
detect both touches thereafter. One may ad- 
vance the view that by alerting the subject to 
the possibility of more than one touch his A. 
R. S. is fired by the warning via corticofugal 
fibers. The stimulated A. R. S. now activates 
the cortex, thereby increasing the level of 
consciousness and the awareness of stimuli in 
general. In this setting of heightened aware- 
ness the subject becomes capable of perceiv- 
ing both stimuli. If on the other hand the 
individual is suffering from some organic 
process that affects the A. R. S. directly or in- 
directly via corticofugal fibers, further acti- 
vation cannot take place. In spite of the pre- 
test warning by the examiner the subject 
responds to the 2 stimuli with insufficient ac- 
tivation and is not capable of expanding his 
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horizon of awareness sufficiently to encom- 
pass the 2 separate stimuli. Subjects with con- 
siderable anxiety often behave like “organic” 
patients on the face-hand test(1). In them, 
the narrowed horizon of awareness that this 
indicates is the result, theoretically, of cor- 
ticofugal deactivating impulses. Such func- 
tional deactivation would serve defensively, 
as a barrier against further stimuli, protect- 
ing the already traumatized organism from 
further stimulation(4). 


SUMMARY 


Recent advances in neurophysiology relat- 
ing to the so-called “activating system” have 
been summarized. Tentative correlations have 
been suggested concerning the properties of 
this system and certain psychological phe- 
nomena associated, primarily, with the 
mechanisms of defense. 
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OFFICIAL REPORTS 


THE LOS ANGELES MEETING 


The rogth Annual Meeting of The Ameri- 
can Psychiatric Association was held at the 
Statler Hotel in Los Angeles, California, 
from May 4 to 8, 1953. 

The official registration figure was 2,808, 
of which 1,260 were members (508 of the 
1,548 nonmembers were women). 

This was the third year of the mail ballot. 
Dr. Crawford Baganz, Chairman of the 
Board of Tellers, reported the gentlemen 
elected from candidates presented by the 
Nominating Committee and by petition. 

On Monday morning a very thought-pro- 
voking and stimulating address on “Psychi- 
atry and Citizenship” was delivered by Dr. 
D. Ewen Cameron, the retiring President. 

Monday evening was devoted to a special 
program sponsored by the Committee on In- 
ternational Relations. The meeting was ad- 
dressed by Dr. D. Ewen Cameron, Dr. Win- 
fred Overholser, Dr. Jose Angel Bustamente, 
and Dr. G. Ronald Hargreaves, a Corre- 
sponding Fellow from Switzerland. The an- 
nual academic lecture was given on Wednes- 
day morning by Dr. Sandor Rado, of New 
York, on “Dynamics and Classification of 
Disordered Behavior.” An interesting dis- 
cussion by Dr. Karl A. Menninger, Dr. 
Francis J. Gerty, and Dr. George N. Raines 
followed. 

For several years it has been the custom to 
hold a luncheon on Tuesday for all Fellows 
of the Association, at which time the Certifi- 
cates were presented to new Fellows. This 
year none but new Fellows were invited to 
this luncheon, and their Certificates will be 
delivered to them by mail. 

For the second year a precedent was 
broken by having no formal address at the 
annual dinner on Wednesday evening, This 
was a very enjoyable affair, and was attended 
by 521 members and guests. The President, 
retiring officers, Councillors, and Committee 
Chairmen were presented with a Certificate 


1 See report of Board of Tellers on page 73. 
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of Commendation. The Mental Hospital 
Service Awards were presented as follows: 
First Award to Selkirk Mental Hospital, 
Manitoba (Edward Johnson, Supt.) for pio- 
neering volunteer programs in Canadian hos- 
pitals; Second Award to Enid State School, 
Oklahoma (Mrs. Anna Scruggs, Supt.) for 
actively assisting in raising bond issue for 
new building resulting in full-time education, 
medical, and recreation program for all chil- 
dren; Third Award to V. A. Hospital, Sheri- 
dan, Wyoming (E. S. Post, Mgr.) for de- 
veloping therapeutic optimism throughout 
hospital by good administrative and educa- 
tional practices; Honorable Mention to Polk 
State School, Pennsylvania (Gale H. Walker, 
Supt.) for establishing effective TB treat- 
ment and control program; Honorable Men- 
tion to Anna State Hospital, Illinois (R. C. 
Steck, Supt.) for introduction of mental 
health education program; Honorable Men- 
tion to Sonoma State Home, Eldridge, Cali- 
fornia (Charles Ludwig, Clinical Director) 
for establishing preadmission diagnostic serv- 
ice that has cut down the waiting list for ut- 
gent cases. 

The Lester N. Hofheimer Prize for re- 
search went to Thomas H. Holmes and his 
co-research workers Helen Goodell, Stewart 
Wolf, and Harold G. Wolff for their work on 
“The Nose.” The Isaac Ray Award was pre- 
sented to Dr. Gregory Zilboorg. A delightful 
entertainment followed the dinner, which 
was, in turn, followed by dancing. 

Mrs. Glenn Myers acted as Chairman of 
the Ladies Committee on Arrangements. Her 
committee provided delightful entertainment 
for the visiting ladies, and gave a particularly 
attractive luncheon in honor of Mrs. D. Ewen 
Cameron, wife of the President of the Asso- 
ciation, which was followed by what we arè 
told was a most interesting and eye-filling 
fashion show. 

Friday morning at the business session for 
members, Dr. D. Ewen Cameron, retiring 
President, gave the gavel to Dr. Kenneth E. 
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: Appel, at which time he assumed the Presi- 
dency of the Association. At this meeting 
the Past President’s Medal was presented to 
the retiring President, by Dr. Winfred Over- 
holser. The new Council elected as members 
of the Executive Committee Dr. Francis J. 
Gerty and Dr. Walter E. Barton. 

Among the important actions of Council 
that were approved by the members during 
the several business sessions, the following 
are of especial interest : ‘ 

It was decided to hold the next Annual 
Meeting in St. Louis, Missouri, from May 3 
to 7, inclusive, 1954. 

The District Branches of the Bronx, Nas- 
sau, New York County, and South Central 
(Louisiana-Mississippi), which had previ- 
ously been voted on by Council, were ap- 
proved by the membership. The following 
District Branches, which had previously been 
approved by the Executive Committee, and 
later favorably voted on at the May, 1953, 
Council meeting, were approved as submitted 
to the membership: Central California Dis- 
trict Branch, Southern California District 
Branch, Colorado District Branch, and Que- 
bec District Branch. The following District 
Branches, their new and revised applications 
having been passed by Council in May, 1953, 
were voted on favorably by the membership : 
The Virginia District Branch, and the North 
Pacific (Oregon-Washington-British Colum- 
bia-Alaska) District Branch were approved. 
The President announced, after these 
branches had been accepted, that there were 
now a total of 16 District Branches, which 
was twice the required number, and the As- 
sembly of the District Branches of The 
American Psychiatric Association was auto- 
matically established. Council received the 
advice of the Assembly concerning the regu- 
lations governing District Branches and Af- 
filiate Societies and these were acted on 
favorably by the membership : 

(a) Each and any APA member, having 
Proper geographic qualifications, should, on 
his application, be accepted as a member of 
the District Branch in his area; or, if, in the 
Opinion of the District Branch, he is not ac- 
ceptable, such information as is pertaining to 
his status be referred to the Council for ap- 
Propriate action, No APA member should 
be compelled to become a member of a Dis- 
trict Branch. (b) A general policy of recog- 


nizing that the term “residence,” where it has 
reference to the making of an application for 
the establishment of a District Branch, shall 
be construed as meaning the place of work of 
the member making such reference. (c) Dis- 
trict Branches may not overlap with respect 
to the area from which they derive their 
membership. (d) District Branches and Af- 
filiate Societies may overlap with respect to 
the area from which they draw their member- 
ship. (e) The creation of new District 
Branches should be a matter of joint APA 
and local planning, to ensure ultimate total 
coverage of the area served by the APA. (f) 
Council may from time to time, either on its 
own initiative or at the request of the As- 
sembly, or of a District Branch, or of the 
membership in session at the Annual Meet- 
ing, review the areas from which existing 
District Branches draw their membership, 
and make recommendations to the APA at 
an Annual Meeting. 

Other actions of Council: Accepted the 
Finger Lakes Neuropsychiatric Society of 
New York as an Affiliate Society. Adopted 
a policy to the effect that dues will not be 
remitted for the year in which a registration 
is submitted. Determined to make every effort 
to increase the number of Corresponding Fel- 
lows, and decided to continue the policy of 
making no charge for dues for the Journal 
and for other publications. Decided that all 
topics submitted to the District Branches for 
discussion and opinion will be determined by 
the Council. Announced that the Association 
had been properly certified by the Treasury 
Department of the United States Government 
to enable the APA to receive gifts for the en- 
dowment fund tax-free. Set up an Ad Hoc 
Committee to consider the policies required 
to control the arrangement for the member- 
ship list. Appointed Dr. Jacques S. Gottlieb ' 
as APA representative on the National Re- 
search Council. Adopted a report of the Com- 
mittee on Clinical Psychology with respect to 
the nature of psychotherapy and the necessity 
for medical training, diagnosis, and psycho- 
therapy as a treatment and in administering 
this treatment. Council further instructed 
the Committee to attempt to reach an agree- 
ment to clarify the relationship of psychology 
and psychiatry, and authorized the Commit- 
tee on Clinical Psychology and the Committee 
on Legal Aspects of Psychiatry to consult 
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with the American Medical. Association Com- 
mittee on Mental Health, and take steps to- 
ward the setting up of a model certification 
bill for clinical psychologists. Decided to dis- 
cuss with the various states steps toward de- 
sirable changes in the Medical Practice Acts 
of the states. Directed a protest to the Vete- 
rans Administration in regard to the budget 
curtailment for consultant and attending 
services in VA hospitals. Appointed an Ad 
Hoc Committee to study the desirability of 
setting up divisional meetings of the APA 
since a large number of the members cannot 
attend Annual Meetings. Communications 
will be opened with District Branchgs and 
Affiliate Societies in the western part of the 
country for a divisional meeting in that area 
in 1955. Continued study was made of the 
question of malpractice insurance, as well as 
group health and accident insurance for 
Members of the Association. Installed an 
office of information in the Medical Direc- 
tor’s office. Denied the right of Fellows or 
Members to revert to Associate Membership. 
In event that a Fellow or Member resigns and 
reapplies, he should not be considered for a 
class of membership below that from which 
he resigned. The dues of an Associate Mem- 
ber shall be the same as for a full member 
after having been an Associate Member for 5 
years. Changed the title of ‘“Correspond- 
ing Member” to “Corresponding Fellow.” 
Elected to the Hofheimer Prize Board, Dr. 
Karl M. Bowman and Dr. Jerome D. Frank. 
Chose Dr. Henry W. Brosin as representa- 
tive of the American Board of Psychiatry and 
Neurology. Recommended that legal counsel 
be employed for Association business. Moved 
strong liaison in scientific matters between the 
APA and the Academy of General Practice. 
Changed the name of the Ad Hoc Committee 
on the Consolidation of APA offices to the 
Ad Hoc Committee on “Permanent Home” 
for the APA, and urged Committee to bring 
in immediate plans for the raising of funds 
for such a home to be located wherever, in the 
opinion of the Committee, it would best serve 
the interests of the Association. Voted to ap- 
point a committee whose twofold function 
would be to meet with the Mental Health 
Committee of the AMA, and study our 
total relationship with all the committees and 
divisions of the AMA that are related to men- 
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tal health. Authorized the planning of a con- 
ference of national psychiatric mental health 
organizations under the joint sponsorship of 
the APA and the AMA. Recommended the 
appointment of an Ad Hoc Committee on the 
Economic Aspects of Psychiatric Practice, 
Adopted the recommendations of the Joint 
Commission on Accreditation of Hospitals: 
(1) that the APA survey and rate psychiatric 
hospitals, both public and private, in the 
U. S. A. and Canada, (2) that this Commis- 
sion issue certificates to fully accredited psy- 
chiatric hospitals, and (3) that the APA, in 
surveying psychiatric hospitals, accept the 
standards of the Joint Commission on Ac- 
creditation of Hospitals in rating other de- 
partments than those of psychiatry in psy- 
chiatric hospitals, and in surveying general 
hospitals with psychiatric departments, that 
we accept and use the standards of The 
American Psychiatric Association. 

The Long-Term Planning Commission — 
recommended a policy as to the proper budg- 
eting of the Association’s funds; the func- 
tioning of committees; the means of com- 
munication ; problem of APA relations with 
other associations; problems incident to the 
growth in membership; problems regarding 
Corresponding Members ; and other problems 
of organization and procedure in handling 
the affairs of the Association. 

Tt was announced that the Assembly of the 
District Branches had been established, and 
its first report to Council was accepted. The 
Assembly was requested that the designation 
of the presiding officer be that of “speaker 
rather than “president.” Changed the name 
of the “Committee on Leisure Time Activi- 
ties” to “Committee on Cooperation with 
Leisure Time Agencies.”? 

The Committee on Arrangements under 
the Chairmanship of Dr. Cullen Irish did at 
excellent job, and everything was done with- 
out apparent effort and without confusion: 
The technical details, hotel arrangements, eat- 
ing places and similar facilities were arrange 
most successfully as usual by the Executive 
Assistant, Mr. Austin M. Davies, and the 
Association expressed its gratitude in resolt- 
tions to Mr. Davies, the Committee on At 


_ ? Other actions taken by Council will be reported 
in the complete Proceedings in a later issue of tHe 
JOURNAL. 
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, rangements, the Ladies Committee of Enter- Robert Robinson of the Medical Director’s 
tainment, Dr. David A. Young and his com- Office. Thanks were extended to Mr. Jack 
mittee for a very excellent program. Com- Meacham, Managing Director of the Hotel 
ment should be made on the excellent pub- Statler, and his associates and to all the em- 
licity and fair newspaper coverage, which was ployees of the Hotel Statler. 
due to the very proficient planning of Mr. R. Frutey GAYLE, Jr., M. D. 


SPECIAL NOTICE 
REPORT FROM NOMINATING COMMITTEE 


Dr. Henry Brosin, chairman of the nominating committee for 1953-54, solicits letters 
from the membership proposing nominees to the various elective offices of The American 
Psychiatric Association. It is expected that the nominating committee will meet in New 
York at the end of October to bring in its recommendations. Letters proposing names for 
nominations should therefore reach the committee not later than October 15, if possible. They 
may be addressed to any member of the nominating committee, which was appointed by Dr. 
Kenneth E. Appel and includes the following: Dr. Henry W. Brosin, Pittsburgh; Dr. Leo 
H. Bartemeier, Detroit; Dr. Frank H. Luton, Nashville, Tenn. ; Dr. Walter Rapaport, Ag- 
new, Calif. ; and Dr. James H. Wall, White Plains, N. Y. 


COMMENT 


PSYCHIATRY: A MEDICAL SPECIALTY AND/OR—WHAT? 


A review of contemporary medical litera- 
ture, both monographic and periodical, yields 
this impressive observation: While surgeons, 
internists, ophthalmologists, and other spe- 
cialists present essentially the results of clini- 
cal experience and research, psychiatrists— 
all of us—expend, in addition, much oratory 
and paper in talking and writing about “psy- 
chiatry.” We are still groping for a formula- 
tion of the scope of our professional interests. 
Tt is not difficult to understand this preoccu- 
pation. Alert. practitioners of any branch of 
medicine do not restrict themselves exclu- 
sively to bedside, office, and laboratory. Na- 
tional and global problems of sanitation, epi- 
demiology, food and drug supply, and ade- 
quately distributed availability of medical care 
are real, acute, and quotidian. Physicians 
have accepted the responsibility for public 
health, over and above the traditional con- 
cern for the individual patient. This has re- 
sulted in concrete, practical, effective meas- 
ures that have tended to increase longevity, 
reduce infant mortality, and prevent or at- 
tenuate diseases once dreaded as uncontroll- 
able scourges. 

Psychiatry has unquestionably a legitimate 
place in such a scheme, We can point with 
justifiable pride to a number of major ac- 
complishments. We have lessened the for- 
merly fatal aspect of general paresis. We 
have exploded the notion of the inevitable 
hopelessness of all schizophrenias. We have 
improved substantially the lot of hospitalized 
psychotic people. We have, under the current 
heading of psychosomatic medicine, brought 
to our colleagues an appreciation of personal 
and interpersonal issues, beyond the concen- 
tration on physical illness as a seemingly iso- 
lated event. We have acquired an unprece- 
dented skill in “understanding” and treating 
neurotics. We have declared—and, I believe, 
proved—our readiness to alleviate the every- 
day problems of the everyday person who 
comes to us for help, We have put our knowl- 
edge at the disposal of education, jurispru- 
dence, and personnel management. 
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But this is a far cry from flaunting “psy- 
chiatry” before the public as a panacea de- 
signed to cure all the world’s ills. Success 
has often, as the vernacular has it, a tendency 
to go to one’s head. Our achievements in the 
past half century have done just this to a 
number of well-meaning, though not too criti- 
cal, enthusiasts. Leaving “glory to God in the 
highest” more or less to the ministrations of 
the clergy, they asserted that it was up to 
“psychiatry” to set up a machinery for pro- 
moting “peace on earth and good will to- 
ward men.” Preparation for “world citizen- 
ship” was the declared motto of the 1948 
Mental Hygiene Congress in London; cells 
(or something of the sort) were established 
in every psychiatric center worth its salt, 
beautiful sentiments were mouthed and 
munched and ruminated and codified, and 
indignant high priests branded those who did 
not share their pontifical zeal as nonconform- 
ing, cold-blooded, hard-hearted kill-joys. The 
results of all this bustle are well known to 
everybody; to quote Horace: “The moun- 
tains are in labor, and a ridiculous mouse will 
be born.” It is astounding, in retrospect, how 
few of us had the courage to stand up and 
try to restore the lost perspective. 

The main difficulty seems to lie in the fact 
that the rightly heightened interest in mat- 
ters that are not primarily somatic has, de- 
spite all protestations, led in some circles to 
a crowding out of the medical emphasis— 
medical in a sense broad enough to include 
the totality of the individual in his setting 
and sufficiently circumscribed to remind us 
at all times that we are physicians. As physi- 
cians, as medical scientists, we have obliga- 
tions toward our patients and toward the data 
of factual observation. In a relatively young 
science such as ours, it is not easy to live up 
patiently to the second obligation. Theories 
tush in to fill the gaps in secured knowledge. 
Theories are helpful and stimulating and may 
lead to the discovery of new facts but they 
are decidedly not to be mistaken for the facts 
themselves. If they are, there is no limit t0 
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the areas over which one can roam with un- 
bridled abandon. Once someone has made 
up his mind that only the rooming-in program 
can save our civilization from complete col- 
lapse, he has, as was shown in a recently pub- 
lished book, no compunction in condemning 
obstetricians as sadistic ogres if they do not 
hasten to rebuild all lying-in hospitals. Once 
a person has become convinced of the illogi- 
calness of the unconscious, there is nothing 
to keep him from running wild in irrational 
speculations. Once someone has resolved 
that the holy trinity of the clinical team is 
indispensable, every other mode of procedure 
must impress him as inadequate. All such as- 
sumptions and inferences are pronounced 
more or less vociferously as emanating from 
“psychiatry.” 

We have perhaps been much too tolerant 
and “permissive” with regard to all the claims 
and generalizations and grandiloquent prom- 
ises purported to stem from “psychiatry.” 
Is it a wonder, under the circumstances, that 
many nonmedical people feel qualified to do 
what they have been made to believe is our 
work? 

There are refreshing signs that indicate 
that a change is in the offing; that Adolf 
Meyer, who was a physician first, last, and 
always, has not lived and taught in vain; 
that psychiatry, which some of its practition- 
ers have allowed to stray far from its medical 
base, is not in danger of getting out of hand; 
that the humble, earnest workers in the field 
can get off the sinners’ bench to which they 
have been sent by their world-reforming, 
fantasy-loving confreres as unimaginative, 
narrow-minded, “superficial” resisters of 
progress, 

A recent decision of the American Board 
of Psychiatry and Neurology has gone a long 
way toward the official acknowledgement of 
psychiatry as a medical concern. The state- 
ment reads as follows: 

After July 1, 1954, training credit for work in the 
field of child psychiatry may be gained only by par- 
ticipation in a hospital residency training program 
that is regularly approved. After that date, all in- 
dependent training approval of psychiatric clinics 
for children is discontinued. s 

Some of our colleagues abroad have made 
a special point of pleading for greater sobri- 
ety and self-scrutiny. John F. Williams, of 


Melbourne, Australia, felt the need for dis- 
cussing the limitations of pediatric psychi- 
atry. He called for a dispassionate examina- 
tion of current clichés that are often taught 
as articles of faith. 

P. K. McCowan, in his 1951 presidential 
address before the Royal Medico-Psychologi- 
cal Association,? deplored the fact that the 
mental hygiene movement “tends to be 
brought into disrepute by those uncritical en- 
thusiasts who give the impression that they 
have the key to a utopia from which war is 
banished, crime a thing of the past, and men- 
tal illness unknown outside textbooks.” He 
expressed the hope that “progress in our 
specialty, in the future as in the past, will 
come mainly from the efforts of those actu- 
ally engaged in the practice of psychiatry, 
and in research into its special problems.” 

Desmond Curran, in his 1952 presidential 
address before the Section of Psychiatry of 
the Royal Society of Medicine,’ criticized 
openly the notion that the sphere of our 
specialty includes world reform. He called 
for the evaluation of therapeutic results in 
place of too exclusive concern with psycho- 
pathological interpretation. He said: “I be- 
lieve it is thoroughly bad mental hygiene and 
thoroughly bad psychotherapy to encourage 
the public or the patient to expect the prob- 
ability of a transformation scene from psy- 
chotherapy or analysis.” He spoke out 
against “the undesirable implications of psy- 
chiatric attempts at dominance in the social 
fields of politics, criminal responsibility, and 
employment—attempts that ... are pro- 
moted by a sales technique that leads the 
public to unwarranted expectations of what 
we can give.” 

We have quite a bit to give—and quite a 
bit to learn—as psychiatric physicians, with- 
out intended or unintended self-inflation. If 
psychiatry goes beyond the boundaries of a 
medical specialty, it is apt to lose its identity 
—its very raison d’étre—in a mist of glib 
eloquence, unchecked wish thinking, and un- 
realistic onslaught on Quixotian windmills. 


1 Williams, J. F. Paediatric Psychiatry: Its 
Scope and Limitations. Med. J. of Austral., 2:76, 


1951. 

2 McCowan, P. K. “Whither Psychiatry?” J. 
Ment. Sci., 98:1, 1952. 

3 Curran, D. “Psychiatry Ltd.” Ibid., 98:373, 
1952. 
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Dr. Curran said in his address: “You may time to wear the shallow mask of manners, 

| recall that in The Importance of Being Earn- When I see a spade, I call it a spade.’ Forti- 

est Gwendolen says to Cecily: ‘On an occa- fied by this precedent, when I see bosh, I call 
sion of this kind it becomes more than a it bosh.” 

moral duty, to speak one’s mind. It becomes Vivant sequentes! — 

a pleasure,’ And Cecily replies: ‘This is no L. KE 
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LinpeMAN MemoriAL.—To preserve the 
philosophy and values of the late Dr. Eduard 
C. Lindeman in education for social work 
and in our society, the New York School of 
Social Work, Columbia University, will es- 
tablish a permanent “Eduard C. Lindeman 
Professorial Chair.” Dr. Lindeman, who 
died April 13 in his 68th year, had been a 
professor at the School for 26 years. His 
unique career paralleled the growth of the 
adult education movement, of which he is 
regarded as its inspiring leader. 

Dr. Lindeman joined the staff of the New 
York School of Social Work in 1924 and re- 
tired in 1950. In 1949 he was invited to In- 
dia, where he served as visiting professor at 
the University of Delhi. He served as a 
member of the National Committee of the 
White House Conference on Children and 
Youth. He had been elected President of the 
National Conference of Social Work for 
1953. 

Plans for the Professorial Chair were an- 
nounced at a special tribute meeting at The 
New York School of Social Work. An in- 
ternational effort will be made to obtain 
$500,000 by “Lindeman Friendship Groups” 
to be formedein more than 16 cities through- 
out the United States and abroad. 


Dr. VESTERGAARD APPOINTED TO ROCK- 
LAND ResEARCH Progect.—From the office 
of the Commissioner of Mental Hygiene, 
State of New York, Dr. Newton Bigelow, 
comes news of the appointment of Dr. Bjorn 
Vestergaard, Danish psychiatrist, to the staff 
of a special research project at Rockland 
State Hospital. His research work will be 
particularly concerned with the relationship 
of hormones to mental disease. The 32-year- 
old psychiatrist assumed his new position 
upon his arrival from Denmark May 4, 1953- 

Dr. Vestergaard comes to America with 
a notable record in clinical psychiatry and 
biochemical research in his native Denmark. 
Since October 1949, he has served as director 
of biochemical research at Sct. Hans Hos- 
pital Ved Roskilde, Denmark, where he con- 
ducted biochemical and endocrinological in- 


vestigations on psychiatric patients. He is 
the author of scientific papers published both 
in Danish and English. 


Dr. Brix Heaps UCLA Mepica 
Unir—A new coordinated program in men- 
tal hygiene sponsored by the Medical Center 
of the University of California at Los An- 
geles and the State Department of Mental 
Hygiene, and headed by Dr. Norman Q. 
Brill formerly of Washington, D. C., is now 
under way. Dr. Brill is serving as chairman 
of the department of psychiatry at the Medi- 
cal Center. The program is divided into 2 
parts: one having to do with undergradu- 
ate professional training and basic research, 
and the other with postgraduate professional 
training, study of the problems of inpatients 
and outpatients, pilot studies for institutional 
application, and clinical research, 

During the latter part of World War II 
Dr. Brill became deputy chief of the neuro- 
psychiatry division of the Army Surgeon 
General’s Office. He later served as head 
of the department of neurology at the 
Georgetown University Medical School. 


Dr. ROSENBAUM ON MISSION TO ISRAEL. 
—Dr. Milton Rosenbaum, professor of psy- 
chiatry in the University of Cincinnati, took 
up temporary duties recently as the first vis- 
iting professor of psychiatry at the Hebrew 
University—Hadassah Medical School in 
Jerusalem. He will assist in the establish- 
ment of a new department of psychiatry at 
Israel’s only medical college. This special as- 
signment was made possible by a $150,000 
grant to the medical school from the Julius 
and Marie Schneider Memorial Fund for 
Neuropsychiatry. 


Dr. Roserr SELIGER—The death of Dr. 
Robert V. Seliger of Baltimore occurred 
April 24, 1953. He was only 52 years old. 
Cerebral thrombosis was the cause of death. 

Dr. Seliger was well known throughout 
the country especially through his studies 
and publications on alcoholism. A native of 
New York, he graduated in arts from the 
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University of Maryland and in medicine 
from Fordham University. For the past 15 
years he had been on the staff of the Johns 
Hopkins School of Medicine. 

Dr. Seliger was chief psychiatrist of the 
Neuropsychiatric Institute of Baltimore and 
executive director of the National Committee 
on Alcohol Hygiene. One of his best known 
books is “Alcoholics Are Sick People.” 


Dr. JosepH L. FETTERMAN.—Dr. Victor 
M. Victoroff has kindly supplied the follow- 
ing information concerning Dr, Fetterman, 
director of the Fetterman Clinic, Cleveland, 
Ohio, who died April 12, 1953, of metastatic 
cancer. 

Dr, Fetterman graduated from Adelbert 
College with a B. A. degree in 1918, He was 
awarded the M.D. degree from Western 
Reserve University College of Medicine in 
1921. Later he added a Master’s degree in 
medicine. He had a rotating internship at 
Mt. Sinai Hospital, Cleveland, Ohio, and 
was resident in surgery in medicine at that 
hospital. He became assistant neurologist at 
the outpatient department at Lakeside Hos- 
pital from 1923 to 1936. He was made as- 
sistant visiting neurologist in 1936 and kept 
this title until 1941. From that date until 
1947, when he resigned to conserve his 

‘health and to establish the Fetterman Clinic, 
he held the title of Assistant Clinical Pro- 
fessor of Nervous and Mental Disease. His 
postgraduate study was taken with Paul 
Schilder and Joseph Gerstmann. He was 
the author of 3 books: “The Mind of the 
Injured Man,” “Practical Lessons in Psy- 
chiatry,” and a collection of epigrams called 
“The Spinal Column.” He published over 
70 professional articles in the areas of his 
interests: epilepsy, the relation between 
‚physical trauma and psychoneurosis, shock 
therapy, and problems in industrial and 
forensic psychiatry. 

He belonged to no “school” of psychiatry 
but was in the vanguard of American psy- 
chiatrists who have evolved an eclectic point 
of view in dealing with problems in their 
neuropsychiatric practice. 


Dr. C. P. McCorp.—Dr. Clinton P. Mc- 
Cord of Albany died at his home on May 10 
at the age of 72, after a long illness. Dr. 


McCord was a graduate of the University of , 


Pennsylvania Medical School and a member 
of the board of the Devereux Foundation, 
Devon, Pa. For 15 years he had served as 
director of health for the Albany public 
schools and as a member of the faculty of 
Albany Medical College. He was especially 
interested in criminology and social psychi- 
atry and served as a consultant in neuropsy- 
chiatry and psychoanalysis. 


INTERNATIONAL ASSOCIATION FOR CHILD 
Psycu1atry.—In connection with the Fifth 
International Congress on Mental Health, to 
be held in Toronto in August 1954, this As- 
sociation will sponsor a two-day international 
institute on “The Emotional Problems of 
Children under Six.” The Association in- 
vites clinical case studies of such children for 
presentation and intensive discussion by an 
international panel ; these may be either cases 
that have been intensively treated or ones 
that present interesting problems in the 
course of thorough diagnostic studies. For 
full details write to Dr. A, Z. Barhash, secre- 
tary-general, International Association for 
Child Psychiatry, 186 Clinton Ave., New- 
ark 5, N. J. 

The Association also invites descriptions 
of current research projects dealing with the 
main topic. For further information about 
research papers write to Dr, Gerald Caplan, 
Harvard School of Public Health, 695 Hunt- 
ington Ave., Boston 15, Mass. 


DACTYLOLOGY For ApHasics.—Our atten- 
tion is called to a new method of communi- 
cation for the aphasic patient. This is 4 


hand-talking chart devised by Dr. Hamilton . 


Cameron from personal experience with 
aphasia. The method can be used in all 
speechless cases where the teaching of a com- 
plicated hand-sign language is impracticable 
or impossible. The chart is available with- 
out charge from Dr. Cameron, 601 West 
10th St., New York 25, N. Y. 


AMERICAN ÅSSOCIATION OF FRIENDS AND 
FAMILIES or PSYCHIATRIC Patients, INC. 
—This Association provides counsel ani 
guidance in the areas of individual treatment, 
arrangements for suitable hospitalization: 
care of the incompetent’s estate, readjust- 
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ment of released patients in the community, 
etc. The following officers were recently 
elected: president, Dr. George W. Henry; 
vice-president, Dr. Edward M. Shepard ; ex- 
ecutive vice-president, Dr. Maurice J. Shore ; 
secretary-treasurer, Dr. Howard M. News- 
burger. The offices of the Association are at 
255 West goth St., New York 24, N. Y. 
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AMERICAN PSYCHOSOMATIC SOCIETY.— 
At the annual meeting held on April 18, 
1953, the following officers were elected: 
president, Dr. George L. Engel; president- 
elect, Dr. Lawrence S. Kubie; secretary- 
treasurer, Dr. Theodore Lidz; councillors, 
Drs. Robert A. Cleghorn, Jacob E. Fine- 
singer, and Jurgen Ruesch. 
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SHock TREATMENTS, PsYCHOSURGERY, AND OTHER 
Somatic TREATMENTS IN PSYCHIATRY. SECOND 
RevisEp AND ENLARGED Eprtion. By Lothar 
B. Kalinowsky, M. D., and Paul H. Hoch, M. 
D. (New York: Grune and Stratton, 1952. 
Price: $8.75.) 

This is the second edition of the authors’ earlier 
volume on shock treatments, considerably expanded 
after a lapse of 6 years, with a new chapter on psy- 
chosurgery added. The 3 major sections are con- 
cerned respectively with insulin shock treatment, 
convulsive therapy, and lobotomy or allied proce- 
dures. A short chapter gives brief attention to a 
variety of other physiological procedures; a con- 
cluding chapter sketches another miscellany of pro- 
posed explanations for the treatments and culminates 
with the statement, “At present, we can say only 
that we are treating empirically disorders whose 
etiology is unknown, with methods such as shock 
treatments whose action is also shrouded in mys- 
tery.” The book contains an extensive bibliography 
of over a thousand titles, and has a useful index. 

The authors have no special point of view to pre- 
sent and reveal a broad receptivity to all sorts of 
pertinent material in the literature. Since the book 
is frankly empirical in its approach, its usefulness 
and appeal depends on the authors’ wide acquaint- 
ance with the literature, their long clinical experi- 
ence, and the soundness of their clinical judgments. 
In all these respects, the book is eminently satis- 
factory and practicing psychiatrists can hardly dis- 
pense with it. 

The authoxs have been closely identified with the 
work on convulsive treatment from the start, both 
here and abroad, and handle their material on this 
subject with skill and, assurance. They give full 
consideration to all the variants and innovations, 
but are not easily persuaded. They are still partial 
to the original AC apparatus. The value of psycho- 
logic interest is recognized, but its role is not over- 
played. They are sceptical of the value of barbitu- 
rate premedication. Routine use of curare is not 
recommended, and a large proportion of the fatalities 
in these normally safe treatments are attributed to 
its use. They believe hypertension should no longer 
be regarded as a contraindication. One could query 
a few of their clinical recommendations, but they are 
usually thoughtful and cannot be disregarded. On 
the whole, they are perhaps too friendly toward con- 
vulsive treatments, These must be very unpleasant 
to experience and for many physicians are still un- 
pleasant to administer. One might wish that we had 
less crude tools to work with. The fear that pa- 
tients so often develop is real, even if obscured by 
amnesia, and is probably due to the fact of over- 
whelming neural stimulation rather than the an- 
noyance of the disorientation, as the authors sug- 
gest. There is a real impairment of mental efficiency, 
usually transient and slight, but sometimes prolonged 


and perhaps even sometimes permanent. Although 
in the psychosurgery section the authors correctly 
insist on the reality of functional damage, even 
where formal psychometrics reveal no defect, they 
are inclined to accept the evidence of psychometric 
tests and microscopic studies to support the claim 
that convulsive treatments are innocuous. It should 
be added, however, that the authors consistently 
emphasize the basic importance of sound and care- 
fully validated clinical observation. 

The section on insulin treatment is fairly com- 
plete and few important contributions are over- 
looked, but the profusion of data is at times be- 
wildering and some points of management already 
seem out of date. Many of the modifications and 
clinical manoeuvres recommended in the literature 
have proven useless, and it should now be possible to 
simplify the directions considerably. The most dan- 
gerous complication in insulin treatment, irreversible 
coma, should in my opinion be handled with blood ; 
transfusion in addition to the glucose and saline in- 
fusion recommended by the authors. 

The psychosurgery section is competent and com- 
prehensive. The authors certainly cannot be de- 
scribed as overenthusiastic toward the procedure, 
but believe it has an important place as a treatment 
of last resort. In the treatment of schizophrenia 
this means, in the authors’ view, that “as soon as it 
becomes obvious that shock therapy has failed, psy- 
chosurgery should be considered.” Does this imply 
that these procedures exhaust our present therapeu- 
tic armamentarium? It evidently does, for the re- 
maining procedures outlined in the book are given 
only cursory attention: sleep treatment, hormones, 
histamine, and the various other therapies, which are 
scarcely more than named. The destruction of brain 
tissue by lobotomy can be avoided only if our treat- 
ment resources are improved and enlarged. One 
could have wished that some of the treatments, es- 
pecially continuous sleep treatment, were accorded 
fuller consideration in a report of this sort. 

A point of medical history should be clarified. 
Meduna deserves full credit for the first systematic 
elaboration of convulsive treatment. Meduna began 
his experimental animal work on November 23, 
1933, and published nothing until later in 1934. 
Sakel’s earlier reports, as the authors recognize 
(page 41), described the benefits of insulin convul- 
sions and must be regarded as the first therapeutic 
advocacy of convulsions. Sakel’s report, entitled 
Erzeugung von schweren hypoglykamischen Shocks, 
eventuell mit Koma und epileptischen ' Anfallen 
durch hohe Insulindosen, was presented at a meet- 
ing on November 3, 1933, and published on the roth 
and 18th of that month. In spite of this his name is 
not mentioned in the history of convulsive treatment 
presented by the authors. 

The book is an outstanding and authoritative con- 
tribution to the growing literature on physiological 
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treatment in psychiatry. Its weaknesses are in large 
part the weaknesses of our science. It is empirical. 
There is no framework of theory, no adequate basic 
physiology, no etiologic principles to guide the for- 
mulations or to pattern the scattered data. But the 
time is soon approaching (and may already be here) 
when a bolder attempt to organize these data and to 
formulate some general principles of etiology and 
treatment might yield a rich harvest of results. 
Joszrx Wors, M. D., 
Jewish Hospital, 
Brooklyn, N. Y. 


Soctat Psycmorocy. By Solomon E. Asch. (New 
York: Prentice-Hall, Inc. 1952. Price: $5.50.) 


Thoughtfully, gently but firmly, Solomon E. Asch 
(professor of psychology at Swarthmore College) 
interweaves the tenets of the gestalt-derived situa- 
tional perspective into this social psychology text- 
book. In format the 20 chapters are allocated under 
an Introduction and 4 sections ; Organization in Psy- 
chological Events, Human Interaction, Social Needs, 
and Effects of Group Conditions on Judgments and 
Attitudes. Chapters are characteristically introduced 
by a delineation of contrasting doctrines that relate 
to the topic. Thus the chapter on “Doctrines of 
Man” begins with a brief but incisive description of 
the biological concept of man, the sociological ap- 
proach to man, and the Freudian concept of man, 
while the chapter on “Social Interests” is introduced 
by counterpoising the instinctivist solution to the 
convergence of environmentalist and Freudian doc- 
trines. These delineations of the assumptions, con- 
tent, and implications of contrasting doctrines about 
human behavior constitute useful contributions in 
themselves and can be recommended as a source for 
a refreshing review by psychologists, sociologists, 
and psychiatrists, 

More clearly and more frankly than most text- 
book writers, Professor Asch acknowledges the limi- 
tations of both knowledge and technique that char- 
acterize those disciplines that study human civilized 
behavior. In one of many trenchant passages he 
describes the current state of knowledge from psy- 
chology (pp. 24-25): “Modern psychology has often 
drawn, I suspect, a caricature rather than a portrait 
of man. As a result it has introduced a grave gap 
between itself and the knowledge of men that obser- 
vation gives us and from which investigation must 
start. Those who are not psychologists (and psy- 
chologists when they are off duty) speak of such 
strange things as fair play, justice and injustice, 
even of dignity and the need for freedom. They act 
on the assumption that men are the kind of beings 
that have the capacity to understand, that they have 
a sense of responsibility and can distinguish right 
from wrong. Common sense realizes that men do 
not always or even most often act according to their 
best impulses, but it also acknowledges that these 
impulses are the necessary conditions for society. 
Yet not only are these ideas excluded from scien- 
tific discussion; the conceptual schemes with which 
psychology works today hardly leave room for them. 
We begin to discern a systematic partiality in cur- 


rent psychological ideas. They speak of motives but 
they have no place for the joy of life; they describe 
action as the pursuit of one goal after another in an 
endless chain, but they forget the facts of planning 
and achievement, of wit and creation.” 

Professor Asch points out that such serious gaps 
in knowledge, and such one-sidedness in perspective, 
are frequently justified in the name of science and 
objectivity, but wonders if perhaps this is not a 
spurious objectivity and whether “the simplicity and 
apparent freedom from presuppositions may not 
hide a dogmatism all the more inflexible because it 
speaks in the name of science” (p. 25). 

Throughout this tempered, insightful, and sensi- 
tively written text Professor Asch modestly but 
with consistent coherence elucidates his theme (p. 
35): “In this work I shall try to defend the posi- 
tion that the facts of social behavior—such as those 
of group unity, leadership, and social organization— 
are as much facts about individuals as the percep- 
tion of pitch and color.” x 

For one who-spent several years examining text- 
books from the sister-discipline, sociology, in order 
to document a critique of the claims and emphasis, 
it was a refreshing experience to review Solomon 
Asch’s Social Psychology. While some statements 
in this text might be questioned, such are few, and 
they are subordinate to the over-all moderation in 
claims, Not only as a text is this book recommended, 
but also as a source of a highly promising perspec- 
tive from which to approach an understanding of 
human behavior in civilized society. 

A. H. Hoses, Pu. D., 
University of Pennsylvania. 
ORGANIZATION AND ParHotocy or THoucnt, Se- 
LECTED Sources. Translation and Commentary 
by David Rapaport. (New York: Columbia 
University Press, 1951.) 


This unusual book must be discussed from several 
aspects: (1) as a compendium of important writings 
on thought of which many until now were inacces- 
sible to most readers for biblio-technical reasons and 
because they had not been translated into English. 
The selection and translation alone of these papers 
makes a substantial contribution to psychology. 

(2) In addition to the preparation of these papers, 
the author has joined a continuous commentary O 
footnotes to the original text. In these footnotes ideas 
are compared and extrapolated, and terminology 


explained and related to other homologous terminol- | 


ogies—that is, to propositions and constructs that 
deal with the same matter of experience but attempt 
to absorb it into different terms, or approach it by 
means of different theoretical schemata. Thus an 
extraordinarily complex system of cross-references 
has been created in the present volume. Admittedly, 
it leaves the reader’s understanding blurred for 
some time. Once the intricate network of connec- 
tions has been recognized from the point of the 
central issue—namely, that of a theory of thought 
and its disruptions, these guiding comments will be 
very helpful. One might put it that the first foot- 
note will not become fully meaningful until after the 
last paragraph of the last paper has been read. Only 
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then does the full extent of the labor that must have 
gone into this organization become clear. For these 
footnotes were, so to speak, written by ear, with the 
argument of all the other papers (and a considerable 
volume of literature in addition) constantly in mind 
so that they could be universally compared and con- 
nected, The final effect of this method is a secondary 
unity of discourse that adds to each paper by placing 
it in a larger universe of which quite often the au- 
thor may not have dreamed. All papers are seen in 
the pursuit of one common problem. From the point 
of view of Rapaport’s encompassing organization 
one gains the impression that those investigations, 
dependent upon the conceptual tools and systemic 
inclinations of their time, were themselves functions 
of a trend that emerges only in retrospect. 

(3) The selection of papers and the author’s com- 
mentary also represent something of a history of 
ideas on thought. It is fragmentary only for the 
reason that other important writings that are more 
easily accessible-to the professional reader have not 
been considered. “The papers of this volume are 
organized into five groups: Directed Thinking, 
Symbolism, Motivation of Thinking, Fantasy Think- 
ing, and Pathology of Thinking.” Itis a safe guess 
that at least every second reader who has been in- 
terested in that field will have some regrets and 
some criticism. My own predilection would have 
been for the inclusion of some German epistemologic 
writing. I would have thought it especially whole- 
some for psychologists who incline to think that 
philosophers are exclusively and incorrigibly con- 
cerned with “metaphysics” rather than (as they quite 
frequently have been and are) with exactly the 
same problems that concern psychologists. 

(4) Finally, the idea of marginalia—a running 
commentary that accompanies the argument—is in 
itself a notable rediscovery. It is probably the oldest 
method of traneforming the unconscious sequence of 
incidents into a meaningful process. In the past its 
service has ranged from religious revelations to the 
equivocalities of the law. It is still being used in 
philosophy, but with the emancipation of the social 
sciences it has fallen into oblivion there. Thus, 
purely as a demonstration of method, this book 
should not be without effect. The fact is that psy- 
chologists have been rather helpless in dealing with 
the ideas that have accumulated in their field. Owing 
to the experimental tradition and generally to limita- 
tions of space, all the writing relevant to a problem 
can at best be abstracted in the briefest manner. In 
the present rigid pattern of scientific communication 
there is just no room for deriving common trends 
and a continuity in the approach to a problem. The 
Scientist as a rule has no opportunity to survey a 
universe of discourse for the purpose of synthesis. 
He is expected to state his problem, his hypothesis, 
and the method he will.use in testing it. He should 
have read the communications of others; but he is 
plainly barred from thinking about them publicly 
to the end that he may integrate many discrete 
Propositions into a new and better one. It is a safe 
Prediction that in this sense Rapaport’s marginalia 
will provoke a good deal of criticism. One hopes 


that they might also have some effect on the dead- 
lock of communication in psychology. 

(5) Ina concluding chapter Rapaport sums up or 
“extract[s] . . . . the concept of thought-processes 
which to me seems implicitly sketched in the forego- 
ing papers..... This assembly is organized around 
the psychoanalytic theory of thinking.” The state- 
ment that the author “extracted” the concluding 
chapter should not deceive us as to its real quality. 
Far more than a summary, it represents a thoughtful 
and scholarly essay in theory-building. It is a theory 
of thinking, and as such is a systematic integration 
of propositions that will have to be acknowledged 
and evaluated. It is a different question to appraise 
critically what has gone into this system. The con- 
ceptual foundation of this “assembly” is in the Drive- 
Energy—Tension-Reduction concept. Action arises 
in order to regain equilibrium; thinking from the 
memory traces left by cathexes. Consciousness fol- 
lows as a cathexis of memory traces of gratification. 
Reviewing these propositions, for instance, one is 
reminded again that psychoanalysis is still bound to 
operate within the schematic limitations of some of 
its fundamental concepts. But should a theory of 
thinking commit itself to all the paradoxical assump- 
tions that have to be made if a thermodynamic energy 
model is to be maintained? There Rapaport’s con- 
cluding chapter may render a final service by point- 
ing up, through its very comprehensiveness, where 
we shall have to think of better theoretical schemata 
for what is indeed the unchanging fruitfulness of 
the psychoanalytic approach. Many of its schemata, 
as in cathexis, belong to the physicalisms of the 
nineteenth century where Freud found them. The 
fundamental contribution of psychoanalysis, how- 
ever, lies not in these models but in the quest for 
instincts and their vicissitudes (to use Freud’s 
words) and for the cognitive functions of the ego in 
attempting to integrate its perception of physical and 
social reality into a reasonably secure, consistent, 
and satisfactory unity of conduct. 

Frepertck Wyatt, Ph. D., 
University of Michigan. 


Forensic PSYCHIATRY. By Henry A. Davidson, 
M.D. (New York: Ronald Press, 1952. 
Price: $8.00.) 


The preface to this book commences : “This man- 
ual has been written as a psychiatric-legal guide for 
physicians.” Elsewhere (page 125) Dr. Davidson 
uses these words: “It is not the place of this book to 
suggest reforms in the Jaw.” These comments indi- 
cate clearly the character of the book, which is 
practical rather than theoretical, categorical rather 
than exploratory. 

The text is devoted to a statement of the substan- 
tive law and legal procedures that are applicable to 
the problems encountered in forensic psychiatry. No 
other work is likely to provide so much in the way 
of practical assistance for the psychiatrist engaging 
in a court case. Physicians other than psychiatrists 
also will find it a useful text in forensic medicine. 
What the author has written about “the tactics of 
testimony” and such subjects as preparation for 
trial and courtroom technique applies not only to 
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psychiatry but to other aspects of clinical medicine. 

Fewer than 50 pages (pages 3 to 48) in a total 
volume of 387 pages deal with the criminal aspects 
of forensic psychiatry. As a result, the author has 
space to describe adequately civil problems that oc- 
cur so frequently in practice, problems such as psy- 
chiatric evaluation of personal injuries; mental ill- 
ness in relation to marriage and divorce; testamen- 
tary, capacity; malingering; contractual capacity. 
Adequate treatment of some of these civil problems 
in forensic psychiatry has resulted in a book that 
fills a real need. Most psychiatrists know the 
M’Naghten rules—probably fewer could state pre- 
cisely the legal rules governing testamentary ca- 
pacity. 

It is a pleasure to find that Dr. Davidson in this 
textbook has preserved the lucid wit that makes for 
easy reading of his shorter articles and pleasant 
listening to his oral presentations. 

The author is obviously aware of the legal dif- 
ferences in various legal jurisdictions. For example, 
in discussing legal commitment, he states (page 
TOG) Nee ET there is considerable state-by-state 


erence in the book to Canada (page 197): “The sit- 
uation in Canada appears to be less favorable to the 
mental hospital patient.” Canada consists of 10 
provinces that exhibit a province-by-province varia- 
tion comparable to the state-by-state variation in the 
United States, 
This book belongs high on any list of recom- 
mended reading in the field of forensic psychiatry. 
K. G. Gray, M.D., 
University of Toronto. 


CHANGES IN CIRCULATION THROUGH THE ANTERIOR 
CEREBRAL ARTERY: A Crinico-ANGIOGRAPHIC 
Stupy, By Sven Ethelberg. (Acta Psychiatrica 
et Neurologica, Supplementum No. 75, 1951.) 


This paper represents a Doctor’s thesis from the 
University of Kopenhagen. The author deserves 
credit for compiling and discussing such an extensive 
literature. The criticism may be made that many of 
the basic concepts, familiar to those working in this 
field, are discussed in too great detail. 

The paper is divided into 2 sections: the first 
deals with normal and abnormal angiography, the 
second with clinical investigations. 

The anatomy of the A.C.A. and its branches is 
given in greater detail than in the common textbooks 
of neuroanatomy. One branch is of special interest, 
namely the recurrent artery of Heubner, which sup- 
plies parts of the internal capsule, nucleus caudatus, 
putamen, and globus pallidus, which are usually 
poked at as domain of the middle cerebral artery 
only. 

Technical difficulties encountered in angiography 
of the A.C.A. are discussed. The anterior communi- 
cant is the only branch.that cannot be visualized be- 
cause of its anatomical position. Collateral circula- 


tion is maintained through the main basal vessels 
except in case of obstruction of the middle cerebral 
artery, when circulation is carried through the small 
peripheral vessels. 

The following pathological conditions lead to 
changes in the A.C.A.: (1.) occlusion of the artery 
due to atheromatous changes, syphilitic arteritis, and 
obliterating thrombangitis, (2.) arterial aneurism, 
(3.) atrio-venous aneurism, (4.) intracranial men- 
ingioma, (This is the only tumor that affects the 
A.C.A. exclusively.) 

The mechanism of cellular destruction by men- 
ingiomas considered by the author consists in shunt- 
ing the bloodstream into the highly vascularized 
tumor and thus depriving normal tissue of its blood 
supply. For this theory no experimental proof was 
presented. This seems unconvincing. 

The last chapter of the first division deals with 
theoretical speculations on the effect of hypoxemia 
and anoxemia on nerve cells. 

The chapter on mental changes associated with in- 
volvement of the A.C.A. is lacking in regards de- 
tailed information from the clinical psychiatric point 
of view. 

In cases with sudden interference with circulation 
through the A.C.A. the author assumes that un- 
consciousness is connected with the resulting abnor- 
mal discharge of nerve cells in the area of vascular 
damage. This hypothesis is based on a paper by 
Walker and co-workers, who found abnormal dis- 
charges of high electrical potentials in encephalo- 
graphic studies following cranial trauma associated 
with unconsciousness. True aphasia was never ob- 
served following occlusion of the A.C.A. Dysarthria, 
however, does occur. Other neurological findings 
are as follows: hemiplegias with flaccidity or Ti- 
gidity, contralateral crural monoplegia, complete 
contralateral hemiplegia, and sometimes forced 
grasping. Other clinical findings noted in cases of 
A.C,A. occlusion were intention trémor and dys- 
metria, disturbances of equilibrium without vertigo, 
and positive Romberg. Sensory symptoms consisted 
rather in paresthesias than in loss of sensation. 
Autonomic changes attributed to lesions in the pre- 
motor area 6 and 4 consisted in the rise and fall of 
blood ‘pressure, cyanosis of the limbs, dystrophic 
changes of the skin, and bladder, disturbances. 4 

In a final chapter the author discusses diagnosis 
and prognosis. The prognosis depends on the cause 
of the circulatory impairment. Slowly developing 0c 
clusions have a better prognosis than the acute ones: 
The most serious complication is rupturing am 


thrombosis of an aneurism. The surgical treatment 


consists of ligation of the afferent artery or in com- 
plete removal of the aneurism. In some cases post- 
operatiye seizures were reported that persisted for 
years. Fifty-five case histories are given in the aP- 
pendix. , 
Josera Hucues, M.D. , 
Institute of the Pennsylvania Hospital, 
Philadelphia. 
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REPORT ON SECOND ITHACA CONFERENCE ON 
PSYCHIATRIC EDUCATION* 


JOHN C. WHITEHORN, M.D.. Bartimore, Mp. 


During the year 1949-1950, when Dr. 
George S. Stevenson was President of The 
American Psychiatric Association, its com- 
mittee on Medical Education, under the chair- 
manship of Dr. S. Bernard Wortis, recom- 
mended that the Association have a confer- 
ence on psychiatric education. The Council 
approved this proposal and asked me to serve 
as chairman of the Conference. Funds were 
granted by the U. S. Public Health Service. 
The administrative arrangements for the con- 
ference were very effectively carried out by 
Dr. Daniel Blain, our Medical Director, and 
his staff. 

The first action, when funds were assured, 
was to request the cooperation of the Asso- 
ciation of American Medical Colleges. That 
organization accepted the invitation and des- 
ignated Dr. John McK. Mitchell, dean of the 
medical school of the University of Pennsyl- 
vania, to serve as co-chairman. With the 
advice of the APA Committee on Medical 
Education, a Planning Commission was es- 
tablished, which met at Lake Placid, New 
York, in October, 1950, and made general 
plans. The decision was made at that time to 
divide the work of the project into 2 portions, 
the first undergraduate medical education, 
and the second specialistic training. * 

The Planning Commission also discussed 
at that time the objectives, procedure, dura- 
tion, and composition of the conferences, and 
approved the basic planfor a group-discus- 
sion type of conference, in which all members 
should participate actively in a thorough and 
prolonged discussion of the problems. A 
small executive committee was named to or- 
ganize and-execute the plans for the confer- 
ences. In. addition to the 2 chairmen, those 
who shared in this responsible task were Dr. 
Vernon Lippard, Dr. S. Bernard Wortis, Dr. 
Francis J. Gerty, and Dr. Theodore Lidz. 
You will recognize among these the names of 
those who have served as chairmen of the 


1 Read at the tooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 


APA committee on medical education during 
the period of operation. 

The task was one of considerable difficulty 
and also of fascinating interest from the 
viewpoint of interpersonal transactions and 
group behavior. 

A similar Planning Commission met at 
French Lick Springs in October, 1951, to out- 
line the topics for the 1952 Conference. 

Approximately 80 persons were brought 
together in each of the conferences, for a full 
week’s discussion. The location chosen was 
the Statler Inn, on the campus of Cornell 
University at Ithaca, New York; the time, 
approximately the last week in June. The 
Conference on undergraduate medical edu- 
cation occurred in 1951, that on the training 
of psychiatrists in 1952. A report on the 1951 
sessions was published about a year ago? ; the 
report of the 1952 sessions has not yet been 
published. Its publication will formally com- 
plete the enterprise, as planned. There is 
good reason to believe that the Conferences 
have been very fruitful, and will have a con- 
siderable influence in medical education and 
in psychiatry. 

The main value of the Conferences’ has 
probably been in the actual conferring. Pre- 
paratory committees assembled, organized, 
and presented facts and ideas, but there were 
no lectures. There were no delegates com- 
mitted to particular viewpoints. There were, 
indeed, no representatives of any societies, 
associations, or groups, except Dean Mitchell 
and myself, representing the AAMC and the 
APA, and our task as chairmen was primarily 
to organize and conduct, rather than to strug- 
gle for any particular point of view. All other 
members were invited as individuals, and par- 
ticipated as individuals. Formation of cliques 
or blocks was at a minimum, All members 
participated actively, some of course a bit 
more actively than others. Discussion was 
vigorous, earnest, and thorough. The main 
part of the discussions occurred in small face- 


2 Psychiatry and Medical Education. The Amer- 
ican Psychiatric Association, Washington, D. C. 
1952. j 
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to-face groups around a table. The composi- 
tion of groups and the system for pulling to- 
gether group opinions were varied somewhat 
according to the topics. Many who partici- 
pated stated that they had a vital and con- 
structive personal experience. To gain these 
advantages, we had to sacrifice, with much re- 
gret, the different type of advantage that 
might have been gained by a much larger as- 
semblage, which would, however, have made 
it impossible to have the same degree of par- 
ticipation. 

Medical educators were very favorably im- 
pressed by the manner of conducting such a 
conference. George P. Berry, dean of Har- 
vard Medical School, in his presidential ad- 
dress at the Association of American Medi- 
cal Colleges in 1952, while speaking of the 
plans recently adopted by that association for 
a series of institutes to consider various other 
aspects of medical education, said that the 2 
Conferences on Psychiatric Education not 
only had produced specific and practical sug- 
gestions but had shown, in their design, how 
~ to plan successful conferences. 

In addition to the values gained by the par- 
ticipants in the conferences, the 2 published 
reports will, I hope, have a continuing value 
and a favorable influence on medical educa- 
tion and psychiatric training. Everyone will 
recognize that it is a formidable task to pro- 
duce, within one readable and interesting 
volume, a fair and accurate report of a whole 
week’s discussion by 80 persons, and at the 
same time to preserve for the reader’s benefit 
some of the vigor and excitement that made 
the conferences themselves constructive edu- 
cative experiences for the participants. 

Everyone here, I feel sure, has special in- 
terest in the outcome of the 1952 Conference 
on the training of psychiatrists. It would be 
impossible for me to present the work of that 
conference in a few minutes, but I can report 
very briefly some of the principal matters dis- 
cussed, and something as to the general views 
that prevailed. 

There is a classical issue in all education, 
between 2 general ideals or goals, which we 
might call the informational and the develop- 
mental. The issue can never be resolved radi- 
cally one way or the other, but in practice 
each working compromise tends to stress one 
or the other goal. In the main, I think, the 
Conference on the training of psychiatrists 
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tended to stress the developmental goal; that 
is to say, it put the main emphasis upon the 
development of the resident into a capable 
psychiatrist, during a period of working with 
senior partners, under conditions favorable 
for frequent consultation, with suitable op- 
portunities and encouragement to master the 
most valuable current knowledge and work- 
ing concepts, to acquire the skills, the atti- 
tudes, and the judgment needed for safe com- 
petence and thus to lay a sound basis for 
continued personal development thereafter. 
The Conference laid emphasis upon the ne- 
cessity of providing time and opportunity for 
a truly educative experience, rather than a 
merely practical performance, and much of 
the discussion had to do with the ways and 
means to provide such educational assistance. 
In general, seminars, consultations, and indi- 
vidual study were favored more than didactic 
instruction, 

The Conference recognized the difficulties 
in providing adequately guided experience in 
the whole range needed for a modern psychi- 
atrist—not merely with hospitalized patients, 
but in outpatient departments, in intensive 
therapy of the psychoneuroses, in child psy- 
chiatry, and in medicolegal and other com- 
Munity problems, There was a practical 
recognition of the developments that have 
made the isolated state hospital, in itself, an 
inadequate situation for full training, and 
there was much discussion of the numerous 
plans for affiliation, to assure adequate va- 
riety of experience. Such affiliated programs 
were of special interest because they seem to 
offer the practical advantage of utilizing va- 
rious existing facilities. There was some 
recognition of the dangers Of a too highly 
fragmentary arrangement, not sufficiently in- 
tegrated for the resident’s best development. 
The Conference showed a strong preference 
for the university training hospital as the 
logical center for such affiliated programs. 

One feature of the Conference was the 
presentation, discussion, and acceptance of a 
document regarding psychodynamics, pre- 
pared by a special commission, which at- 
tempted to formulate in a broad way what 
psychodynamics is all about, what general 
areas of agreement and disagreement now €X- 
ist, and what methods are available for vali- 
dation and progressive development in this 
field. 
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Some of the most interesting discussions 
concerned the role of psychoanalysis in resi- 
dency training. In recent years there have 
been advocates of the proposition that a per- 
sonal psychoanalysis is a necessary part of 
the proper training of a psychiatrist, and a 
number who had so advocated in the past 
were members of the Conference, but the 
Conference with practical unanimity con- 
cluded otherwise. Educational problems in- 
volved in the training of those preparing for 
specialized careers in psychoanalytic therapy 
were also brought forcefully into discussion, 
but not to any definite judgment. The Con- 
ference brought to expression in a fairly ma- 
ture way, I think, the sober realization that 
psychoanalysis has a significant but limited 
role in the theory and practice of psychiatry. 

There was discussion, also, regarding the 
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role of child psychiatry in the training of gen- 
éral psychiatrists. The need of all psychi- 
atrists for a period of well-supervised ex- 
perience with children’s psychiatric problems 
was strongly emphasized by the Conference. 
These brief remarks of mine have served 
merely to focus attention upon some of the 
high lights. When the report of the 1952 ses- 
sions has also been published, all will have an 
opportunity to review, in the 2 volumes, the 
main features of this interesting enterprise. 
In closing this brief statement, I wish to in- 
dicate my personal appreciation of the honor- 
able and responsible role in which I have been 
privileged to serve the Association in this 
project. I wish to express my personal thanks 
and the thanks of the Association to the many 
persons whose devoted labor contributed to 
the measure of success that was achieved. 
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The rehabilitation of mental patients has 
increasingly occupied the attention of psychi- 
atrists in recent years. Two factors have con- 
tributed to the recognition of the importance 
of effectual rehabilitation, namely, (a) that 
the goals of psychiatric treatment exceed the 
horizons of the private consultation office or 
the confines of the mental hospital and (b) 
that increasing hospitalization for psychiatric 
patients threatens to exceed the capacity of 
our hospitals with the consequent denial of 
treatment to large numbers of patients. To 
meet the ethical, philosophic, and practical 
demands of psychiatry, it is essential that ef- 
fective rehabilitation techniques be developed 
that will enable mental patients to return to 
society as satisfactorily functioning individ- 
uals, 

The scope of this paper precludes a detailed 
historical description of rehabilitation for the 
mental patient. Nor is it essential to outline 
the techniques presently used in this phase of 
treatment. An analysis, however, of current 
programs suggests that the basic meaning and 
function of rehabilitation may have been lost 
in the multitude of activities masquerading 
under this term. Webster defines rehabilita- 
tion as a process “to restore a person, as a 
disabled soldier, to a station of independent 
earning power... ..” 

In this definition, we find no compromise, 
no reduction of goals to ineffective levels. 
This does not regard the optimum of reha- 
bilitation as being the ability to make an oc- 
casional basket, the copying of magazine pic- 
tures, the creation of a leather purse, or the 
carving of book ends. It is not suggested that 
such activities have no part in the over-all 
process of rehabilitation: indeed, for the de- 
teriorated psychotic they may well be essen- 
tial steppingstones. But they should not ex- 
cite the psychiatrist too greatly: they are but 
means to an end. Few of us, much less the 
mental patient, could maintain “a station of 
independent earning power” by such activi- 
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ties. Active, solvent, functional participation 
in society should remain the ultimate goal of 
our treatment, 

Many of our hospitals are well equipped to 
provide these preliminary phases of rehabili- 
tation, through efficient occupational therapy 
and manual arts departments, Few, however, 
can provide facilities for the intermediary 
stage between these and final rehabilitation to 
working at a job and living at home. All too 
often, long-term patients in mental hospitals 
who have mastered almost every skill pro- 
vided in the occupational therapy and manual 
arts shops still remain permanent residents of 
the chronic wards, They have relapsed into 
inactivity because there is nothing new for 
them to do and no end to be achieved by re- 
learning the skills that provided them with 
little more than a break from the monotony 
of hospitalization, or because they found no 
thoroughly satisfactory final reward for the 
tedious relearning. For so many mental pa- 
tients, the existing rehabilitation procedure 
has become just one more cul-de-sac of mod- 
ern psychiatric treatment. 

It is evident that much of our inability to 
rehabilitate successfully the mental patient 1s 
due to our dichotomous thinking with respect 
to life in the hospital and life in society. We 
do not think of the mental hospital as part of 
our society but something outside of our $0- 
ciety. Hence, we have not developed the 
means of transition from one to the other. 
Recent years have seen great developments in 
hospital management. It is becoming increas- 
ingly possible to adapt the hospital milieu to 
the patient and vice versa. This has been an 
advance in our thinking and practice. But it 
is still a long way from the goal of total re- 
habilitation. 

There must be many techniques to help 
bridge the gap between rehabilitation in the 
hospital and rehabilitation in society. But 
each of them should have one thing in com- 
mon: the incentive-reward system must have 
some factors common to the hospital and 50- 
ciety. The incentive-rewards of the mental 
hospital are very different from those of nor- 
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mal work-a-day life. Ground privileges, the 
making of a tray for a relative, the approba- 
tion of a physician or nurse, the transfer to 
a “better” ward are on a different level from 
the incentive-rewards of life outside the hos- 
pital. 

In the choice of an incentive for the pur- 
pose indicated above it is possible to use one 
that is artificially created (as in the modern 
advertising techniques) or one that is basic 
to the culture(3). Recent studies on person- 
ality and culture leave no doubt but that the 
fundamental goals and incentives of a cul- 
ture pattern have a motivating power equal 
to innate drives(4). Conversely, it has been 
shown that there is little incentive value in 
goals not consistent with an individual’s cul- 
tural pattern(6). Further, the artificially 
created incentive has 2 limitations in its ap- 
plication to mental patients: (a) the patient 
has considerable difficulty learning new tasks 
and an inability to shift from accepted to 
new patterns of motivation(5) and (b) the 
artificial incentive must of necessity be situa- 
tional to the hospital and may not have an 
equal importance in a motivational scheme 
outside the hospital. 

Research on values and incentives in our 
American culture has revealed one major in- 
centive that forms a fundamental foundation 
of our way of life: money(1). There is 
some experimental evidence that the mone- 
tary incentive incites more physiological, so- 
cial, and personal motives in Americans than 
any other incentive in our culture(9). 

There have been many attempts to find re- 
wards that will motivate psychotic patients to 
release part or the whole of their psychosis in 
favor of more “normal” activity(2). Those 
engaged in these studies have been beset by 
one major problem: namely, that psychosis 
appears to be so highly individualized that a 
teward that works for one patient may not 
work for another. At the lowest level of 
operation, with the intensely active psychotic 
or catatonic, there appear to be some common 
rewards, ? But a reward system at the candy 
level is obviously unsuited to the long-term 


2 An interesting experience along these lines is 
Provided by an Intra-VA Research Project, “Habit 
Retraining During Sub-Shock Insulin Treatment in 
Extremely Withdrawn Schizophrenics,” by Henry 
N. Peters, Ph. D., Chief Clinical Psychologist, Vet- 
erans Administration Hospital, Little Rock, Ark. 


psychotic who already operates at a fairly 
efficient level within the hospital setting. 
Candy-reward cannot mean much to a patient 
with full ground privileges and regular home 
visits. With this class of patients, individual 
differences appear to operate so effectively 
that no one common reward has been seen as 
practicable. 

It has been believed, for example, that the 
goal of rehabilitation to one’s own family, or 
being part of a family in a foster home serv- 
ice, was a common goal for which all pa- 
tients might strive. We find, in truth, that 
this does not work except in a limited number 
of cases. The older a patient and the longer 
he has been separated from family ties (as 
in the chronic wards patients) this not only 
loses its effectiveness as a reward but actually 
becomes a threat and panic problem. We 
know, too, that one patient will work for the 
reward of having certain personal posses- 
sions, whereas another will regard quite dif- 
ferent property objects as worth while(10). 
In this, the mental patient shares something 
in common with the normal population. 

For the older chronic patient, certain geri- 
atric processes have taken place that are often 
overlooked in devising reward systems. Cer- 
tain remarkable changes take place in the in- 
terests and values of older men(7, 8). All too 
often, the reward systems of rehabilitation 
for mental patients are adapted to the 
younger schizophrenic, thus cutting out a 
chronic population that is increasing and of 
considerable importance in our society. 

Money, as a reward, helps toward solving 
these problems. It is an incentive that is as 
effective within the hospital as it is outside. 
It is a basis of our American cultural norms. 
But its greatest advantage lies in its exchange 
power. We do not have to struggle to fit a 
reward for each patient—each patient be- 
comes the chooser of his own final reward 
system through his acquisition of the means 
to purchase what he values. This in itself be- 
comes part of the rehabilitation process, We 
do not fix goals for the patient ; he can fix his 
own goals and by working for a monetary re- 
ward satisfy his own personal goals as he 
wishes. 

It also helps to rehabilitate in the patient 
what has always been recognized as a major 
contribution to mental health; namely, that 
an individual have a number of independent 
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interests and be able to shift from one to 
another. Only in cases of extreme para- 
noia are all of a person’s interests subordi- 
nated in one hierarchy. Yet in our present 
rehabilitation schemes this is exactly what we 
do; we limit the patient’s activities and goals. 
If the patient, on the other hand, has the op- 
portunity to widen his interests and goals, 
with therapeutic assistance he may be weaned 
back to a healthy attitude; money as a re- 
ward gives him this possibility of choice. 
With no other incentive is it as possible for 
the patient to start off with the one goal and 
expand or increase as he develops, being at 
the same time personally responsible for his 
choices. 

A further facet of the value of the money 
incentive is its dependence (in most instan- 
ces) upon group activity. The literature con- 
cerning the mental patient is classically de- 
pendent upon the theory that psychosis is a 
withdrawal process. It is a withdrawal from 
people, from society. No effective rehabilita- 
tion in our culture pattern can be created or 
maintained unless the patient learns to see life 
and effort in a group context. 

In our society, money is a major factor in 
getting people together. Apart from a very 
few activities, men cannot survive in our 
country without working with people. Money, 
as a reward, depends upon this function. The 
individual cannot make money in social isola- 
tion: his earning power is dependent upon 
his relationships with others. The less money 
we make, the less contact we need with 
others: the more we make, the more people 
come into our work constellation. This is a 
practical and essential aspect of rehabilitation 
that must be learned by the mental patient. It 
forms a logical sequence: if we want our 
special type of personal rewards these are 
dependent upon earning money and earning 
money depends upon working with other peo- 
ple. It becomes, therefore, a process of group 
activity. We have a direct correlation: the 
higher the integration with a group, the more 
money it pays off for rewards and satisfac- 
tions. 

Because money is a basis of our civilization 
and so highly prized, it is rarely given away 
for deviant behavior. Not much money is 
earned from odd or bizarre behavior (except 
perhaps in Hollywood or on television). 
Even within a mental hospital, no administra- 
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tion will provide a money reward system for 
nothing, Even for a psychotic patient to re- 
ceive payment, it is evident that he will have 
to produce something that is valuable to so- 
ciety. Money reward, then, can be obtained 
only by a work pattern that is normal. If jobs 
are set up in which money is the reward for 
effort, an essential rehabilitation factor is 
created in that the patient must undertake 
normal rather than abnormal activity. The 
“outside” reward system has not only pene- 
trated the hospital but also the “outside” be- 
havior pattern has become part of the hos- 
pital life. The patient is now doing, at his 
own level, what people do outside and is get- 
ting the same kind or class of reward that the 
people outside get. The bridge, therefore, has 
been erected over the moat separating the 
mental hospital from society. 


THE EXPERIMENT 


The present writer has attempted to put 
into practice, on an experimental basis, the 
theories outlined above. It must be clear, 
however, that this process does not fit all 
mental patients; it is the end of hospital re- 
habilitation, not the beginning. It cannot 
work for actively disturbed patients (that is, 
those who act out—aggressively or sexually), 
Evidence reveals, however, that it is effective 
with patients in whom the psychosis has 
somewhat reduced. It has been particularly 
effective with some of the patients regarded 
categorically as chronic. 

The writer took advantage of a Veterans 
Administration job described as a “Member 
Employee.” Such positions have been long 
established in Domiciliary Centers of the Vet- 
erans Administration. The purpose behind 
the creation of this class of positions was “t0 
aid in the rehabilitation of domiciliary mem- 
bers by utilizing more fully throughout the 
VA those members who are not eligible for 
employment and by broadening employment 
opportunities for other members through €x- 
tended training efforts. Such employment 
primarily is a part of the rehabilitation pt” 
gram for building up self-reliance in the 
members and helping them to resume the!" 
places in society.” * 

The jobs were filled by the class of persons 
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* who were receiving domiciliary care. They 
were excepted from the competitive civil 
service. They consist of such duties as com- 
pany commander, assistant matron, domicili- 
ary attendant, reader to the blind, bugler, but 
not necessarily restricted to this type of job. 
In order to effect this on the highest level pos- 
sible, training programs were established 
under the personnel division. 

It will be noted, however, that until the ex- 
periment of the present writer, these jobs 
were restricted to Domiciliary Centers and 
were not part of the care and treatment of 
mental patients in hospitals. 

The Veterans Administration allowed this 
writer to set up member-employee positions 
at VA Hospital, Perry Point, Maryland. Ad- 
ministratively, 2 such member-employee posi- 
tions were allowed for any one job in the hos- 
pital ceiling, The salaries range between 
$657.00 and $821.00. 

Those who are elected to status of member 
employee are first discharged as patients. 
They are housed in the Aides Quarters, usu- 
ally 2 to a room. As they are entitled to quar- 
ters and subsistence, no charge is made for 
their living quarters, laundry, or food. They 
are entitled to attend all recreational func- 
tions of the hospital. Further, they are also 
entitled to full medical and dental care. They 
are not entitled, however, to clothing, which 
they must provide from their own earnings. 

The rate at which a member employee is 
paid depends upon the job classification. The 
hours he works and benefits accruing, such as 
annual leave, conform to those prescribed for 
civil servants, He is not entitled to sick leave. 

At the time of writing there are 17 former 
patients who work a full 40 hours per week 
as member-employees. The range of their oc- 
cupations is wide: laborer, guard, painter, 
landscape worker, kitchen worker, and ward 
janitor. Of a total of 20 only 3 have so far 
been readmitted to the hospital for psychi- 
atric care. 

In most of these former patients, there has 
been a remarkable improvement in their overt 
appearance and behavior. It is impossible for 
those who do not know the identity of the 
member-employees to differentiate between 
them and the regular employees. On a simple 
observational level, it appears that in most 
there has been a restoration of self-esteem. 
Certainly, socialization has increased to a 
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marked degree. The pleasure brought to 
families of these former patients by this ad- 
vancement in adjustment is obvious. 

It is true that there must be selection of pa- 
tients for elevation to member-employee sta- 
tus. They are not chosen from biased diag- 
nostic samples, however, but are those in 
whom the psychiatric indicators for this mode 
of rehabilitation are strong. The following 
will indicate the types of patients from which 
the member employees have been selected: 
No. 1—admitted May 12, 1931—diagnosed 
schizophrenic reaction, paranoid type; dis- 
charged to member-employee status March 
18, 1952; No. 2—admitted June 27, 1925— 
diagnosed schizophrenia ; discharged to mem- 
ber-employee status January 15, 1952; No. 3 
—admitted September 21, 1935—diagnosed 
encephalopathy traumatic, epileptiform sei- 
zures (controlled) ; discharged to member- 
employee status September 5, 1952; No. 4— 
admitted July 4, 1945—diagnosed schizo- 
phrenic reaction; discharged to member-em- 
ployee status April, 1952; No. 5—admitted 
June 4, 1938—diagnosed schizophrenic reac- 
tion, paranoid type; discharged to member- 
employee status September 3, 1952. Others 
have been in the hospital from 1947 to 1952 
with similar diagnoses. 

Administratively, the activity of member 
employees had an effect on the financial op- 
erations of a hospital. At Perry Point, 17 pa- 
tients are now out of the hospital on a self- 
supporting basis. If we estimate an average 
salary of $2,600.00 per year for a regular em- 
ployee, multiplying this by 17 (as in the case 
of Perry Point) gives a total of $44,200.00. 
But the total cost of support (including meals 
and lodging) of the 17 member-employees is 
$22,661.00. This results in a financial saving 
of $21,539.00 per year. Additionally, we must 
account for the saving of 17 times $7.71 
(the per diem rate for each patient) : this is 
$131.07 per day or $47,840.55 per year. At 
Perry Point, operating the member-employee 
system up to the moment on a limited experi- 
mental basis, the saving to the government 
has been approximately $69,379.55 pet year. 

The initiation of the member-employee 
system at Perry Point has shown that certain 
patients can be rehabilitated at least toa satis- 
factory socialized level within a semihospital 
setting. The ultimate of rehabilitation, 
namely, effective socialization within society, 
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does not lie solely within the powers of hos- 
pital personnel. A vital part must be played 
by the industrialist who is prepared to give 
the ex-patient of the mental hospital a new 
start in normal work-a-day relationships. 
Those responsible for such placements know 
the difficulties involved. The social stigma of 
the mental patient remains; but this is not 
the only stumbling block to placement. More 
important to an industrialist is the fact that 
very rarely can the placement officer indicate 
any reliable recent work history of the former 
patient. No factory manager wants to waste 
his time on a person whose potential for un- 
productiveness is evident, and under previous 
placement procedures the recent work history 
of the applicant is indicative of this fact. If, 
however, the placement officer is able to show 
a successful work record of the former men- 
tal patient for some 12 months or 2 years, his 
task must be considerably lightened. The 
prospective employer has a substantial work 
record to assess and the former patient can be 
hired on precisely the same basis as “normal” 
people are hired by industry in society. The 
member-employee system can thus truly be- 
come a substantial bridge from hospital to 
society. 


A PATTERN FOR THE FUTURE 


With the effectiveness of this program a 
demonstrated fact, it now is permissible to 
pause and look to the future to see how these 
principles and methods may be used to make 
more effective the treatment programs of to- 
morrow. The setting of a VA psychiatric hos- 
pital will be used as the screen upon which 
this pattern for the future is projected since 
the writer is most familiar and most con- 
cerned with the potentials and liabilities with- 
in such a setting. The VA hospital is not a 
unique setting, however. All facilities treat- 
ing chronic mental patients are faced with the 
same or similar problems, and many will have 
the resources needed to deal with it. 

Certain problems and limitations first 
should be considered, For example, it is 
recognized that frequently only a limited 
number of positions can be created and that 
these soon may be filled with former patients 
who find this new situation to be a very de- 
sirable one. Under these circumstances, the 
program would soon come to a halt as a 
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treatment method and would have accom- 
plished little more than providing the hos- 
pital with a few new employees, many of 
whom would require more supervision and 
assistance than nonprofessional workers re- 
cruited through more usual methods. It is 


imperative, therefore, that full member-em- _ 


ployee status for former patients should not 
be viewed as an end but rather as an added 
means by which patients can be reintegrated 
into an extramural community setting. 
Member-employee status is but a new and 
added part of a treatment program having as 
its purpose a re-establishing for patients of 
their occupational potential and their ability 
to assume a more complete responsibility for 
their own management. Steps must be taken 


to see that member employees are not actually 


“forgotten” or that they are not purposely 
“overlooked” because they perform useful 
duties. The writer is reminded of an instance 
where an employee on a ward once com- 
plained bitterly because one of the patients 
was being sent out of the hospital on a trial 
visit. The employee’s complaint was that he 
had “trained” this patient to do some of the 


essential work on the ward, and that if he — 
were sent out of the hospital he (the em — 


ployee) would “just have to train another 
one.” The employee involved was one of the 
most effective therapists in the hospital be 
cause of this very ability to “train” his pa 
tients to do essential work on his ward, but he 
had lost sight of the importance of this ability 
in his desires to have an efficient and 
smoothly functioning ward. It is important, 
therefore, that both patients and personnel 
have defined clearly for them the temporaty 
nature of the member-employee appointment, 
Member-employeeship is but a “stepping 
stone,” making possible or easier the transi- 
tion from the hospital to the community out 
side the hospital. i 
Another point that bears discussion arises 
as a natural outcome of the very philosophy 
that leads to the creation of a member-en 
ployee program. If it is important to create 4 
steppingstone between the hospital and the 
community, might it not also be important t0 
create added steppingstones between the p3- 
tient and member-employee status? In fact 
is it not a sound principle to create as mat 
way stations as possible along the road that 
leads from psychosis back to the community 
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Such a method is consistent with both theo- 
retical and applied psychology where it is rec- 
ognized that immediate rewards, even though 
they are smaller in objective value, are more 
powerful incentives than larger rewards that 
are more remote temporally or spatially. 
This is recognized in our culture by many 


familiar proverbs such as “A bird in the hand ` 


is worth two in the bush.” 

Further, it may be important in the reha- 
bilitation program to have the various steps 
within the over-all program clearly defined 
and identified for both patients and person- 
nel, Just as a stranger in a foreign country 
finds it helpful and comforting to come upon 
frequent signposts showing he is traveling in 
the right direction, indicating how far he has 
traveled and how far he has still to go, is it 
not reasonable to presume that the hospital- 
ized patient, who is moving in the direction of 
remission, would also find some value from a 
system that confirms for him his impressions 
that he is making progress, that he is travel- 
ing in the right direction, and that the dis- 
tance remaining to be covered is becoming 
smaller and smaller? The writer realizes that 
certain critics will take exception to this point 
of view. Some experienced clinicians will 
argue, in fact, that calling attention to signs 
of improvement will reactivate the basic con- 
flict patterns within the schizophrenic so that 
there is danger of losing those slight gains 
that have been made. Probably this is true 
for many early schizophrenics and for schizo- 
phrenics who still are struggling actively with 
problems created by family demands or their 
immediate effects. It should be pointed out, 
however, that the patients who were ap- 
proached and who responded to the member- 
employee program were chronic in the sense 
that they had been hospitalized for consider- 
able periods, many being advanced in age and 
having no family ties remaining. It is at least 
a tenable hypothesis that these patients have 
outlived the necessity to struggle with these 
problems and, therefore, are better able to 
Teaccept the standards and living patterns 
made intolerable by this struggle. 

As a final consideration, it seems to the 
writer that it may be a mistake in method to 
Preserve the “hospital atmosphere” for pa- 
tients who are moving toward social recov- 
erties. If the patient is to leave the hospital, 
there inevitably comes a time when he again 
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must be able to meet and deal with the frus- 
trations and demands imposed upon all of us 
by a culture that places an emphasis on com- 
petition and success. Is it not an injustice to 
the patient to shield him from these pressures 
of “normal” society until the actual day we 
return him to life in society? Child psychi- 
atry recognizes the injustice to children that 
is done by overprotective parents. Should 
not we recognize and take steps to avoid the 
injustice to patients that is brought about by 
the overprotective hospital? This is not to 
say that patients should be subjected indis- 
criminately to frustrations and social pres- 
sures. Such a conclusion would be absurd. 
As with the child, however, the patient who is 
“growing up” must be exposed gradually to 
the situations with which he was unable to 
deal in an extrahospital society and that led 
him to a psychotic solution of his problems. 
By carefully controlling his experiences and 
by providing him with meaningful incentives, 
we can help him develop adequate means of 
dealing with these situations. Meaningful in- 
centives are necessary if we are to expect the 
patient to reface and cope with these situa- 
tions again. The “pattern for the future” for 
these patients must offer some reason for at- 
tempting again to do that which previously 
was so overwhelming that psychosis was pre- 
ferable. 

The writer does not presume that a pro- 
gram such as described above is the only way 
in which patients may be resocialized. It 
seems to be one way, however, that is effective 
for a certain group of hospitalized patients. 
Let us now consider the program and the 
various problems that have been presented to 
see if a still more effective method can be 
developed. As mentioned previously, this will 
be done within the setting of a Veterans Ad- 
ministration hospital, since it is in this set- 
ting that the previous programs were de- 
veloped. 

It is suggested that one effective approach 
might involve an earlier effort to re-establish 
the power of the monetary incentive, The 
writer would suggest that all voluntary (or 
involuntary) work assignments (hospital in- 
dustry, work details, etc.) should be done 
away with. Any patient being considered for 
group privileges should be expected to engage 
in some form of productive activity, but for 
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these activities he would receive a monetary 
reward consistent with the monetary struc- 
ture of the hospital. Let us take the monetary 
return of the full member employee as a 
standard and say that this standard should 
represent the reward a patient would receive 
for a full day of productive activity. If the 
day were fractionized into hourly portions, 
there would be a basis for 8 levels of mone- 
tary reward and for 7 new partial member- 
employee levels. For lack of a better name 
these might be referred to as “associate mem- 
ber employees.” An associate member engag- 
ing in productive activity representing the 
equivalent of one hour of productive activity 
would be rewarded at the rate of one-eighth 
of the full member-employee level. This 
might be the case if the associate member 
worked only one hour during the day and was 
totally effective during that hour. It might be 
the case, also, if the associate member worked 
8 hours but accomplished only the equivalent 
of one-eighth of a full day of productive ac- 
tivity. Whichever the case may be, the work- 
ers would be rewarded for what they pro- 
duced. They would receive a monetary 
reward consistent with demonstrated produc- 
tive capacity. This is a first step in approxi- 
mating the social and vocational standards 
imposed by an extrahospital culture. 

An important aspect of the program would 
be the re-establishing of the meaningfulness 
of the monetary reward. An opportunity 
must be provided for associate members to 
have the positive experiences associated with 
money. They should be given sufficient op- 
portunities to use money (or its equivalent) 
in its usual ways. This is important for the 
lower level associate members, since most of 
them have been denied access to their funds 
for a considerable time because of their in- 
ability to manage their affairs. It is impor- 
tant that they have an opportunity to relearn 
the buying value of money. They must be 
given access, therefore, to the money they 
earn as part of the rehabilitation process and, 
also, must be given access to stores (the can- 
teen for those unable to have passes) and 
catalogues. They must be encouraged to make 
purchases of items they wish. The ward 
management must be tolerant and under- 
standing, especially when it is evident that the 
items are of value only to the person making 
the purchase. Too frequently patients are 
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discouraged or prohibited from making pur- 
chases only because the responsible person's 
value system does not include the item re- 
quested. If we are interested in re-establish- 
ing the incentive value of money, it is the pa- 
tient’s value system that is of importance, not 
the value system of the hospital personnel. 

It is also important that full member em- 
ployees have ample opportunity to spend their 
pay. This is one of the ways by which the 
limited number of full member-employee po- 
sitions can be kept open for new members, An 
illustration will serve to make the point: On 
several recent occasions the writer has been 
approached by member employees who ask if 
there is an opportunity for promotion within 
the member-employee program to a higher 
pay level. These members were fully satisfied 
with the monetary returns when they first be- 
came members. The experience of having ac- 
cess to their money and of redeveloping old 
living patterns and desires that require the 
spending of the money have now brought 
them to the point where they would like to 
have more. The limitation placed on the 
maximum monetary return from member 
employeeship is a desirable feature in the 
total program. The only alternative for the 
member who wants more of that which he has 
been retrained to appreciate (money) is for 
him to seek full-time employment away from 
the hospital setting. This should be made as 
easy as possible for those who have developed 
to this level. 

As a positive and concrete approach, since 
member employees are entitled to full medical 
care, it is proposed that vocational counselors 
should work constantly with member em- 
ployees to try to foster in them this desire for 
greater monetary returns, and that the voca- 
tional counselors should then assist them 10 
finding employment in industries suited to 
their desires and aptitudes, The full facilities 
of the social service department will be used, 
including the foster-care program facilities, 
in order to help members find boarding homes 
offering a congenial atmosphere and a social 
pattern to which the member can be expected 
to adjust. Also, especially in the early levels 
of member-employeeship (when the associate 
member typically spends less than a full day 
at his work assignment), there will be an ac- 
tive resocialization program that will have as 
its purpose the developing of socially adap- 
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' tive recreational and living habits within the 
associate member. This program will be co- 
ordinated by the ward physician or the ward 
psychologist, and will involve the use of spe- 
cial-services facilities (to develop library 
reading habits, recreational habits, etc.), oc- 
cupational therapy (to develop one or more 
interesting and valuable hobbies), and other 
departments and individuals within the hos- 
pital setting to prepare the associate member 
for full member-employeeship and later reas- 
similation into an extramural social group. 

The program outlined briefly in the preced- 
ing paragraph offers at least tentative solu- 
tions for many of the problems and limita- 
tions of the present member-employee pro- 
gram. It should be noted that a program such 
as that proposed can succeed only where there 
is full acceptance of its principles and meth- 
ods by those who are going to be responsi- 
ble for carrying it out. This applies not only 
to the ward physician, the ward psychologist, 
the vocational counselor, the occupational 
therapist, and the social worker, but (and 
perhaps more importantly) to psychiatric 
aides on the ward and to mechanics in the 
garage, gardeners in the greenhouse, stock 
clerks in the warehouse, and to any other paid 
employees who have full or associate mem- 
bers assisting them in their duties. There 
must be a constant purpose of moving the 
member employee on to a higher level of ac- 
tivity and status. For this reason, the pro- 
gram (and all the people involved) must be 
sensitive to change in the level of adaptation 
of the members. The garage mechanic, the 
gardener, the stock clerk—all should make it 
their responsibility to watch for and report 
signs of change in order that the level of 
monetary reward can be promptly adjusted 
accordingly. This is true for changes in both 
directions. It is as important to recognize and 
take into account a loss in effectiveness as it 
is to recognize and reward the increases in 
productivity. A program such as this would 
lead to a truly treatment-oriented hospital, 
with every employee feeling a partial respon- 
sibility for every patient. 

In summary of this “pattern for the fu- 
ture,” it would seem that the member-em- 
ployee program, which has been tried and 
proven within the setting of one large VA 
hospital, can be improved by modification so 
that it applies to a tremendously increased 


number of chronically ill patients. This modi- 
fication, involving the creation of a series of 
associate-member positions and the extended 
usage of vocational-counseling programs, fos- 
ter-care programs, recreational programs, oc- 
cupational-therapy programs, etc., is of great 
practical importance to the Veterans Admin- 
istration and to other agencies and facilities 
treating psychiatric patients because of the 
ever-increasing number of long-term patients 
who are filling the badly needed beds of our 
mental hospitals. Such a program does not 
presume to be the only or the final solution to 
the growing problem of the chronic mental 
patient, but does offer a new and promising 
approach to this important area. 


CONCLUSION 


An attempt has been made to combine a 
culturally powerful incentivet common to 
mental hospital environment and society with 
the motivational system® of certain hospital- 
ized psychiatric patients to effect a successful 
rehabilitation. This has taken the form of 
monetary reward for socially acceptable pro- 
ductive activity, which forms a bridge be- 
tween hospital adjustment and “outside” ad- 
justment. It allows the individual to set his 
own ultimate goals and rewards. It initiates 
and demands group activity for obtaining the 
reward. It makes the mental patient under- 
take normal behavior for normal rewards, At 
Perry Point Veterans Administration Hos- 
pital, the theory was translated to the practi- 
cal application of a member-employee system 
under which certain psychiatric patients were 
discharged to work as hospital employees 
with monetary rewards and certain subsidiary 
benefits. Of 20 patients only 3 were read- 
mitted to the hospital. Remarkable personal 
adjustment resulted with improvements in 
appearance, behavior, and self-esteem. It en- 
abled a financial saving to the government of 
approximately $69,379.55 per year. It has 
given current occupational-therapy and man- 
ual-arts procedures a higher goal and pur- 


4 We define incentive to mean an object or situa- 
tion toward which a drive-originated activity is 
impelled. 

5 Motive is used in its broadest sense to cover 
every form of impulsion; noting that many present 
treatment methods stress the motive but give little 
attention to the effective combination of motive and 
incentive. 
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pose. It gives the placement officer a recent 
work history to facilitate his task with indus- 
. trialists. It permits former mental patients to 
be hired on the same basis as normal individ- 
uals. It is proposed to develop the member- 
employee system to the point of grading 
hours and tasks to various levels of patient 
adjustment. It has proved to be a most effec- 
tive intermediate extramural rehabilitation 
process. 
ADDENDUM 


In time elapsed since this paper was written the 
following progress has been made: 49 member 
employees are now on the employment rolls and 
6 have already been placed in jobs and homes out- 
side the hospital. These 55 former patients had been 
in the hospital an average of 10 years. 
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A CRITICAL EVALUATION OF CARBON DIOXIDE OXYGEN 
INHALATION THERAPY IN MENTAL DISORDERS 


JOHN ALFRED FRANK, M.D.,1 New York, N.Y. 


The use of mixtures of carbon dioxide and 
oxygen in the treatment of mental disorders 
has aroused considerable interest recently 
among psychiatrists and other physicians. As 
is customary in medical history, the intro- 
duction of a new form of therapy is received 
with enthusiasm, but a long period of clinical 
and experimental testing is necessary in order 
to evaluate objectively the recommended 
treatment, In no other field of medicine is 
this perhaps more difficult than in somatic 
therapy in psychiatry, owing to our lack of 
precise knowledge concerning the etiology, 
nosology, and natural history of most mental 
diseases. Despite these difficulties, it is es- 
sential to examine critically initial claims 
made concerning the efficacy of any new form 
of therapy, in order to avoid the error of sub- 
jective overenthusiasm and to aid further 
research. 

This report will attempt to evaluate carbon 
dioxide therapy from a clinical standpoint.’ 
The first section will review clinical reports 
and will include a statistical summary of 238 
cases collected from the literature. In the 
second section experimental work and hy- 
potheses concerning carbon dioxide therapy 
will be reviewed. The third section will con- 
sist of a critical discussion, including sugges- 
tions for future research. 


1. Review or CLINICAL Reports 


INTRODUCTION 


In 1918 Loevenhart(25) found that intra- 
venous sodium cyanide caused stuporous psy- 
chotic patients to become mentally alert for 
brief periods. In 1929 he reported that in- 
halation of 30—40% CO, in oxygen was 
more effective than sodium cyanide, causing 


1 Assistant Attending Psychiatrist, NYU-Belle- 
vue Medical Center; Assistant Psychiatrist, Van- 
derbilt Clinic, New York City. 

2The central action of carbon dioxide, its effect 
upon the function of the isolated nerve, and the 
Sensory and motor phenomena resulting from inha- 
lation of CO, and oxygen have been described in 
detail by Meduna(32) and Baudouin et al.(3)- 


- “cerebral stimulation” in mute or catatonic 


patients that lasted 2 to 25 minutes (26). 
These findings were confirmed by later inves- 
tigators(14, 32). In 1946 Meduna first 
treated psychoneurotics with CO,-O, inhala- 
tion, presenting his results in a series of 
papers(27-31) and in a book (32) in which he 
enthusiastically recommended carbon dioxide 
therapy as “a neurophysiological treatment 
of neryous disorders.” 


TECHNIQUES OF CARBON DIOXIDE 
THERAPY (CDT)? 


At first Meduna used a mixture of 20% 
CO,—80% Oz but later changed to 307% CO: 
—70% O», which was inhaled by the patient 
through an anaesthesia mask until a stage of 
brief coma (lasting less than one minute) 
was attained. Following cessation of the in- 
halation, the patient rapidly regained con- 
sciousness. Meduna recommended an opti- 
mum of 3 treatments per week, to a total of 
20-150 treatments, depending upon the de- 
gree of improvement noted, and avoided con- 
current psychotherapy, in order to test the 
therapeutic effect of COs. 

Certain modifications in technique have 
been introduced including variations in fre- 
quency of the treatment, in duration and 
depth of coma, in concentration of CO,—Oz., 
and in the use of concurrent psychotherapy. 
Wilcox(53) gives 10 inhalations of 20% 
CO—80% Os, then gradually adds 100% 
CO, until coma is reached. He combines this 
with psychotherapy at each session, calling 
his method “psychopenetration.” A similar 
method is advocated by Liest(21). Milligan 
(37) produces “oyerbreathing with some 
restlessness,” but no coma, by giving 100% 
O», then introducing 100% CO: up toa con- 
centration of 15% CO». After 20 inhalations, 
more CO, is added to 30% concentration and 
then lowered to the former level. By this 


3 The abbreviation “CDT” throughout this paper 
will refer to Meduna’s brief-coma technique, and 
minor modifications thereof, unless otherwise quali- 
fied (e.g. noncoma CDT, CDT plus psychotherapy) - 
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technique, abreactions can be induced rapidly. 
He uses CO, only as an aid to psychotherapy. 

In order to alleviate the increasing anxiety 
manifested by some patients, Meduna(4) 
starts with 100% nitrous oxide to induce 
coma, then changes to 30% CO,—70% Oz 
without removing the mask. Occasionally he 
switches to N:O, after giving CDT. He ad- 
vises caution in using N:O, since it produces 
cerebral anoxemia, which might lead to re- 
spiratory failure when combined with CO}. 
LaVerne(4, 19) trains patients to exhale 
room air forcibly and take immediately a 
deep breath of 70% CO,—30% O+. This 
“single breath” technique produces instan- 
taneous coma in most patients and thus 
avoids the severe precoma anxiety that may 
occur with Meduna’s method. 


PSYCHOTIC DISORDERS 


Reports on CO, therapy in psychotics are 
w and the results generally unfavorable. 
insie et al.(14) exposed 18 catatonic schizo- 
phrenics to high concentration of CO, in 
toom air for long periods and noted that 2 
patients recovered and remained well for 18 
months. However, they did not claim that 
CO; caused the improvement, Kindwall (18), 
using CDT plus “other forms of treatment,” 
reported lasting improvement in 1 of 4 
schizophrenics. Baars(r) noted partial im- 
provement in a case of acute anxiety hysteria 
with schizoid features. Several weeks later 
the patient was admitted to the hospital “with 
schizophrenia, but without symptoms of hys- 
teria or anxiety.” Two schizophrenics given 
CDT by LaVerne and Herman(20) showed 
no change. Summarizing, only 4 of 25 schizo- 
phrenics improved during CO, treatment. 
A group of 17 hospitalized psychotics in 
remission was treated by Liest(22) with 
CDT plus psychotherapy. He reported an 
87% improvement rate and concluded that 
CDT helped patients to respond to psycho- 
therapy. Since all these patients were in re- 
mission at the time of getting CDT, and most 
of them had previous or concurrent psychi- 
atric treatment, this high improvement cannot 
be considered a “specific” effect of CDT. 
Busse et al.(2) gave various mixtures of 
CO;—O, to 12 hospitalized psychotics (10 
of whom were schizophrenic) under intra- 
venous barbiturate anesthesia. Four patients 
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improved enough to go home and the re- 
mainder showed transient mental alertness 
but then relapsed. The authors conclude, 
however, that their method is not of appreci- 
able value in schizophrenia. They believe 
this to be a relatively safe procedure, but 
Meduna(4) states that combining intra- 
venous barbiturates with CO, inhalation is 
dangerous and may lead to respiratory arrest, 


NONPSYCHOTIC DISORDERS* 


Clinical reports on CDT in psychoneu- 
rotics are few and the data frequently frag- 
mentary. Different authors report varying 
results, the use of diagnostic terms is chaotic, 
methods of evaluating improvement are not 
clearly stated, and controls and follow-ups 
are rare. The duration of illness, previous 
treatment, if any, and types of concurrent 
psychotherapy used are frequently not de- 
scribed. 

Despite the errors involved in attempting to 
apply statistics to such heterogeneous data, I 
have summarized 238 cases from the litera- 
ture in Table 1. The data were reclassified 
according to the 1951 “Diagnostic Manual” 
of the American Psychiatric Association 
(33). Diagnoses were placed in 4 categories, 
each designated by a letter, as follows: aS 
psychoneurotic disorders ; B—psychophysio- 
logic autonomic and visceral disorders; C— 
personality disorders ; C,—stutterers. An ex- 
ample of the method used follows: 


Reclassifi- 
cation 
for 
Diagnoses (Meduna—32) Table r 
Sympathetic reactions 
Anxiety neuroses ..............000e00 A 


Cardiospasm ; spastic colon..........++ B 


Impotence; frigidity ..........0..0005 A 
Motor reactions 

Tremor; tic convulsive.........1..0+.. A 

“Over-all tension and constipation”.... B 

PUTEO a R a TE (0 
Ideo-motor reactions 

Conversion hysteria ........ u... A 

Character neurosis ... e 

Homosexuality ; perversi .C 

A ICORO LSIN AAE e o E Sa rana c 


Under the heading “improved” (Table 1) 
are included all cases showing minimal to 


* Since 1951, the author has given CDT to non- 
Psychotic patients at Vanderbilt Clinic, New York, 
the results of which will be presented in a separate 
Paper. 
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marked symptomatic change in the direction 
of mental health during or immediately after 
CDT. Percentage improvements are calcu- 
lated for series of 10 or more cases and are 
not to be considered statistically valid but 
only approximate. These percentages are 
based solely on the data in Table 1 and do 
not always coincide with an author’s calcula- 
tion. For example, Meduna(32) reports a 
68% improvement rate on 100 patients 
treated with CDT, Recalculating his data and 
adding 11 obsessive-compulsive patients who 
did not improve, the rate falls to 58% (Table 
1). 


TABLE 2 
IMPROVEMENT IN RELATION TO PSYCHOTHERAPY 
Concurrent 

No psychotherapy psychotherapy 

Y 7 

BoE TE 

a e 
O De ea a ea 
Diagnosis * Pe A dn woe GE aS hs 
A PIDE AO AERA ERAN ENTS L WUE 
+. 18 bh io 7 Shieh 
At a CO EEN 12 SEN A, 
AI E > pele Ae PESE 
Totaka 103 58 ggg 24 6 

% improved .... 62 es 59 
* See text. | 


It will be seen (Table I) that 146 of 238 
nonpsychotic patients improved, an over-all 
improvement rate of 61%. Improvement 
tates vary from 22% to over 90%. About 
5% of the patients became worse during 

T. Comparison of patients receiving 
CDT with and without concurrent psycho- 
therapy reveals an identical improvement 
rate of about 60% (Table 2). The greatest 
Improvement (83%) occurs in psychophys- 
iologic disorders and the least (46%) in 
Stutterers (Table 3). Meduna believes that 
the results he obtained with CDT in stutter- 
€rs are significant, in view of the poor effects 
of other methods of treatment. 


CDT IN ALCOHOLISM 


Most reports on CDT in alcoholism are 
favorable. Meduna(32) treated a 26-year- 
old woman who had been drinking heavily 
for 10 years and had a severe anxiety neu- 
tosis. She received 61 CDT and stopped 
drinking during the first week of treatment. 
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Follow-up 33 years later revealed that the 
patient had not had a drink during that time, 
despite environmental traumatic experience, 
Four patients with homosexuality and alco- 
holism improved with respect to both condi- 
tions during and after CDT. During a 2-year 
follow-up one of these patients relapsed 
twice, the other 3 apparently remaining off 
alcohol completely, An alcoholic homosexual, 
who also stuttered, was given CDT by 
Meduna. The treatment “cured his stutter- 
ing permanently, cured his alcoholism tempo- 
rarily, and apparently reduced his alcoholism 
permanently,” but had no effect on his sexual 


TABLE 3 
IMPROVEMENT IN RELATION to DIAGNOSIS 
Total Total . % 
Diagnosis * patients improved improved 

63 57 

25 83 

39 67 

19 46 

146 61 


behavior. A 3-year follow-up indicated that 
he was off alcohol for the first 16 months, and 
thereafter had only “occasional relapses” 
(32). Baars(1) reported improvement in a 
chronic alcoholic who had been drinking 
heavily for 17 years. A 44-year-old chronic 
alcoholic, reported by Weaver et al. (52), who 
received modified insulin shock prior to 68 
CDT, stopped drinking during a 7-month 
follow-up. The same authors report an alco- 
holic schizoid personality who failed to re- 
spond to 27 CDT. Phillips(41) gave CDT to 
an alcoholic with a character neurosis, The 
patient noted a marked decrease in tension, 
anxiety, and insomnia, and a 7-month follow- 
up revealed sustained improvement without 
drinking. Kindwall(18) noted no change in 
8 alcoholics treated with CDT, one of whom 
became worse during the treatment. 


CARBON DIOXIDE INHALATION IN OTHER 
CONDITIONS © 


In 1947, Baudouin e¢ al. (3) gave CDT to 
To patients with grand mal or petit mal, all of 


5 Carbon dioxide has been used for many years 
in the resuscitation of asphyxiated patients, to stimu- 
late deep breathing following operations, as an aid 
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whom had failed to respond to anticonvulsant 
drug therapy. They observed total or partial 
-control of seizures in 8 patients but were cau- 
tious in evaluating the efficacy of CDT in this 
condition, since no follow-up studies were 
done. Four patients with psychomotor epi- 
lepsy treated by Meduna(32) showed no im- 
provement. 

L. D. McRae(35) found CDT harmless 
during pregnancy and noted that pregnant pa- 
tients suffering from anxiety and depression 
developed “improved mental attitudes and 
improved physiochemical responses” during 
the treatment. 

In 1940 Locke and Cohen(23) treated 10 
patients with rheumatoid (atrophic) arthri- 
tis with 10—15% CO; in Os, sufficient to 
induce a feeling of warmth, breathlessness, 
and vertigo without coma. They noted in- 
crease in motion of the affected joints and 
decrease of pain in 9 patients. A similar num- 
ber of patients with nonatrophic arthritis 
given the same treatment showed no improve- 
ment. In a later study, Cohen(7) treated 82 
patients with rheumatoid arthritis twice daily 
with CO,—O, inhalation for a maximum of 
48 days. No concurrent physiotherapy or 
medication was given, other than mild doses 
of salicylates for pain. He noted, during the 
second week of treatment in many patients, 
“marked reduction in pain, increased range of 
motion in the joints, reduction in swelling 
about joints, increased appetite, greater abil- 
ity to sleep, and improved appearance and 
morale.” He reported 63 patients (76.8%) 

completely free of symptoms,” 5 improved, 
Tecurrence of symptoms in 5, and 9 unim- 
Proved. Follow-up ranged from 1 to 4 years. 

At the Atlantic City symposium(4), sev- 
eral physicians reported clinical improvement 
and amelioration of organic arthritic symp- 
toms in 7 psychoneurotic patients during 
CDT, within the first ro treatments. 


INDICATIONS, CONTRAINDICATIONS, AND 
COMPLICATIONS 


Most reports agree that CDT is physically 
armless, causes no lasting unpleasant after- 
effects, is time-saving to both patient and 
cs SU LSU he he Pan TT Bes Lae 


z expectoration in asthma, and in severe hiccoughs 

S 24). Recent experimental studies on the effects 

C on the cerebral circulation are reported by 
S et al.(11), and Schmidt (46). 
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therapist, simple to administer, requires little 
equipment, and is suitable for office or clinic 
use. Meduna (31) recommends CDT in con- 
version reactions, anxiety neuroses, and cer- 
tain personality disorders. He states CDT is 
ineffective in psychoses, obsessive-compulsive 
reactions, and hypochondriasis. 

Kindwall(18) finds CDT of “striking 
value in psychosomatic disorders” and rec- 
ommends its use by general. practitioners, 
Several authors(21, 37, 40, 54) recommend 
noncoma CDT as an excellent abreactive 
agent, and claim that it markedly shortens the 
duration of psychotherapy. 

Other authors are less enthusiastic. La- 
Verne and Herman(20) obtained “insignifi- 
cant” results with CDT but noted that their 
case material was too small for adequate 
evaluation. They emphasize that CDT should 
be used only by physicians with experience in 
the psychiatric discipline. According to R. I. 
McRae(36), overenthusiasm and indiscrimi- 
nate use of CDT should be avoided until 
more thorough clinical trial reveals its true 
value. Kalinowsky found no lasting improve- 
ment in patients treated with prolonged-coma 
CDT (up to 100 inhalations per treatment) 
and points out that any treatment applied to 
psychoneurotics leads to a fair number of 
favorable results (17, p. 297). 

No fatalities or serious complications from 
CDT have been reported. Epileptiform sei- 
zures and transient decerebrate rigidity may 
occur if CDT is carried far beyond the stage 
of transient coma. However, these motor 
manifestations do not resemble those seen 
with ECT and require little or no restraint 
(32, 4). Meduna gave over 20, 000 CDT and 
observed only rare instances of tongue-biting 
and urinary incontinence. A chronic alco- 
holic developed multiple capillary haemor- 
rhages after the third CDT, which cleared in 
a few days(32). An alcoholic treated by La- 
Verne and Herman(20) developed bilateral 
subconjunctival haemorrhages after the fif- 
teenth CDT, which cleared rapidly after 
treatment was discontinued. 

Frequently patients describe unpleasant 
sensations during CDT, including fear of 
suffocation, choking sensations, unpleasant — 
dreams, severe dyspnea, feelings of disinte- 
gration, and fear of impending death, which 
may cause them to stop treatment. Meduna 


(32) noted that 5% of his patients stopped 
prematurely owing to increasing anxiety. 

The contraindications to CDT are few: 
severe hypertension, cardiac disease, and cer- 
tain pulmonary diseases such as active tuber- 
culosis, The danger of respiratory failure 
and the possibility of inducing a psychosis 
with CDT are mentioned by some therapists 
(4, 9, 37). However, CDT is apparently the 
least dangerous form of somatic treatment in 
psychiatry today. 


COMPARISON OF CDT WITH OTHER METHODS 
OF TREATMENT 


No specific studies have been made com- 
paring CDT with other methods of phar- 
macotherapy. Milligan(37) believes CO, is 
a safer and more effective abreactive agent 
than ether, nitrous oxide, or intravenous bar- 
biturates. A group of British investigators 
(12, 38, 44, 47) recommends ether as an 
abreactive agent superior to intravenous bar- 
biturates and useful in the treatment of psy- 
choneurotics when combined with psycho- 
therapy. Simon and Taube(48) found that 
intravenous methedrine causes patients to dis- 
close “previously unobtainable material” and 
recommend this drug as an aid to diagnosis. 
Rees et al.(42) state that trichlorethylene in- 
halation is superior to both nitrous oxide and 
intravenous barbiturates as an adjunct to 
psychotherapy. It is noteworthy that the re- 
sponses of patients to each of these abreac- 
tion-producing drugs are almost identical 
with those observed during CDT. 

There is a difference of opinion regard- 
ing the necessity for psychotherapy during 
CDT.° At first, Meduna(32) purposely 
avoided psychotherapy and even used coun- 
tersuggestion in order to determine whether 
CO, is a “specific” agent in alleviating psy- 
choneurotic symptoms. However, he stated 
recently that psychotherapy of a nondirective 
type may be of value in certain patients(4). 
Wilcox(53, 54) believes that his method of 
“psychopenetration” causes the patient to 
progress “many times faster than in strict 
Freudian psychoanalysis and the psychiatric 
hours are much fewer.” 


It is of interest that statistical reports from 
various institutions using insulin and ECT, with or 
without concurrent psychotherapy, show no sig- 
nificant difference in improvement rates (17, p. 317). 


CARBON DIOXIDE OXYGEN INHALATION THERAPY 


II. EXPERIMENTAL AND THEORETICAL A 
PECTS OF CDT 


There are few studies of the physiologic 
effects of inhaling 30% CO,—70% Oa 
man or animals. Blood chemistry cha 
during CDT are reported by Gibbs and Gi 
(32, P. 9). EEG changes consist of slow. 
to-4-per-second high-voltage activity, whi 
appears after about 18 inhalations, continu 
for about 25 seconds after the termination o 
CDT, and then reverts to the pretreatm el 
pattern (32, p. 21). 

Therman et al. (50) gave 5% CO.—9 
O; to 17 psychotics and 23 psychoneuro' 
The “sensitivity” to CO, was measured 
continuous recording of respiratory mi 
volume under resting conditions before, du 
ing, and after inhalation of this mixtum 
They were unable to demonstrate a relatio 
ship between sensitivity to CO, and any spi 
cific mental disorder.” They also gave Cl 
to a group of psychoneurotics (Table 1) 
noted increased sensitivity to 30% CO, 
severely anxious patients, which they attr 
buted to “factors influencing the blood alka 
reserve.” { 

Schaeffer (45) exposed a group of mení 
3% COz in air for 6 days and noted a peri 
of emotional excitation followed by depre 
sion, He found that the excitability of th 
respiratory center decreased while the blo 
alkali reserve increased, mainly owing to t 
tention of alkali by the kidneys. Animals e 
posed to 3-24% CO, showed evidence 0 
hypersecretion of adrenalin followed B 
hyposecretion, the latter “due to diminish 
synthesis.” Klein(45) found histologič 


indicating “a hyper- and subsequent hyp® 
phase” in these organs, With prolonged ex 
posure to 3% COs, the thyroid gland showéi 
decreasing activity. The phase of emotiona 
excitement in animals was most clearly ob 
served with 12% CO. These findings 4 
of great theoretical interest in view of th 
improvement reported in rheumatoid 2 
thritis following CO, inhalation(4, 7, 23) 


TJ. C. Lilly states(50), “Meduna’s theory © 
carbon dioxide therapy is not supported by sufficient 
empirical data on (respiratory minute) volumes fë 
corded from stimulation of various parts of th 
brain, to justify an attempt at treatment with CO1 
The last part of this statement I consider irrelevant 
since CDT is a purely empirical treatment. 
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Recently, Meduna(4) suggested that CDT 
may stimulate the pituitary, resulting in a 
liberation of ACTH and other hormones, 
which might mobilize body defenses and lead 
to amelioration of both neurotic and physical 
symptoms, 

The suggestion of Loevenhart et al.(26), 
that decreased O, fixation by brain cells in 
the presence of high CO, concentration re- 
sults in mental stimulation of catatonic 
schizophrenics, is opposed by Hinsie et al. 
(14), who point out that the dissociation 
curve of haemoglobin shows that more Oz is 
available to tissue cells in the presence of in- 
creased COz. They suggest that the observed 
psychic stimulation results from increased O; 
tension in the brain cells. 

Jackman and Schorr(16) postulate that 
CDT causes a “chemical lobotomy,” effecting 
organic changes in various parts of the brain. 
According to Kindwall(18), CDT may pro- 
duce a “brief controllable toxic psychosis” 
that renders the patient more amenable to 
psychotherapy. 

Meduna(32) presents an elaborate neuro- 
physiological theory of psychoneuroses based 
upon the hypothesis of reverberating circuits. 
He believes that CO, increases the threshold 
of stimulation of neurones, thereby suspend- 
ing or interrupting the “positive and negative 
feed-back systems” in the brain. He suggests 
that CO, “restores homeostasis to the brain 
circuits,” thus curing the patient. 

The opinion of Wilcox(54) that CO, acts 
as a “specific agent for release of the uncon- 
scious” is opposed by Liest(21), who believes 
that the effect of CO. is nonspecific and is 
similar to that caused by other anaesthetic 
agents, Freeman (9) suggests that carbon di- 
oxide, like ether, causes intense emotional re- 
actions in certain patients owing to psycho- 
logical factors. The fact that the patient in- 
hales a foreign gas through a mask while 
lying down may have unconscious symbolic 
Significance (“respiratory introjection”). He 
States that CO, “overwhelms the ego,” lead- 
ing to a loss of reality-testing and setting free 
unconscious dynamic forces. He points out 
that in CDT the therapeutic situation may be 
unconsciously “sexualized” by the patient, 
which may lead either to therapeutic benefit 
through abreaction or to increasing anxiety 

nat causes the patient to become worse and 
discontinue treatment. 


III. Discussion 
RESEARCH PROBLEMS 


The evaluation of any form of psychiatric 
treatment is extremely difficult, because of a 
variety of factors. Some of these, which ap- 
ply also to CDT, are listed by Thorne(51) : 
(1) all methods of psychiatric treatment 
claim some success ; (2) all forms of therapy 
are influenced by the authority and dogma of 
their proponents; (3) subjective reports are 
unreliable since therapists tend to select pa- 
tients who show favorable response to a given 
treatment; (4) since time alone tends to limit 
many disorders, the degree of severity of the 
illness must be evaluated before the degree of 
improvement from therapy can be ascer- 
tained; (5) in order to validate a new treat- 
ment, a great deal of data must be obtained 
from independent centers and investigators ; 
(6) all possible variables must be controlled 
and concomitant variables identified, to avoid 
irrational formulations; (7) to determine 
whether improvement or cure is lasting, long- 
term follow-up studies must be done. 

At present it is not possible to draw accu- 
rate conclusions regarding the efficacy of 
CDT. Many authors appear to be carried 
away by their own enthusiasm instead of 
maintaining objectivity in evaluating results. 

Patients who improve during psychiatric 
treatment should be compared with untreated 
controls, in order to have an idea of the spon- 
taneous recovery rate of mental disorders, 
Landis(5) made a study of psychoneurotic 
patients discharged as improved within 1 year 
of admission to state mental hospitals from 
1925-1933. He found this “basic ameliora- 
tion rate” to be about 68% and stated that 
any method of treating neurotics must show 
an improvement rate greater than this to be 
considered a “‘specific” form of treatment. 
Since all these patients were hospitalized and 
therefore received at least custodial and sup- 
portive “treatment,” I agree with Miles (34) 
that this cannot be considered an accurate 
measure of spontaneous recovery from psy- 
choneuroses. Nevertheless, it is remarkable 
that so large a proportion of neurotics im- 
proved without receiving specific treatment. 
The 61% improvement rate in patients re- 
ceiving CDT (Table 1) does not prove that 
CO, is “specific,” since other anaesthetic 
gases appear to have the same effect and con- 
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comitant variables, such as suggestion, have 
not been eliminated. 

The following suggestions for further re- 
search are made from an idealistic standpoint, 
since I am aware of the numerous practical 
difficulties involved ; 

I. All diagnostic terms should conform to 
the standard classification of the APA “Man- 
ual of Mental Disorders.” 

2. Terms and methods used in evaluating 
improvement must be standardized. Jackman 
and Schorr (16, 4) devised a useful symptom- 
rating scale, in order to assemble collatable 
data from all workers using CDT. Such a 
symptom questionnaire should be filled out 
(preferably by the patient) before and after 
CDT. Interpersonal maladjustment in work, 
sexual life, social activity, etc., should be 
rated on a separate scale by the therapist. Pa- 
tients showing minimal improvement should 
be classified “unimproved” to avoid inaccu- 
rately high improvement rates, 

3; The technique of CDT should be stand- 
ardized. Since CO, is a normal end-product 
of cell metabolism and it is harmless when 
mixed with O,, CDT lends itself particularly 
well to clinical research, unlike the more dras- 
tic shock therapies. The frequency of treat- 
ment, the degree of alteration of conscious- 
ness to be attained (from simple vertigo to 
prolonged coma), and the concentration of 
CO;—O, can be readily controlled. 

4. Alternate patients suffering from a 
specific symptom-complex (such as alcohol- 
ism or stuttering) should be given either NO 
—O; or O; “spiked” with CO, as a control, 

5. Patients should be selected who have 
had no previous psychiatric treatment and 
concurrent psychotherapy should be avoided. 
This is not feasible in office or clinic practice 
but could be done in a research institute or 
hospital, 

6. Statistical studies should include pa- 
tients who stop prematurely, who become 
worse because of increasing anxiety or other 
factors, and conditions that do not respond to 
CDT. 

7. Where noncoma CDT is used to induce 
abreactions to aid psychotherapy, the results 
cannot be compared with CDT since the num- 
ber of concomitant variables introduced by 
psychotherapy is too great to evaluate the ef- 
fect of CO; per se. The type, duration, and 
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response of patients to previous or concur 
rent psychotherapy should be stated. 

8. Before claiming specificity for CDT, 
comparison with other somatic treatments is 
essential. The indication that CDT is of 
value in psychoneuroses and personality dis- 
orders, but of no value in psychoses, whereas 
the reverse is true of electroshock and insulin, 
is of great interest. Comparative studies 
might clarify certain etiological differences 
between psychoses and neuroses, 

8. There is both clinical and experimental 
evidence that CDT stimulates the pituitary- — 
adrenal system, liberating ACTH and other 
hormones, Indeed, this might be a common 
factor in all shock therapies. To test this 
hypothesis, biochemical and physiological | 
studies should be made in man and animals. A 
study of ketosteroid excretion in the urine 
and eosinophile counts before and after CDT 
would be relatively simple. 

10. The effects of CDT on experimentally | 
induced neuroses in animals should be 
studied. 

Ir. Bias by individual workers for or 
against CDT could be minimized by having 
independent observers check results. 


CDT AND THE ETIOLOGY OF NEUROSIS 


The discovery that certain psychoneurotic 
symptoms disappear during CDT has led 
some psychiatrists to advocate substituting it — 
for psychodynamic therapy. 

Meduna is greatly opposed to psychoanaly- 
sis and attempts to explain the etiology of 
psychoneuroses in terms of disturbed cerebral 
physiology, as shown by the following state- 
ments (4, 32) : 


I have evolved a treatment which eliminates the 
necessity for using a symbolical approach to the 
psychoneurotic individual, 

If the patient has gone through previous psycho- 
analytic treatment which conditioned him to the 
Freudian frame of reference, offering Freudian in- 
terpretations is almost unavoidable. Even in this 
group I prefer to give my physiological theory © 
the neurotic condition and many patients of higher 
intelligence are capable of grasping it and using the 
terms of reverberating circuits to explain their emo- 
tional experiences. 

In medicine, the distinction between psychological 
and physiological phenomena is inadmissible. i 
consider every function of the human brain, undis- 
turbed or deranged, as the sum or integrate of the 
functions of the nerve cells; therefore the function 
and its disturbance have to be expressed in terms 
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' germane to physiology. The question, therefore, 
as to whether the action of carbon dioxide therapy 
psychological or physiological is irrelevant, un- 
inte igent, meaningless. 


Tti is of interest that Freud (9) in 1910 and 
Fenichel(10) in 1946 emphasized that psy- 
‘choanalysis assumes that the mental is based 

onthe physical. However, the organic basis 
i of psychoneurosis remains purely hypotheti- 
cal, but symptoms (such as hysterical con- 
sion) resulting from unconscious conflicts 
_ are readily demonstrable clinically, The tend- 
ney of Meduna to disregard the knowledge 
unconscious mental processes that has been 
ainstakingly accumulated during the past 
half century and to overemphasize the value 
of a physical treatment is, in my opinion, 
finitely harmful to the advancement of psy- 
chiatric science. It is apparent that patients 
receive the most benefit from therapists who 
€ skilled in both somatic and psychological 
treatment methods. Psychiatrists should 
_ avoid favoring one particular form of treat- 
f ment to the exclusion of all others. 
_Meduna’s concept that CDT is a specific 
tment for psychoneurosis that exerts a 
_ Selective effect upon brain tissue is not sup- 
"ported by experimental or clinical evidence. 
| WA On. the contrary, since other anaesthetic 
j i agents have an effect similar to CO2, CDT ap- 
-Pears to be nonspecific. Actually CDT has 
added nothing to knowledge of the natural 
tory or etiology of neurosis, a problem that 
ins unsolved. 
_Ttis beyond the scope of this paper to dis- 
5 the ancient and complex problem of the 
lationship between the mind and the 
brain, This topic has been recently reviewed 
__ in detail by several authors (6, 15, 43). As 
-noted by Penfield(39), even if the substra- 
lim of consciousness is eventually trans- 
i d into chemical formulas, “the ultimate 
tiddle will still remain, ‘What is the bridge 
_ between nerve impulse and thought?” 
malty conclusion, CDT appears to be of 
limited value in certain nonpsychotic mental 
F disorders but it is definitely not a panacea. It 
is to be hoped that future work in this field 
Consist of careful clinical and experimen- 
tal observation and that exaggerated thera- 
peutic claims ‘and wild speculation, based 
n a lack of facts, will be reduced to a 
lum. 


SUMMARY AND CONCLUSIONS 


1. The clinical, experimental, and theoreti- 
cal literature on carbon dioxide oxygen in- 
halation therapy (CDT) is reviewed and criti- 
cally evaluated. 

2. The over-all improvement rate in 238 
nonpsychotic patients treated with CDT, col- 
lected from the literature, is 61%. The 
highest rate of improvement (83%) is re- 
ported in psychophysiologic disorders, the 
lowest (46%) in stutterers, The evidence in- 
dicates that these high improvement rates are 
exaggerated since most workers include 
“minimal” improvement in their statistics. If 
these patients had been correctly classified 
“unimproved,” the rates would be lower and 
much more accurate. 

3. CDT is apparently of little value in the 
treatment of psychoses, severe obsessive- 
compulsive, and hypochondriacal reactions, 

4. CDT may be a useful adjunct to psy- 
chotherapy, causing rapid release of uncon- 
scious repressed memories and affects (abre- 
action), thereby shortening the duration of 
psychotherapy. 

5. CDT is capable of causing amelioration 
of some neurotic symptoms without the use 
of concurrent psychotherapy. Ideally, how- 
ever, CDT should be combined with or fol- 
lowed by psychotherapy in order to induce 
lasting improvement in the patient through 
the development of insight into the cause of 
his symptoms and emotional difficulties, 

6. No fatalities or lasting complications 
from CDT have been reported. It is appar- 
ently the least harmful form of somatic 
therapy in psychiatry. However, since CDT 
is “potentially” dangerous both physically 
and psychologically, it should be given only 
by psychiatrists or other physicians with spe- 
cial psychiatric training, Indiscriminate use 
by untrained personnel might result in serious 
complications, 

7. CDT may be of value in certain patients 
who are hostile to psychotherapy or who for 
various reasons are unable to receive other 
forms of treatment. Such individuals. fre- 
quently become more cooperative during 
CDT, since they feel that something “active” 
is being done to help them and they fre- 
quently request further psychiatric treatment. 

8. A major difficulty of CDT is the in- 
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creasing severe anxiety that it induces, which 
causes many patients to discontinue treatment 
prematurely. 

g. The mode of action of CDT is un- 
known. There is no scientific evidence that 
CO, is a specific agent in the treatment of 
nonpsychotic mental disorders, since many 
other anaesthetic agents exert similar effects. 

10. Suggestions for further research are 
made, with particular emphasis on the need 
for adequate controls, prolonged follow-up 
studies, and physiological and biochemical 
analyses of the effects of CDT on man and 
experimental animals, 
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THE DEVELOPMENT OF CLIENT-CENTERED THERAPY IN THE 
WRITINGS OF CARL ROGERS: 


DELL LEBO, M. A., TALLAHASSEE, FLA. 


The publication of Counseling and Psy- 
chotherapy(3) did not mark the arrival of an 
entirely new type of therapeutic relationship. 
The book was one step in a series of method- 
ological considerations in the thinking of 
Carl Rogers, the founder of the client-cen- 
tered or Rogerian school of therapy. Every 
step in the series of his writing influenced the 
next. His progressive methodological change 
from directive to nondirective therapy was a 
gradual but consistent process, The change 
from a test-centered, advice-giving therapy to 
a test-free, client-centered therapy has never 
been clarified. However, Rogers(5) has indi- 
cated the source material that best suggests 
the careful formulation of client-centered 
therapy. 4 

The first landmark is Clinical Treatment 
of the Problem Child(2) appearing in 1939. 
In this book Rogers followed the diagnostic 
and directive trend firmly entrenched in the 
1920's. He favored personality testing, which 
gave measurement to the facts collected about 
the patient. Without such objectivity, he 
implied, there would exist only “more or less 
vague opinions” (2, p. 24). He further stated 
that tests served the purpose of correcting 
the warping of the clinician’s judgment by 
his own experience. The therapist was to be 
guided more by objective test findings than 
by his experience-tempered judgment. 

He substantiated his faith in testing by 
saying that tests were likely to uncover un- 
suspected areas of maladjustment. Tests 
were capable of indicating important diag- 
nostic factors the clinician had missed. 

Another example of Roger’s diagnostic 
thinking was found in his own Component- 
Factor Method. This was a type of case his- 
tory rating scale that stressed such causative 
factors as home environment, intelligence, 
and physical health. No importance was as- 
cribed to behavior symptoms. Rogers justi- 
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fied this extreme viewpoint by saying(2, 
pp. 56-57) : 

The writer’s experience leads him to place full 
weight on the elements which go to make up con- 
duct patterns, since in these elements, if they can be 
so readjusted that normal reactions are possible be- 
tween the given individual and his environment, lie 
the clues to successful treatment. 

Not only was his thinking diagnostic at 
this time, it was also directive. He advocated 
change of the environment, e.g., foster home 
or institutional placement for children, as 
“the only sound foundation for all.... 
sorts of treatment .... (2, p. 175). 

When change of the environment was im- 
possible he advised modification of the en- 
vironment. He discussed 3 methods of ac- 
complishing such a modification. Of them, 
direct education or information giving was 
the method of choice “wherever there exist 
blind spots of ignorance . . . . ”(2, p. 189). 

Another method was that of interpretive 
treatment. The directive goal of such a 
method was that the patient be brought to 
see himself in a new light. Insight, however, 
“should not be undertaken unless a careful 
diagnosis has made the patterns of behavior 
clear . . . .”(2, p. 332). It is important that 
the inclusion of the insightful experience 
under the heading of interpretive treatment 
be noted at this time. Its inclusion here ex- 
plains much of the “direction” that nondirec- 
tive therapy took until 1951. k 

The last method was that of relationship 
therapy. In his discussion of relationship 
therapy, Rogers approached the present-day 
concept of client-centered therapy. He care- 
fully warned that this method was useful 
only with those who had a desire to be helped. 
This feeling pervaded nondirective therapy 
for many years, 

The effect of the relationship was charac- 
terized by the terms “clarification of feelings 
and “acceptance of self.” To bring about 
such a state of affairs(2, pp. 197-198) : 

The worker endeavors to provide an atmosphere 
in which the [patient] can come freely to experi- 
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ence and realize his own attitudes. The worker 
‘creates this atmosphere by acceptance . - . - failure 
to criticize, by... - refusal to issue . . . - any rec- 
ommendations, and by .... refusal to answer ques- 


E . . 
i ‘nondirective therapy are impressive. Rogers 
" soon recalls the sharp, directive reality of the 


"It should be quite evident that . . . . whatever 
“method is used will need to be based on a thorough 
investigation of all the facts, and the best insight 
and understanding which the clinician can bring to 
C the situation. 

The use of diagnostic facts and knowledge 
of the clinician are the theme of this work 
i and however much the. lighter, predictive 
‘notes are sounded, they are almost lost against 
the major theme of “facts and the clinician” 
(2, P- 347). 

He went on to decry the overtones listened 
for so intently, by saying, “Relationship ther- 
apy is not used with any large proportion of 
“+++ cases, nor is it ever likely to be” (2, 
PÈ 347-348, italics mine). 

In The Clinical Psychologists Approach 
to Personality Problems(1) Rogers still 
“Voiced a great need for tests.? The reasons 
“given appear to be significantly altered, He 
now wrote(I, pp. 235-236) that tests were: 


: Useful in corroborating subjective judgments, in 
i indicating new avenues for study of the individual, 
and in suggesting modes of treatment. 


Tests were now earmarked as an aid to the 
therapist’s judgment. They had lost their 
former role of dictatorially formulating an 

- objectified, “factual” diagnosis. 
Full weight was no longer placed on the 
case history. The case history was to be used 
only as a means of checking the diagnostic 
hypothesis. 
_ While Rogers’ thinking was still strongly 
diagnostic it was far less strongly directive. 
; Many subtle changes had crept into his think- 
ing, He no longer forcefully advocated com- 
plete change of the environment for children. 


fo, Although this article was published 2 years be- 

ore the Clinical Treatment of the Problem Child 

(2), Rogers(s) has placed it after the book in the 

v levelopmental sequence of his thinking. Perhaps it 

Aig placed here because the thesis and body of the 

DN e conceived some time before it appeared 
int. 
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He modified his statement to the extent of 
saying that such change was not inferior to 
psychotherapeutic methods. 

Less subtle changes were found in his 
methods of modifying the environment. Di- 
rect education was no-longer the treatment 
of choice. He now recognized the serious 
limitations of educational methods. Informa- 
tion giving now seemed to be almost fully 
relegated to the imparting of sex knowledge. 
The educational approach was further slanted 
in a nondirective direction by using it to show 
the client his assets and liabilities and allow- 
ing him to utilize this information. Decision 
making seems to have been removed from 
the province of the educational treatment. 

The concept of interpretive treatment also 
changed drastically. Interpretation had be- 
come self-interpretation. Insight was, inter- 
estingly enough, still included under this 
heading. The tendency for nondirective 
therapists to indicate subtly to the client what 
was expected of him gained part of its mo- 
mentum, perhaps, from the continued inclu- 
sion of the insight experience in this category 
and from Rogers’ statement that the indi- 
vidual was “helped in subtle fashion to see 
and feel for himself, this insight being based 
on his actions and feelings and thoughts as he 
himself described them” (1, p. 240, italics 
mine). 

This “helping in a subtle fashion,” while 
completely dropped from the program of 
the nondirective procedure(3), nonetheless 
seemed firmly entrenched in actual nondirec- 
tive work (see for example the cases in 
Snyder et al.(6)). Insight and interpreta- 
tion have, thus far, been bound together in 
Rogers’ formulation. 

Tn relationship therapy the approach to the 
present-day concept of client-centered ther- 
apy was obtrusive. Rogers described it(1, p. 
241) as: 

A relationship between worker and client in 
which, while there is deep personal understanding, 
the worker makes no attempt to force conclusions 
or actions upon the client but rather gives him the 
fullest opportunity to express feelings usually in- 
hibited, to see and accept himself with all his limita- 
tions....+ It is in this relationship with a non-criti- 
cal, accepting worker that the client achieves an 
emotional growth that has not been possible for him 
as he defends himself in other situations. 


Relationship therapy was now character- 
ized by the terms “growth and self-determi- 
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nation.” These terms are part of the kernel 
of client-centered therapy of today. Rogers 
went on to say that relationship therapy had 
brought psychologists to the realistic view 
that the individual in trouble was the one best 
able to determine how far toward normality 
he could comfortably go. There was much re- 
spect for the deepest integrity of the individ- 
ual in the concept of self-determination. 

Perhaps the greatest change to be found in 
Rogers’ thinking was his shift from the be- 
lief that differences in therapeutic results 
were due to different schools of therapy(2) 
to the conviction, “We can no longer pretend 
that there is any fundamental difference in 
aim and methodology . . . .”(5, p. 234). All 
workers who deal with the problems of peo- 
ple were now seen as one professional group, 
offering no panacea but using selectively 
“treatment methods ranging from the sim- 
plest environmental changes ....to the 
most subtle means of aiding the individual to 
achieve insight and function independently” 

(1, Pp. 242-243). 

Even with such an eclectic approach 
Rogers now felt the essential treatment goal 
was(I, p. 237): 

+... to change individual attitudes—to reduce 
exaggerated fears, to help the individual take re- 

sponsibility for himself, to find solutions or compro- 
a when incompatible desires create mental con- 
ict, 

These suggestions of changing attitudes, 
helping individuals to face situations and to 
find solutions helped establish the tendency 
of client-centered therapy up to 1951. 

Although nondirective therapy was still a 
composite of insight and relationship therapy 
in Rogers’ formulations, he no longer felt 
that these types of therapy had little useful- 
ness. Previously, in regard to altering atti- 
tudes, he had felt that “with our present 
knowledge success is possible only in a mod- 
erate proportion of cases’(2, p. 184). He 
was now able to write the following about 
relationship therapy (1, p. 241): 

If it produces results, and I think most of us 
would agree it does, it will someday be possible... . 
to measure them. .... 

More and more Rogers was coming to rec- 
ognize the values of insight, growth, and self- 
direction. 

With the strong nondirective elements ap- 
pearing in Rogers’ concept of intuitive and 
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relationship therapies, it is not surprising to 
find that the next work to be considered js 
Counseling and Psychotherapy(3). In this 
book Rogers proposed to set forth some 
hypothetical formulations on counseling that 
were based on his experience. As may well 
be supposed these formulations were nondi- 
rective. They were based on the idea that all 
counseling techniques should aim at develop- 
ing a free and permissive relationshhip, an 
understanding of the self in the counseling 
and other situations, and a tendency toward 
positive, self-initiated actions. 

Personality testing had almost lost even its 
advisory role in the new attitude toward ther- 
apy. If the psychologist began his work with 
tests, their use carried with it the implication 
that he would supply solutions to the client’s 
problems once the tests were scored and in- 
terpreted. However, Rogers did not go so 
far as to say that tests had no place in the 
counseling process. He felt they could be 
effectively used at the concluding phase of 
counseling if the client requested test data. 
Used in such a manner the test would have a 
therapeutic function for it would meet a felt 
need of the client rather than serve merely 
as a source of information for the counselor. 
There was a single exception to the thera- 
peutic use of tests. That was, tests could be 
used at the first meeting to determine whether 
the individual was suitable for counseling, 
e.g., whether he had sufficient intelligence or 
maturity. 

The case history was likewise relegated to 
the opening phases of counseling and was 
used only to determine if the client was so 
weighted down by circumstance or inade- 
quacy that no reorganization of attitudes 
would enable him to meet life on a normal 
basis. It was felt that even if such a person 
could achieve insight he could not control 
the adverse elements of his life. Thus, non- 
directive counseling would have a minor role. 
Rogers was careful to state(3, pp. 81, 29): 

But the plain fact is that at times the gathering 


of a suitable case history definitely interferes with 
the treatment process. 


-...This newer therapy places greater stress up- 
on the immediate situation than upon the individ- 
ual’s past. 


Diagnosis, then, was to be undertaken only 
with individuals handicapped in some funda- 
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mental way by their own lacks or by some 
destructive environmental quality. Even 
though it might interfere with the counseling 
process, it was advised in such circumstances. 
The diagnostic process was no longer put 
ahead of every other consideration. Rogers’ 
thinking had become almost entirely nondi- 
rective. 

He appeared to remain directive in the 
area of environmental change. In those cases 
where he felt nondirective counseling would 
play a minor part “environmental treatment 
must be the primary approach” (3, p. 61). 
However, in general, he fully realized the 
limitations of environmental change by the 
yery nature of its authoritarian aspects. 

Rogers’ methods of modifying the en- 
vironment were, in some cases, completely 
changed. He now not only recognized the 
serious limitations of the educational method 
but he also stated that this technique was on 
the decline. He had found that individuals 
with integrity rejected the information given 
them and the dependent persons who accepted 
the information were driven into a deeper de- 
pendency. Nondirective therapy was con- 
ceived as being free from the intellectual as- 
pects of information giving. 

The interpretive method likewise was no 
longer useful in Rogers’ eyes. Treatment was 
not to be considered as diagnosis in reverse. 
No matter how accurate the interpretation 
might be, it was ineffective if it was not ac- 
cepted by the client. Insight was at last re- 
moved from the interpretive category. In- 
sight was not to be given the client by the 
counselor. It was now conceived of as a type 
of learning with a deep emotional concomi- 
tant, The former interpretive-intellectual as- 
pect of insight was completely removed from 
this conception. 

The greatest change of all occurred in his 
treatment of relationship therapy. It was not 
treated separately as a method of modifying 
the environment. It had been merged com- 
pletely into the newer nondirective therapy. 
_ This newer approach differed from the old 
in that nondirective therapy had a “genuinely 
different goal”(3, p. 28). Its aim was not 
to solve one particular problem, but to assist 
the individual to grow, so that he could cope 
with the present problem and with the future 
Problems in a more integrated fashion. 
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In becoming nondirective Rogers had lost 
not only his diagnostic tendencies but also 
his eclectic approach as well. Nondirective 
workers dealing with the problems of people 
did not use selective treatment methods, as 
he had previously advised the professional 
group to do. Once again Rogers appeared 
convinced that there was a “fundamental dif- 
ference in aim and methodology,” for he said 


(3, P- 28) : 


_ . while the sources are diverse, and the indi- 
viduals who have made significant contributions 
come from differing disciplines and backgrounds, 
there is discernible a sizable core of agreement, a 
body of similar practice growing out of common 
elements of viewpoint. 


Nondirective therapy had evolved its eclec- 
tic beginnings into a core of agreement. Non- 
directive therapy had become a school of 
therapy. 

In Significant Aspects of Client-Centered 

Therapy(4) Rogers presented a general 
summary of all that was new in the nondi- 
rective process. The hard core of nondirec- 
tive therapy had become so solidified from 
1942 to 1946 that he could remark(4, p. 
415): 
_... eclectic viewpoints have perhaps not been so 
fruitful in therapy and.... little from these 
sources has been retained in the nondirective ap- 
proach. 


The client-centered viewpoint was said to 
differ from the older therapeutic programs 
chiefly in 3 ways. The first was the ability 
of the client-centered process to predict the 
therapeutic process, Secondly, client-centered 
therapy had discovered the integrity of the 
individual in his capacity for growth(4, p. 
418): 

.... in most if not all individuals there exist 
growth forces, tendencies toward self-actualization, 
which may act as the sole motivation for therapy. 
.... The individual has the capacity and the 
strength to devise, quite unguided, the steps which 
will lead him to a more mature and more comfort- 
able relationship to his reality. It is the gradual and 
increasing recognition of these capacities within the 
individual by the client-centered therapist that rates, 
I believe, the term discovery. 


Lastly, the relationship between the ther- 
apist and the client was felt to be a new one. 
For, if the client felt he was communicating 
his present attitudes, whether superficial, con- 
fused, or conflicted, and if he thought his 
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communication was understood rather than 
evaluated, then he was freed to communicate 
more deeply. 

Rogers had come to realize the subtle di- 
rectiveness that had impregnated nondirec- 
tive practice, as a result of his previous think- 
ing, even though it had been excised from his 
1942 book. He wrote(4, pp. 420-421) : 

As I look back on some of our earlier published 
cases—the case of Herbert Bryan in my own book 
[3]... . I realize that we have gradually dropped 
the vestiges of subtle directiveness which are all too 
evident in those cases. We haye come to recognize 
that if we can provide understanding of the way the 
client seems to himself at this moment, he can do 
the rest. 


However, he still listed elements, e.g., re- 
sponsibility, drive to become mature, that he 
felt should be present in the client before cli- 
ent-centered therapy could release the growth 
forces. In saying a suitable client should be 
responsible for himself Rogers was appar- 
ently thinking of those negative cases with 
crushing environmental circumstances where 
insight would be meaningless, 

Beyond desiring certain qualities in the cli- 
ent Rogers was now, apparently, fully non- 
directive. Diagnosis, earlier the most impor- 
tant factor to him, now had little meaning. 
Further, he now believed that training in 
therapy should precede diagnostic training. 
He went so far as to say, “Diagnostic knowl- 
edge and skill is not necessary for good 
therapy” (5, p. 421). 

With the publication of Client-Centered 
Therapy(5) Rogers crystallized the progress 
made in the hitherto fluid and changing char- 
acter of his thinking. 

He continued to write against “a super- 
ficial eclecticism which does not increase ob- 
jectivity, and which leads nowhere” (5, p. 
8). Further, he now admitted that client- 
centered therapy could be defined as a “school 
of thought.” 

In 1946 he had stressed the “new” rela- 
tionship between the client and the counselor 
that led to deep communication, This, he had 
said, was one of the 3 outstanding features 
of client-centered therapy. He now wrote 
(5, p. 15): 


Several years ago the theory of therapy seemed 
best phrased in terms of the development of ver- 
balized insight. This type of formulation seems to us 
today to fall far short of explaining all the phenom- 
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ena of therapy, and hence occupies a relatively 
small place in our current thinking. 


The client was given far more importance 
than ever before(5, p. 65) : 


As our experience has moved us forward, it has 
become increasingly evident that the probability of 
therapeutic movement in a particular case depends 
primarily not upon the counselor’s Personality, nor 
upon his techniques, nor even upon his attitudes, but 
upon the way all these are experienced by the client 
in the relationship. 


He also remarked that the more deeply the 
treatment relied on the strength of the client 
the more deeply was the client’s strength dis- 


covered(5, pp. 48-49) : 


To me it appears that only as the therapist is 
completely willing that any outcome, any direction, 
may be chosen—only then does he realize the vital 
strength of the capacity and potentiality of the in- 
dividual for constructive action. It is as he is will- 
ing for death to be the choice, that life is chosen; 
for neuroticism to be the choice, that a healthy 
normality is chosen. The more completely he acts 
upon his central hypothesis the more convincing is 
the evidence that the hypothesis is correct. 


As might be imagined, diagnosis was fur- 
ther minimized as a basis for therapy. In- 
dividuals who would have been previously 
diagnosed as psychotic, and so been rejected 
as unsuitable, were now given client-centered 
therapy. The previously listed elements that 
were felt to be necessary possession of peo- 
ple suitable for nondirective therapy were 
given up. In the light of an increasingly ac- 
cumulating experience, Rogers said(5, P. 
229): 
+++. Our experience does not lead us to say that 
client-centered therapy is applicable to certain 
groups and not to others. It is felt that there is no 
advantage to be gained by trying to set dogmatic 
limits to the use of such therapy. If there are cer- 
tain types of individuals who do not respond, or for 
whom client-centered therapy is contra-indicated, 
then accumulating experience and additional re- 
search will indicate what these groups are. 


With an increasing responsibility placed 
on the client, the degree of personality re- 
organization became greater(5, p. 10) : 


Thus, where ten years ago a nondirective counse- 
lor found that his cases tended to average five of 
six interviews each, and rarely to run longer than 
fifteen, this same counselor finds that his cases now 
average fifteen or twenty interviews and that fifty oF 
one hundred interviews are not unusual. 
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The boundary of the present practice of 
nondirective therapy was extended almost in- 
definitely. 

Rogers’ progressive thinking along nondi- 
rective lines completed its pendulum swing 
with the publication of his latest book(5). 
He was now completely client-centered in his 
thinking. Not only was diagnosis eliminated 
and all direction removed but also the coun- 
selor’s personality, techniques, and attitude 
were believed to be of little importance. The 
client had come entirely into his own, 
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SOME OBSERVATIONS ON THE ROLE OF AN ARMY PSYCHIATRIST 
SAUL L. BROWN, M.D. Los AnceLes, CALIF. 


These observations are presented as the 
writer completes a 2-year tour of duty with 
the Army. Although they are largely subjec- 
tive, it is felt that they may serve some pur- 
pose beyond a mere ventilation and public 
revelation of the writer’s apperceptive distor- 
tions. This feeling arises from several con- 
siderations. First, his situation is representa- 
tive of a sizable group of recently trained 
psychiatrists who are serving or who will 
soon serve for limited periods in the military 
forces. Second, the writer has, while in the 
Army, fulfilled various functions in a Neuro- 
psychiatric Treatment Center of about aver- 
age size and located in a usual-type army 
camp in the United States. He believes his 
experiences to have been fairly typical. Fi- 
nally, because he ends his tour of duty in the 
Active Reserve with the feeling that he has 
learned something, he may be able to make a 
positive contribution. < 


THE PSYCHIATRIST IN AN AUTHORITARIAN 
SETTING 


For most Americans, the military service 
implies a way of life and system of values 
that, since the mass mobilization of World 
War II, is not foreign to their experience but 
is contrary to what they consciously consider 
to be desirable(4). The military service is, 
of necessity, an “authoritarian” institution, 
and its members are generally “authority- 
oriented.” The average American is notori- 
ously rendered uneasy by what he senses to 
be too much authority in the hands of any 
individual or any group; the military service 
itself is not without inner conflict on this 
very issue; the psychiatrist as an American 
and initially a civilian inevitably carries with- 
in him something of all this and even more. 
The American psychiatrist is, hopefully, be- 
cause of his earliest personal inclinations and 
through his later training, least at ease in an 
authoritarian environment and in an authori- 
tarian role(10). And yet, as a military medi- 
cal officer of some importance in the military 
cultural framework, he becomes a standard- 
bearer for the values of that culture whether 
he wills it or not, and whether he is aware of 
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it or not. The more he is able to hold in 
awareness what this culture’s values are and 
how its members are obliged or inclined to 
operate, as well as what his own role is and 
what his own ambivalence about his role may 
be, the more accurately is he able to estimate 
the expectations that others in his new cul- 
tural framework have of him. Simultane- 
ously, the less is he likely to project onto his 
fellows in the military service attitudes that 
are not really present or are not operating to 
a significant degree, 

The Army, no less than our society in gen- 
eral, is in a chronic struggle with its ambiva- 
lent attitudes about the question of authori- 
tarianism(1, 3, 4, 8). This is reflected in 
many ways. On the one hand, there are such 
varied phenomena as the similarity of the of- 
ficer’s and the enlisted man’s uniform, the 
more lenient philosophy behind the recently 
published Punitive Articles (6), the emphasis 
placed in the military officer’s training upon 
good leadership, which, in turn, is equated 
with “understanding one’s men,” the increas- 
ing tendency to make allowances for indi- 
vidual variations and “weaknesses,” the em- 
phasis upon personnel policies in which men 
are assigned to duties commensurate with 
their aptitudes; on the other hand, there are 
heard nostalgic laments from the older careet 
men who like to tell how discipline was main- 
tained in the old days and of the methods 
they used for “straightening-out the odd 
balls,” or the frequent irritable expressions 
of frustration relating to difficulties in exact 
ing discipline “in this new Army.” 

The newly commissioned psychiatrist early 
notes that army officers are in definite con 
flict within themselves over this entire issue 
He soon ceases to be surprised by the sp 
radic emergence of distinctly punitive % 
autocratic attitudes or actions in an office! 
who is otherwise verbally committed to the 
more advanced conceptions of democratic 
administrative techniques. Medical officers of 
lower rank are often dismayed by the reali- 
zation that their opinions on administrative 
actions affecting them or their patients (this 
is less often true of professional actions) at 
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frequently not solicited prior to the formu- 
lation of a policy. Communication tends to 
be limited to a system of directives that move 
in one direction, i.e., downward, and the psy- 
chiatrist may find himself initially misunder- 
stood by those above and below him (chiefs 
of service, nurses, ward-men) if he attempts 
to operate on a different basis. Withal, in the 
Army, as elsewhere in American life, the psy- 
chiatrist is impressed with the need each 
‘American has to conceive of himself as basi- 
cally democratic, even when his prevailing 
mode of behavior is at times quite the oppo- 
site, 


THE PSYCHIATRIST AND DISCIPLINE 


Perhaps without actively soliciting it, the 
psychiatrist has emerged in the Army with 
much power in the areas of discipline and 
punishment, His word is often the deter- 

_ mining one in deciding whether an individual 
should be court-martialed for failure to com- 
ply with discipline, whether a change of as- 

 signment or some other measure should be 
substituted for punishment in a given in- 

_ stance, whether an individual’s emotional 

| problems are of sufficient significance to 
serve as mitigating factors in certain crimi- 
nal actions, and, especially, in deciding 
whether particular individuals can ever make 
good soldiers, A first sergeant or a company 
commander can no longer feel absolute confi- 
dence in his own judgment when it comes to 
deciding if a man is “lying” or “malinger- 
ing” or “faking.” Whether he likes it or 
hot, he is frequently bound by regulations or 
by Self-protective needs to consult a psychi- 
atrist for the answer, and he cannot readily 
reject the psychiatrist’s conclusion. Typical 
of an authoritarian environment, the expert's 
| or the authority's viewpoint cannot easily be 
| ignored. 
= Tt is at this point that the army psychi- 
atrist must come to grips with his own feel- 

Ings about discipline and punishment, and 

with his own preconceptions of what is ex- 
nor him. He may sense that the more 
iscipline-minded officers conceive of him as 

à sort of chaplain with a fancy vocabulary. 
hat is, they conceive of him as the advo- 

TE of permissiveness. Because the disci- 

Pline-minded officer tends to be more out- 

Spoken than his milder colleagues, the psy- 


chiatrist is in danger of overestimating and 
overgeneralizing the prevalence of such a 
conception of him and of the resentment to- 
ward him. If he becomes insecure—and he 
is bound to if he is not at ease with and 
aware of his own ambivalence about authori- 
tarian procedure—he may react in an exag- 
gerated fashion. Ironically enough, some psy- 
chiatrists are drawn to the easy emotional 
security available to them in the Service if 
they play the role of the authority before au- 
thority-oriented individuals. They may be- 
come dependent upon this audience for their 
continued security and so, even though com- 
mitted by their psychiatric training to a non- 
coercive mode of professional behavior, be- 
come apologists for punitive attitudes ration- 
alized as “military necessity.” 

Some psychiatrists prefer not to recognize 
that there is a problem, and go along with 
what they sense is wanted of them at the 
moment. 

Others may be prone to adopt an almost 
doctrinaire role of nonconcern with such 
fhundane matters as disciplinary infractions 
and antisocial behavior. Like certain ‘“‘all- 
giving” parents who are unable to realize that 
too much permissiveness may be a means of 
withdrawing from the child and of withdraw- 
ing the child from reality, such psychiatrists 
fail to meet their army role realistically. This 
often forces the military officer who must 
deal with disciplinary problems into respond- 
ing to the psychiatrist as an apostle of im- 
practical leniency. In his own defense, the 
military officer’s authoritarian tendencies are 
then mobilized. The psychiatrist feels this as 
resentment, and the vicious cycle begins. 

An alternative possibility remains. The 
psychiatrist can attempt to understand what 
the nature and extent of his power is in the 
area of discipline, and what distorted concep- 
tions of his viewpoint may exist in the minds 
of other officers. He can reject in a reason- 
able manner those distortions, as well as the 
tendency to an overweighted reliance upon 
his conclusions or recommendations. Once 
free of these limiting factors, he is in a posi- 
tion to deepen his understanding of what the 
reasonable requirements in the realm of dis- 
cipline and punishment may be, in a military 
organization containing commissioned and 
noncommissioned officers who are in vary- 
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ing degrees of discomfort with the nettling 
problems falling to them as men of authority 
in an authoritarian environment. In a prac- 
tical sense, and in the long run, the psychi- 
atrist may be able to aid the military officer 
in clarifying for himself the differences be- 
tween an authoritative role with his men, and 
an authoritarian one, 


THE PSYCHIATRIST AS A PSYCHOTHERAPIST 


Turning to the more specific realm of army 
psychiatrist as therapist, new problems pre- 
sent themselves to the young reserve psychi- 
atric officer. On the open psychiatric wards 
he finds himself in a situation that is probably 
new for him. The Army must hospitalize 
many of its more severe neurotic problems 
and character disorders, rather than handle 
them on an outpatient basis. The intense de- 
pendency needs of the former and the act- 
ing-out tendencies of various of the latter 
become sharply mobilized in the hospital set- 
ting. Here the soldier-patient is presented, 
among other things, with an individual, the 
psychiatrist, who is all things to him: per- 
missive (certainly more than the line officers 
have been) ; coercive (patients are still sol- 
diers and subject to discipline) ; understand- 
ing (“he listens to my story”) ; giving (medi- 
cations, privileges, passes) ; rejecting (“he 
has barely talked to me since I told him about 
my problems”) ; withholding (medications, 
privileges, passes). He is an officer (“they’re 
all alike”). He has unlimited power and in- 
fluence (“the can put me on a locked ward, 
give me shock treatment, get me out of the 
Army, ec me a different assignment”). He 
pays slight attention to physical symptoms 
and refers organically ill patients to other 
doctors (“he’s not a real doctor”). But par- 
ticularly, the psychiatrist holds the keys to 
freedom. Seemingly on his say-so alone, a 
man can be discharged from the Service and 
even with a pension! 

The new army psychiatrist, if he is sensi- 
tive, readily becomes overwhelmed. Can he 
practice any kind of organized dynamic psy- 
chotherapy in such a confused situation? 
How can he begin to comprehend the appar- 
ently unlimited number of realistic and un- 
realistic and often contradictory factors op- 
erating between himself and each patient at 
any one moment? Is he only a ward-keeper 
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for a group of men who see him as a step- 
pingstone for immediate personal gain or 
who see him merely as a source of frustra- 
tion? Is he simply committed to 2 years of 
writing case summaries on men who are in- 
competent or unmotivated for duty and who 
are in an environment that affords them limit- 


less opportunities for projecting their diff- 


culties outside of themselves and for avoiding 
productive introspection? The psychiatrist 
finds himself pondering the fact that he is in 
a setting that implicitly, and often explicitly, 
equates emotional disability with moral un- 
fitness or “weakness,” and this directly con- 
tradicts the very basis of his professional 
existence, He is placed in the position of 
identifying (“diagnosing”) the “misfit” and 
the “weak,” and of rejecting these individ- 
uals from the Army. For the majority of 


these patients, to get well is to go back to the 


rigors of military duty. So the psychiatrist 
meets with an absence, in the majority of his 
patients, of the primary tool of the psycho- 


therapist: motivation for improving. He is 


in danger of feeling himself restricted to the 
role of an administrator ; he may come to re- 
sent his ward patients and find himself sub- 
ject to feelings of futility. 


Are there brighter aspects to the picture? | 


There are. There are those few hospitalized 
individuals with neurotic problems who do 
wish to get better. There are psychotic pa 
tients, and their treatment presents the same 
challenges and problems that exist in civil- 
ian hospitals. There are mental hygiene clin- 
ics whose purpose is to provide outpatient 
care for men who are able to remain on duty 
while under treatment. In this type of fe- 
cility, however, the psychiatrist must agait 


} 


comprehend the limitations of the environ | 


ment in which he is functioning (2, 8). He 
must be aware of attitudes and expectations 


soldier-patients have in relation to the officer- | 


psychiatrist, He must accept the fact that 
much of his therapy will involve “environ 
mental manipulation,” something which to 
most dynamically oriented psychiatrists im 
plies a degree of activity equivalent to coer 
cion. If he has not worked out for himself the 
realities of the authoritarian social matrix he 
is a part of, he may become immobilized i" 
this activity. He must learn to deal with the 
resistances, prejudices, and suspiciousness of 
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many of the line officers in order to obtain 
their cooperation. 


POSSIBILITIES FOR PROFESSIONAL GROWTH 


During his period of active military duty, 
the reserve psychiatrist may be in a position 
to accomplish something more than the direct 
treatment and disposition of psychiatric dis- 
orders. If he has sufficient freedom from 
anxiety in his military environment to be- 
come a participant observer in it, there isa 
variety of problems with which he can con- 
cern himself. He may be able to contribute 
to the growing body of knowledge relating to 
one of the more pressing issues of our time: 
the effects upon the individual of an authori- 
tarian social structure. He may focus on the 
question of the degree to which a military 
force must be authoritarian in order to re- 
main effective, and the degree to which it 
can tolerate a more free system of communi- 
cation between its members of superior and 
inferior rank. He may broaden his own and 
others’ comprehension of the values and limi- 
tations of punishment, rigorous discipline, 
and purposively inculcated reactive aggres- 
sion in the combat soldier. He may have an 
opportunity to view the whole question of 
aggression from a different vantage point 
than that available to him in civilian practice, 
viz., the channels available to an individual in 
a restrictive environment for releasing rage, 
the question of delayed rage-release, and the 
question of disintegration of behavior when 
rage cannot be effectually released because of 
external prohibition. He may have the oppor- 
tunity to make some observations on the ef- 
fects of an essentially all-male environment 
on certain males, He may find some profit in 

understanding to what extent the military 
service is made up of the predominantly pas- 
sive-dependent individual (“peacetime sol- 
dier”) and of the predominantly sadomaso- 
chistic character type. He might find himself 
in position to view the effects on family life 
and on children of various of the above-noted 
phenomena. 


CONCLUSION 


In using the term “authoritarian” through- 
E this article, the writer may seem to have 
een critical in the negative sense. Perhaps 


SAUL L. BROWN 


113 


to the extent that our society is truly a demo- 
cratic one, the term must inevitably carry 
with it an unpleasant connotation. In relat- 
ing it to the military service, however, the 
writer has attempted to use the term descrip- 
tively. Since it seems that we must have an 
authoritarian institution in our society in the 
form of a military force, and since psychi- 
atrists must perform a function in that insti- 
tution, it appears essential to the writer that 
they understand as much as possible of it, of 
their own actual and potential role therein, 
and of its effects on themselves and upon its 
other members. This conviction arises not 
only from personal experience in the Serv- 
ice, but from the observations of various 
leaders in the field of psychiatry who have 
repeatedly demonstrated the great impor- 
tance for the psychiatrist of understanding 
the social environment of which he and his 
patients are a part (1, 3, 5,7, 9). In identify- 
ing the frustrations that the young reserve 
psychiatrist may face, the writer has again 
attempted to be descriptive and not simply 
«negatively critical. He has proceeded on the 
assumption that the psychiatrist, like his pa- 
tient, must face psychological reality within 
and outside of himself, if he is to be effective. 


SuMMARY 


The writer has attempted to spotlight some 
of the problems facing the recently trained 
psychiatrist who may be serving a period of 
active duty in the military forces. He has 
noted such problems as the authoritarian 
structure of the military service, the ambiv- 
alence that may arise within the psychiatrist 
in having to fulfill a significant role,in such 
an environment, the need for the psychiatrist 
to comprehend the cultural framework in 
which he is operating, and the problem of 
limited communication in the authoritarian 
culture. He has also taken note of certain of 
the sources of frustration presenting them- 
selves to the psychiatrist in the Army, as well 
as some of the areas for personal growth and 
further study. 

BIBLIOGRAPHY 


1. Alexander, Franz. Our Age of Unreason, re- 
vised editon. J. B. Lippincott Co., New York, 1951. 
2. Beck, B. M., in collaboration with Robbins, 
L. L. Short Term Therapy in an Authoritative Set- 


II4 SOME OBSERVATIONS ON THE ROLE OF AN ARMY PSYCHIATRIST [ Aug, 


ting. Family Service Assn. of America, 1945. 7- Menninger, William. Psychiatry in a Troubled 
3. Erikson, Erik H. Childhood and Society. W. World. The Macmillan Co., New York, 1948, 

W. Norton and Co., Inc., New York, 1950. 8. Reusch, Jurgen, and Bateson, Gregory. Com- 
4. Gorer, Goeffrey. The American People, a munication, The Social Matrix of Psychiatry, W, 

Study in National Character. W. W. Norton and W. Norton and Co., Inc., New York, 1951. 

Co., Inc., New York, 1948. 8. Sullivan, H. S. Conceptions of modern psy- 
5. Horney, Karen. New Ways in Psychoanaly- chiatry. Psychiat, 3:1, 1940. 

sis. W. W. Norton and Co., Inc., New York, 1939. Io. Szurek, S. Emotional factors in the use of 
6. Manual for Courts-Martial, United States, authority. In Public Health Is People. Common- 

IQ5I. wealth Fund, New York, 1950. 


THE FACTOR OF HYPOXEMIA IN ELECTROSHOCK THERAPY * 
G. HOLMBERG, M.D., STOCKHOLM, SWEDEN 


In order to investigate changes in blood 
gases during an epileptic attack a number of 
workers have drawn arterial blood before, 
during, and after shock treatment and ana- 
lysed the samples for oxygen and carbon 
dioxide. Loman et al.(1) found only an in- 
significant lowering of the oxygen saturation. 
Himwich and Fazekas(2) reported extreme 
lowering of the arterial oxygen saturation in 
both metrazol and electroshock treatments. 
The severest hypoxemia occurred when ery- 
throidine was given for muscle relaxation. 
The most convincing results regarding hypo- 
xemia, hypercapnia, and the respiratory pat- 
tern in electroshock therapy are those shown 
by Altschule et al.(3). 

Silfverskidld(4) early pointed out the risk 
of anoxic cerebral damage in shock treatment 
and recommended the administration of oxy- 
gen before and after the convulsion. Holo- 
vachka(5) gave oxygen only after the seizure 
and thereby thought it possible to reduce the 
disagreeable aftereffects of electroshock. 

The present investigation was undertaken 
to study the effects of oxygen administration 
before and after electroshock, particularly 
bearing in mind the practical usefulness of 
oxygen as a prophylactic. 


TECHNIQUE 


The relative oxygen saturation of arterial 
blood was determined with a photoelectric 
oximeter of the Millikan(6) type, con- 
structed in Sweden and checked by Lindgren 
(7). No blood is drawn and the procedure 
causes the patient no discomfort whatsoever. 
Before the shock was given the instrument 
was calibrated to 96% saturation, since all 
the patients examined were considered stable 
from a cardiorespiratory standpoint. Read- 
ings were taken every 15 seconds until the 
oxygen level after the convulsion had re- 
turned to at least 90% saturation. A special 
hote was made of the lowest level reached. 

The hypoxemia curves obtained were ana- 
lysed by calculating the total area between the 
curve and the 90% level. This area was ex- 
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pressed as a product of the duration in min- 
utes and the oxygen content in percent, and 
designated “min. x %.” The total area gives 
a more accurate indication of the degree of 
hypoxia than solely the lowest oxygen level 
expressed in percent. 


MATERIAL 


Determinations were made during a series 
of 141 electroshocks administered to 61 pa- 
tients between the ages of 20 and 56 years. 
None of the patients was considered a “bad 
risk” and none showed any alarming reaction 
to the shock treatment. The diagnosis was 
in most cases depression. 

In each of 19 patients it was possible to 
make 2 to 4 determinations, namely, without 
the pretreatment administration of oxygen 
as well as with oxygen administration for 
periods of 4 and/or 1 minute, as well as 4 
minutes, immediately before the shock. When 
oxygen was given before the shock it was 
also given immediately afterwards. In this 
group were included only those cases in which 
the first shock produced a convulsion within 
I to 4 seconds. 

Special note was made of 25 patients in 
whom a convulsion could be evoked first after 
2 to 4 shocks given at approximately 1- min- 
ute intervals (“double” shocks). 

In 5 patients a comparison was made be- 
tween the effects of pure oxygen administra- 
tion and the administration of a 6 percent 
carbon dioxide in oxygen mixture. 

In 20 patients in whom muscle relaxants, 
such as Flaxedil and Celocurin (Succinyl- 
choline), were used with the electroshock, 
oximeter determinations were made during a 
total of 31 treatments. 


RESULTS 


The individual observations showed that 
severe hypoxemia could result even in un- 
complicated cases if oxygen was not used. 
Oxygen saturations below 50% have oc- 
curred. If respiration was not efficient im- 
mediately after the convulsion the oxygen 
saturation continued to fall fairly rapidly. 
Respiratory impairment was often encoun- 
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tered when the shock produced only a black- 
out, with resulting drop in oxygen saturation, 
and if in this condition a second shock was 
given producing a convulsion the hypoxemia 
could be extremely severe. In such cases res- 
piration was often inefficient afterwards, 
which prolonged the period of hypoxemia. If 
oxygen was given before each new shock the 
hypoxemia was considerably milder and the 
respiration was normal afterwards. Severe 
anoxia was never observed when oxygen was 
administered before the shock. 
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the means of the curves obtained without and 
with preshock oxygen administration for pe- 
riods of 4 and I minute. As will be seen, 
hypoxia was rather severe if oxygen was not 
given before the electroshock. If oxygen was 
administered for 1 minute the hypoxemia 
was, on the other hand, extremely mild, while 
if it was administered for only 30 seconds | 
intermediate results were obtained. | 
The means of the results in the 25 subjects | 
who required 2 to 4 consecutive shocks before | 
a convulsion was produced are seen in Table 


TABLE 1 


Tue EFFECT or OXYGEN ADMINISTRATION 


A. Convulsion obtained with a single shock (1 cases, 
i 60 determinations) if 


Lowest level of oxygen saturation (%)... 
Duration of convulsion (sec.) 
Magnitude of hypoxia (see tex! 


* The 


Preshock administration of oxygen 
Nil min, 


1 min, 4 min, 
57.1 73.8 79.6 73.3" 
. 45.3 46.6 44.4* 
9.2 3.0 5.2* 

44.7 47:3 44.2 

19.2 16.6 10.8 


cally enone eects the values obtained without oxygen administration and with oxygen for 4 min, is statisti- 


The means of the results obtained in the 
group of 19 patients in whom determinations 
were made both without and with preshock 
administration of oxygen for periods of 4, 1, 
and 4 minutes, respectively, are recorded in 
Table 1(A). The degree of hypoxemia as 
well as the area above the curve were percep- 
tibly reduced by oxygen administration for 
periods of 4 and 1 minute, while the hypo- 
xemia was again slightly increased after oxy- 
gen inhalation for 4 minutes. Figure 1 shows 


pree 


o 4 é 2 


3 min. 


Fic. 1—Mean arterial oxygen saturation levels 
during electric shock following pretreatment admin- 
istration of oxygen for varying periods of time. The 
4 curves, reading from below up, represent: with- 
out oxygen; oxygen for $ minute; oxygen for 1 
minute; oxygen and curarization. 


I(B). The hypoxemia was very much severer 
in these cases than in those in which a single 
shock was successful. The administration of 
oxygen definitely tended also in these cases to 
decrease the degree of hypoxia, which could 
not, however, be reduced to the same level as 
in the cases requiring only one shock. In Fig. 
2 a comparison is made between the effects of 
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Fic. 2—Schematic representation of the effect of y 
preshock administration of oxygen for varying Pe 
riods of time on the magnitude of hypoxia, plani- 
metrically calculated from the hypoxia curves. f 

Upper row (the same 19 cases as in Table 1A): 
Lto r, without oxygen administration; oxygen ad- 
ministration for 4, 1, and 4 minutes, respectively. 

Lower row (25 patients who required 2-4 shi 
to produce a convulsion). Note severer degree 0 
hypoxia in these cases. The effect of oxygen ad- 
ministration is similar, 
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“double” shocks and single shocks on the area 
above the curve. 

The duration of the convulsion, which was 
always determined with a stop-watch, was 
prolonged 5 to 6 seconds by the preshock ad- 
ministration of oxygen for periods of 4 and 
I minute, but was again somewhat shortened 
if oxygen was given for 4 minutes (see Table 
1 (A) ). Thus, the duration of the convulsion 
paralleled the oxygen saturation. Bearing in 
mind the influence which the carbon dioxide 
content of the blood can have on the duration 
of the convulsions, comparisons were made in 
asmaller group of 5 patients between the ef- 
fects of inhalation of pure oxygen and in- 
halation of a 6% carbon dioxide in oxygen 
mixture (see Table 2). From these tests it 
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DISCUSSION 


The results of the investigation show that 
electroshock treatment produces a rather se- 
vere but transitory arterial hypoxemia. The 
data are in good agreement with the results 
obtained by Altschule e¢ al. with blood analy- 
sis. If the treatment was complicated by re- 
spiratory disturbances or more than one 
shock was required to produce a convulsion 
the hypoxemia was more severe and of longer 
duration, Arterial hypoxemia could for the 
most part be prevented by the pretreatment 
administration of oxygen for a period of 4 to 
I minute. After oxygen administration for 
one minute the hypoxemia was not more se- 
vere than that which can be produced by 


TABLE 2 


COMPARISON BETWEEN THE EFFECTS oF PURE OXYGEN AND CARBON DIOXIDE-OXYGEN MIXTURE 


5 cases—t15 determinations 


Duration of convulsion (sec.).....++ssseeeeeeeseeee 
Magnitude of hypoxia (see text)......seeerereeeees 


would appear that the convulsions following 
carbon dioxide-oxygen administration lasted 
a few seconds longer than those following 
pure oxygen administration, despite the fact 
that the hypoxemia was on the average some- 
what more severe. 

Tn the cases in which curarizing drugs were 
used, oxygen was as a rule insufflated im- 
mediately before and after the electric shock. 
With the aid of the oximeter it was then 
possible to see how throughout the treatment 
the oxygen saturation remained at practically 
100% in all cases in which curarization was 
effective. (See the upper curve in Fig. 1.) 
A few patients were given oxygen only with 
spontaneous inspiration for a short period 
before as well as after the shock treatment. 
Also in these cases was the fall in the oxy- 
gen saturation insignificant, and in no case 
below 90%. The duration of the convulsion 
was considerably prolonged. One seizure 
that was registered electroencephalographi- 
cally lasted no less than 2 minutes, 36 sec- 
onds. With total curarization and continuous 
insufflation of oxygen, the seizure was in one 
case prolonged to 5 min., 53 sec. 


Preshock treatment with 


yankee 


6% COg in Oz 
Oa ; 
I min, 1 min, 4 min, 
+ 39.0 42.2 44.8 
0.4 2.2 2.9 


voluntary breath-holding, a fact that was es- 
tablished by tests. A few breaths of oxygen 
were sufficient considerably to reduce the 
hypoxia, which fact warrants the technique 
introduced by Silfverskidld. 

The result of oxygen administration for a 
period of 4 minutes was not so favourable. 
An analysis of the patient material showed 
that it was chiefly elderly individuals and 
those of powerful build who did not benefit 
from the longer period. Moreover, in elderly 
patients oxygen administration for less than 
1 minute had little effect, while $ minute was, 
as a rule, sufficient for younger subjects. 
Thus it was found that in elderly subjects 
the oxygen administration had a slower action 
and a narrower therapeutic breadth than in 
younger subjects, particularly the thin ones. 

The oxygen uptake in the body admits of 
argument. As will be seen from Fig. 1, oxy- 
gen administration for a period of 1 minute 
resulted in an increase in the oxygen satura- 
tion of the blood from 96 to 100%, to which 
should be added the amount of oxygen dis- 
solved in the plasma. Probably the most im- 
portant factor is that the lungs are filled with 
pure oxygen before the shock, . f 
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A glance at the curves shows that no great 
benefit can be expected from oxygen adminis- 
tration solely after the attack, when the oxy- 
gen saturation in any case rises rather rap- 
idly. Of greatest importance at this stage 
would appear to be the effective restoration of 
respiration, There would seem to be no point 
in administering oxygen during the convul- 
sion, seeing the patient is then scarcely 
breathing (see refs. 3, 5). 

Cerebral oxidation is contingent upon sev- 
eral factors other than the arterial oxygen 
saturation, e.g., the minute volume of the 
heart, the pressure in the large vessels, the 
vasomotor reactions in the cerebral blood ves- 
sels, and the oxygen consumption of the cere- 
bral tissues during the convulsion. All these 
factors would seem to contribute toward the 
production of anoxia of the brain tissues, 

An additional discovery of the investiga- 
tion was that the preshock administration of 
oxygen caused a slight but statistically signifi- 
cant increase in the average duration of the 
convulsion, with an even greater increase 
when carbon dioxide was added to the oxy- 
gen. If the convulsion is prolonged it prob- 
ably also increases in violence, and thus the 

oxygen treatment possibly increases the risk 
of fractures. Therefore oxygen as a pro- 
phylactic should be given in the first place in 
cases in which the risk of anoxia is considered 
to be greater than the risk of skeletal injuries, 

The severe degree of hypoxemia that oc- 
curs after “double” shocks constitutes a 
warning against keeping the strength of the 
current too low. The risk of anoxia and a 
number of undesirable vegetative reactions is 
probably greater than the risk of a slight 
average surpassing of the minimum current 
strength, The preshock administration of 
oxygen is of greatest importance when re- 
peated shocks are necessary, 

The administration of a mixture of carbon 
dioxide and oxygen did not give favourable 
results, The arterial hypoxia was not reduced 
to the same degree as when pure oxygen was 
given and, further, the convulsion lasted 
longer (and was presumably also more vio- 
lent). The carbon dioxide level of the blood 
is considerably raised during an electrocon- 
vulsion, and therefore further administration 
of carbon dioxide does not seem to be war- 
ranted. 

The absence of arterial anoxia when mus- 

cle-relaxing agents are used with electroshock 
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is explained in part by the administration of 
oxygen before and after the treatment, and 
in part by the small amount of oxygen uti- 
lized by the paralysed muscles. The ex- 
tremely long duration of the convulsions ap- 
pears to be related to the enhanced oxygen 
supply to the brain. 


SUMMARY 


The arterial oxygen saturation in electro- 
shock therapy has been determined with the 
aid of a photoelectric oximeter. The follow- 
ing observations were made: 

1. Electroshock causes rather severe, but 
transitory, hypoxemia. 

2. Impaired respiration after the convul- 
sion can give rise to severe and rather pro- 
longed hypoxemia. 

3. If more than one shock is necessary to 
produce a convulsion the degree of hypo- 
xemia is considerably increased. 

4. The administration of pure oxygen for 
a period of $ to 1 minute (1 minute in elderly 
individuals) immediately before as well as 
after the shock considerably reduces the de- 
gree of hypoxemia. 

5. The oxygen administration prolongs the 
convulsion. The intensity of the convulsion 
is probably also somewhat increased, thus 
Possibly increasing the risk of skeletal in- 
juries. 

6. The addition of 6% carbon dioxide to 
the oxygen gas is a somewhat poorer pro- 
tection against hypoxia than pure oxygen. 
Carbon dioxide also appears to increase fur- 
ther the duration of the convulsions, 

7. When a muscle-relaxing agent is used 
and oxygen insufflated, a maximum oxygen 
saturation of the arterial blood can be ob- 
tained throughout the treatment. The con- 
vulsion is thereby greatly prolonged. 
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THE OCCURRENCE OF METHEMOGLOBINEMIA DURING INSULIN 
COMA THERAPY * 
JOHN A. GRIMSHAW, M.D. Torexa, Kans. 


The occurrence of nitrite poisoning during 
the course of insulin coma treatment pre- 
sents a fortunately rare problem, but because 
of its interesting therapeutic and theoretical 
possibilities 5 cases are recorded here. 

These cases were induced by the accidental 
administration of sodium nitrite in place of 
potassium citrate, which it is our custom to 
add to the tube-feeding mixture of glucose 
solution given to terminate insulin coma. Our 
usual procedure in the insulin section is as 
follows: At 6:30. m. the patients are given 
their prescribed dose of regular insulin intra- 
muscularly. They are then brought to the 
treatment room, where they are under the 
supervision of a trained insulin team consist- 
ing of one physician, one trained nurse, and 
at least 4 specially trained psychiatric aides. 
The patients are usually in coma by 9:00 or 
9: 30a. m, and after approximately one hour 
coma is terminated by gastric lavage of 500 
to 1,000 cc of 10% glucose solution to which 
is added 2 gm of potassium citrate and forti- 
fied with aminovibex. The potassium citrate 
is added because we have seen several cases 
of hypokalemia as discovered by EKG find- 
ings and it is thought that the prophylactic 
use of this salt in doses of 2 gm t.i.d. should 
prevent its occurrence. It is furthermore our 
clinical impression that this procedure has re- 
duced the number of secondary reactions. 
On the day when the incident occurred so- 
dium nitrite was accidentally substituted for 
Potassium citrate by the pharmacy. The so- 
dium nitrite had recently been used for the 
Preparation of anti-rust solutions for the 
surgical instruments and the bottle contain- 
ing it was identical in size, shape, and color 
to those containing the potassium citrate. 
Sodium nitrite crystals were put into solution 
and dispensed in the stock bottle labeled “Po- 
tassium Citrate Solution” which is used on 
the ward. This accident should emphasize 


1 Read at the spring meeting of the Kansas Psy- 
chiatric Society and Mid-Continent Psychiatric As- 
sociation, Kansas City, Missouri, April 24-27, 1952. 

From the Insulin Service, Topeka State Hospital, 
Topeka, Kansas. 


the necessity for keeping all drugs and re- 
agents not intended for internal use ina sepa- 
rate part of the pharmacy and distinctively 
labeled. 

The discovery of the accident was made 
when it was noticed in Case 5 that the pa- 
tient was quite cyanotic and not responding 
well to the usual termination procedure. Oxy- 
gen was given with no effect and it was first 
feared that we were dealing with prolonged 
coma. It was soon noticed that all patients 
that had been gavaged were showing similar 
symptoms and those who had been terminated 
by intravenous glucose or who had had no 
coma were asymptomatic. It was immedi- 
ately clear that some ingredient in the gavage 
mixture was responsible. The cyanosis being 
of a peculiar slate-gray color made us suspect 
amethemoglobinemia. The bottle labeled po- 
tassium citrate solution and blood samples 
were immediately sent to Dr. Lattimore of 
Lattimore and Fink Laboratories, who re- 
turned an analysis within half an hour show- 
ing the presence of nitrite in the potassium 
citrate bottle and methemoglobin in the blood 
samples. A total of not more than 14 hours 
elapsed between the discovery of the symp- 
toms and the initial attempts at specific ther- 
apy with ascorbic acid. On observing the 
failures of treatment with ascorbic acid and 
at the suggestion of Dr. Lattimore the meth- 
ylene blue treatment was started. Dr. Latti- 
more also kindly prepared for us the intra- 
venous methylene blue solutions. 


CASE REPORTS 


Case 1—D. S., 24-year-old housewife with a 
working diagnosis of paranoid schizophrenia, had re- 
ceived 44 treatments, with 32 insulin comas, usually 
going into coma with about 40 units of insulin and 
showing no unusual complications. The day in which 
the accident occurred the patient received her usual 
40 units of insulin at 6:45 a.m. and went into an 
uncomplicated light coma by 10:30. At 10:50 a.m. 
coma was terminated by the usual gavage mixture 
of eggnog to which was added 2 grams of sodium 
nitrite solution from the stock bottle labeled po- 
tassium citrate. She recovered from her coma very 
slowly, but one hour later was returned to the treat- 
ment room by the aides because she was staggering, 
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incoherent, very excited, and showed a marked slate- 
gray cyanosis. The pupils were widely dilated, the 
skin was moist but cool, and the patient was chill- 
ing. She was nauseated but did not vomit. Her 
speech was much more incoherent and flighty than 
usual, pulse extremely rapid. Blood sample was 
taken and later reported a normal CO, combining 
power and definite evidence of the presence of met- 
hemoglobin by spectroscopic test. At 12:20 p.m. 
continuous I.V. of 10% dextrose in water was 
started, but the patient remained still very excited, 
extremely cyanotic, had rapid pulse, was incoherent 
and flighty in her speech. At 1:30 p.m., 500 mg of 
ascorbic acid were given intravenuously with no 
noticeable effect. At 2: 30 p.m. another 1,000 cc of 
10% dextrose in water were started intravenously, 
with 500 mg of ascorbic acid. By 3:15 p.m. there 
was still no noticeable effect other than that the pa- 
tient was less excited but the cyanosis was as in- 
tense as previously. At 3:15 p.m. 15 cc of 1% 
methylene blue were given intravenously, and 
within less than 10 minutes the patient’s cyanosis 
had disappeared; she was quieter and less anxious. 
By 4:40 p.m. the intravenous dextrose was com- 
pleted; the patient was again more excited and com- 
plaining, but showed no cyanosis. At 5:30 p.m. 
patient ate her supper but a few minutes later vom- 
ited. She remained drowsy, staggering, and at 7: 20 
p. m. was given 100 cc of 334% glucose by vein. 
At 7:45 p.m. she vomited about 100 cc of green 
fluid streaked with blood. The patient remained 
extremely restless throughout the night, incoherent 
at times and complaining in a hysterical manner of 
pain, for which no cause could be found. Color re- 
mained good; pulse and respiration remained normal 
throughout the night. By the next day the patient 
was back to her usual psychotic personality and 
since that time has continued to take insulin treat- 
ment without further complications. She has im- 
proved somewhat since her insulin treatment has 
been started but there has been no permanent marked 
personality change that could be attributed to the 
methemoglobinemia, 
Case 2—L. R., 29-year-old housewife with a 
working diagnosis of paranoid schizophrenia, until 
the day in which the accident occurred had 81 
treatments and 25 comas. She received 150 units of 
regular insulin, She did not go into coma on the 
day the accident occurred. At 10: 35 a.m. she re- 
ceived a gavage of 500 cc of 20% sucrose to which 
was added 2 grams of sodium nitrite from the stock 
bottle. At about 11:00 a.m. she vomited the ga- 
vage mixture but ate a light lunch, which she re- 
tained. When it was discoyered that most of the 
insulin patients were showing unusual signs of 
cyanosis, she was examined and found to be quite 
cyanotic but had no complaints. She was rational 
and clear, quiet and not apprehensive. The lips and 
nail beds were quite discolored, with a slate-gray 
cyanosis, but there was no sweating, no pupilary 
dilatation, no further nausea or vomiting. She did 
not require any special treatment. This patient 
seemed to show only the signs of methemoglobine- 
mia, and had none of the nitrite shock or evidence 
of hypoglycemia, which all the others demonstrated. 
She remained well and the cyanosis had disappeared 
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by 5:00 p.m. Insulin treatment has since been Te- 
sumed and the patient, although not completely. well, 
has shown the expected improvement with insulin 
treatment, but there has been no remarkable per- 
sonality change following the incident of methemo- 
globinemia. 

Case 3,—M. P. M., a 41-year-old housewife with 
a working diagnosis of schizophrenia, had received 
48 treatments with 27 comas, usually going into 
coma at about 100 units and without any complica- 
tions, At 10:00 a.m., after approximately one half 
hour of moderately deep coma, the patient was ga- 
vaged with 1,000 cc of eggnog mixture with 2 grams 
of sodium nitrite added from the stock bottle. She 
recovered slowly from her coma and was given 50 
ce of 334% glucose by vein to help bring her out, 
At 11:45 a.m, she became quite excited, irritable, 
apprehensive, and showed marked cyanosis. Pupils 
were widely dilated, the skin was cold and clammy 
and sweating, and the patient complained of cold, 
There was nausea but no vomiting. The cyanosis 
was particularly pronounced around the mouth and 
nail beds and was of a dark slate-gray color. There 
was no respiratory embarrassment. At 12:20 p.m. 
intravenous of 1,000 cc of 10% dextrose and water 
was started and the patient continued crying, 
screaming, very agitated, and with cyanosis undi- 
minished. At 1:30 p.m. 500 mg of ascorbic acid 
were given intravenously with a slight improvement 
in color and the patient was somewhat quieter and 
only sporadically noisy and active. Another 1,000 cc 
of 10% dextrose in water was started at 2: 50 p.m. 
and at 3:10 p.m. 1,000 mg of ascorbic acid were 
again given intravenously. By this time the patient 
was much quieter but the cyanosis still persisted 
and at 3: 25 p.m. 15 cc of 1% methylene blue were 
given intravenously. Within a few minutes the 
cyanosis had completely cleared up, the patient com- 
plained of weakness but her pulse was good; she 
was no longer sweaty or cold. She refused to eat 
supper that evening but did drink fruit juices. She 
remained resistive and uncooperative for nursing 
care though this was not unusual for this patient. 
Insulin coma treatment has since been resumed 
without further complications, but there has been 
little improyement in the patient’s mental status. 


Case 4—M. R. a 32-year-old divorcee, had a 
working diagnosis of paranoid schizophrenia. After 
receiving her 14th treatment, the patient again went 
into an uncomplicated insulin coma at 175 units. 
After about one hour of light coma, the patient was 
tubed with 500 cc of 20% sucrose mixture to which 
we added 2 grams of sodium nitrite from the stock 
bottle. The patient came out of her coma slowly 
with some slight confusion, slight ataxia, and slight 
thickening of speech, but left the treatment room ac- 
companied by an aide to get dressed and ready for 
dinner. Approximately one hour after the coma was 
terminated, the patient vomited almost the entire 
tube feeding, was returned to the treatment room and 
placed in bed. She was at this time extremely ex- 
cited, thrashing around on the bed, pupils widely di- 
lated, skin was blanched, patient complained of cold 
though beads of perspiration stood out on her skin. 
Within a few minutes the patient began to show 
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some cyanosis, especially of the lips and nail beds, 
but there was no respiratory difficulty. One thou- 
sand cc of 10% dextrose and water were started in- 
travenously, and within 45 minutes she was less ap- 
prehensive, somewhat quieter, still more than usually 
anxious, however ; and though the pallor which had 
previously been noted was no longer evident, the 
patient remained cyanotic around the lips and nail 
beds. One half hour later 500 mg of ascorbic acid 
were added through the tubing of the intravenous 
and there was some improvement of the patient’s 
color, but pallor and cyanosis were still evident. 
She was quieter and less apprehensive. Ten per- 
cent dextrose in water intravenously was continued 
for 2,000 cc and, 24 hours after the first injection 
of ascorbic acid, this was repeated with 1,000 mg 
of ascorbic acid intravenously. She became briefly 
excited, noisy, and apprehensive but there was no 
particular change in her color. Fifteen minutes later 
15 cc of 1% methylene blue were given intravenously 
and in a very few minutes the cyanosis had com- 
pletely disappeared. By 4:30 in the afternoon, ap- 
proximately 54 hours after she had been tube-fed, 
there was no longer any evidence of either hypogly- 
cemia, shock, or cyanosis. The patient has since 
continued insulin treatments with the same approxi- 
mate dosage for coma, without any complications. 
She is showing the expected response to insulin 
treatment in that she is less demanding, less preoc- 
cupied with sexual thoughts, and somewhat more 
sociable in the group setting. These changes have 
been gradual and cannot be attributed to the epi- 
sode of methemoglobinemia. 


Case 5.—A 20-year-old white unmarried mother 
of one child, with a diagnosis of schizophrenia, 
mixed type, had received 73 insulin treatments and 
had had 38 uncomplicated insulin comas. On the 
day on which the accident occurred she was given 
120 units of insulin at 6:30 a.m. At 10:50 a.m. 
she had a grand mal convulsion and coma was ter- 
minated immediately by a gavage of 500 cc of fruit 
juice mixture to which 2 grams of sodium nitrite 
had been added from the stock bottle. She was 
confused, had myoclonic twitchings, and vomited be- 
fore the entire gavage was finished. She continued 
nauseated, had markedly dilated pupils, skin was 
wet and cold, and the patient had a shaking chill. 
Within less than 10 minutes after receiving the ga- 
vage a blue-gray cyanosis was evident around the 
mouth and in the nail beds. At 11 a.m. she was 
given 100 cc of 334% glucose by vein. She was 
excited, confused, and very apprehensive. Oxygen 
was given by facial mask and one ampule of Cora- 
Mine intramuscularly, but these had no effect on the 
cyanosis. At 11:15 the blood pressure was 100/45, 
the patient continued nauseated and vomiting. At 
II: 30 a.m. a blood sugar was taken and later re- 
Ported 54 mg%. At 12:20 p.m. continuous intra- 
venous drip of 10 % dextrose in water was started 
and at 1: 30 p.m. 500 mg ascorbic acid were given 
intravenously. The patient continued excited, ap- 
Prehensive, and cyanotic; pupils were dilated, skin 
wet and cold. At 2:25 p.m, additional 1,000 cc of 
10% dextrose in water were started intravenously 
and at 3 p. m. another 500 mg of ascorbic acid given 


by vein. By this time the patient was less excited 
and apprehensive, was no longer sweating and chill- 
ing, but the cyanosis persisted. At 3:15 p.m. 15 cc 
of 1% methylene blue were given by vein with rapid 
improvement of the cyanosis, At 5 p.m. patient was 
up and about and had a good supper. She com- 
plained of severe headache for which she was given 
10 grains of aspirin and from 7 p. m. on the patient 
had a quiet night. Insulin treatments have since 
been continued on the patient without further inci- 
dent. Since the beginning of insulin treatment the 
patient has shown some increasing reality contact, 
thinking is less disorganized, but occasionally she 
shows some bizarre acts. There has been no per- 
sonality change that could be attributed to the 
methemoglobinemia. 


DISCUSSION 


The cases reported here demonstrate that 
we were dealing with 3 separate clinical con- 
ditions occurring simultaneously in each of 
these patients: first, the presence of methe- 
moglobinemia, which gave rise to the rather 
startling cyanosis and the most obvious clini- 
cal sign but probably the least dangerous of 
the 3 conditions. It was rapidly and easily 
dealt with by the intravenous use of methyl- 
ene blue. The second condition we had to 
deal with was that of shock due to the phar- 
macological action of the nitrite in producing 
marked vasodilation. Nitrite ion relaxes the 
smooth muscle of the smaller blood vessels 
causing a fall in blood pressure and, as is 
well known by those using the nitrite method 
of treating cardiovascular diseases, it can pro- 
duce nausea, weakness, restlessness, pallor, 
cold sweat, syncope, collapse, and inconti- 
nence. This is said to be due to a pooling of 
the blood in the postarteriolar vascular bed 
and not due to primary fall in the blood pres- 
sure alone(1). Thus it is a picture of classi- 
cal shock caused by a decrease in effective 
blood volume. This was combatted in these 
patients by the usual methods of treatment 
for shock: prone position, warmth, and 
intravenous fluids, The third condition ob- 
served was a serious hypoglycemia since, be- 
cause of the nausea and vomiting, these pa- 
tients had not received sufficient allowance of 
glucose by tube to terminate properly their in- 
sulin comas. Nitrites when ingested can pro- 
duce nitrous acid by the action of the gastric 
juice, which acts as a gastric irritant and pro- 
duces vomiting. The hypoglycemia in these 
cases was treated by the obvious method of 
intravenous glucose in large amounts both by 
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the concentrated 334% and by continuous 
intravenous drip of 10% glucose. 

In an excellent review of the subject, 
Finch(2) breaks down clinical methemo- 
globinemias into 2 main types, primary and 
secondary. In primary methemoglobinemia 
we are apparently dealing with a congenital 
biochemical lesion in which the erythrocyte 
lacks its normal power to reconyert the small 
amounts of methemoglobinemia to hemoglo- 
bin, and methemoglobin slowly accumulates 
until a point of equilibrium is reached. This 
point of equilibrium may be as high as 40% 
methemoglobin. This accumulation of methe- 
moglobin in the blood is due to the fact that 
even under normal conditions small amounts 
of methemoglobin are formed and ordinarily 
these are reconverted to hemoglobin by enzy- 
matic processes within the red cell. In con- 
genital methemoglobinemia this normal re- 
conversion process is lacking and methemo- 
globin continues to accumulate. 

Patients with primary methemoglobinemia 
may be treated with either ascorbic acid or 
methylene blue. Since the rate of reconver- 
sion of methemoglobin to hemoglobin by the 
action of ascorbic acid is greater than the rate 
of spontaneous accumulation these patients 
may be kept free of methemoglobinemia by 
its use in large doses. Since the rate of change 
of methemoglobin to hemoglobin by ascorbic 
acid is still, however, less than the normal 
cell mechanism can produce, it is of no value 
in the treatment of the secondary methemo- 
globinemias where the normal cell reconver- 
sion mechanism has been greatly exceeded. 

Secondary methemoglobinemias are those 
produced by drugs. The exact chemical in- 
terreaction is not clear but it has been known 
for many years that many of the aniline de- 
rivatives, nitrites, nitroglycerin, and several 
of the sulfa drugs, have the capacity of con- 
verting hemoglobin to methemoglobin. These 
drugs oxidize hemoglobin but reducing sub- 
stances such as glutathione or ascorbic acid 
do not protect against this oxidation. Cases 
of nitrite poisoning due to the presence of 
nitrate in well water and its conversion into 
nitrite by the action of the bacterial flora in 

the intestine are well known. Cases of methe- 
moglobinemia resulting from aniline and ani- 
line dyes such as are used on laundry marks, 
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on diapers, or on freshly dyed shoes have 
been reported. 

The use of the methylene blue in combat- 
ting the methemoglobinemia in the cases re- 
ported here fully demonstrates its rapid and 
dramatic effectiveness, A review of the phy- 
siological effects of methylene blue leads to 
the rather confusing paradoxical statements 
that on the one hand methylene blue is used 
in the treatment of cyanide poisoning to cause 
methemoglobinemia, and on the other hand 
methylene blue has been used in the treat- 
ment of methemoglobinemia to reduce it to 
hemoglobin(3, 5). Some authors state that 
in low concentrations methylene blue reduces 
methemoglobin to hemoglobin and in high 
concentrations methylene blue produces met- 
hemoglobin. Bodansky and others(6, 7) 
have clarified this apparent paradox and it is 
definitely certain that methemoglobin can be 
reduced to hemoglobin by the action of 
methylene blue on the coenzyme systems in 
the presence of glucose. Bodansky further 
States, “Contrary to the usual impression, 
methylene blue is not a good methemoglobin 
former in vivo in man.” It is probably true 
that small amounts of methemoglobin may 
be produced by methylene blue but this is a 
reversible chemical reaction and the equilib- 
rium state between the 2 reactions is bal- 
anced at a very low point of methemoglobin 
concentration. 

The reported cases amply justify the use 
of methylene blue in the treatment of methe- 
moglobinemia and demonstrate the ineffec- 
tiveness of the ascorbic acid when the methe- 
moglobinemia is produced by nitrite poison- 
ing. 

According to some theories (8) the useful- 
ness of insulin coma therapy in the psychoses 
may be due to depression of metabolism in 
the cerebral cortex produced by a lack of 
glucose; and in view of the fact that methe- 
moglobinemia causes a definite lowering of 
cerebral metabolism due to the cerebral an- 
oxia it produces, it is interesting to speculate 
that this episode of nitrite poisoning might 
have produced beneficial effects on the pa- 
tients’ psychoses. No such effects were ob- 
served. It is, however, impossible to state 
categorically that such a method would be of 
no value in treatment inasmuch as in these 


nt of cerebral anoxia produced 
ort duration. It could be further 
lated, however, that should the effects 
noglobinemia be’ thought to be in 

beneficial the purposeful production 
themoglobin up to at least 40% in the 

| the absence of hypoglycemia should 
ught with too great a danger and 
easily be terminated within a few min- 
s by the administration of methylene blue. 

represents a possible field for further 


SUMMARY 


cases of methemoglobinemia result- 
7 n the accidental substitution of so- 
ium nitrite for potassium citrate in the ga- 
nixture given to terminate insulin coma 
t are recorded. The simple and ef- 
cious treatment by intravenous injection 
ethylene blue is presented. 

tis speculated that further research might 
how that the intentional production of met- 
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hemoglobinemia in nonhypoglycemic subjects 
would be a safe and useful method of treat- 
ment in schizophrenia. 


BIBLIOGRAPHY 


1. Goodman, L. S., and Gilman, A. Z. Pharmaco- 
logic Bases of Therapeutics, p. 556. Macmillan, 
New York, 1941. 

2. Finch, C., Methemogolobinemia and Sulfhemo- 
globinemia. New Eng. J. Med., 239: 470, Sept. 23, 
1948. 

3. Thienes, C., and Haley, T. Clinical Toxicology, 
p. 193. Lea and Febiger, Philadelphia, 1948. 

4. Ref. 1, p. 870. 

5. Best, C. H., and Taylor, N. B. Physiologic 
Basis of Medical Practice. Williams & Wilkins, 
Baltimore, 1950, 

6. Bodansky, O. Mechanism of action of meth- 
ylene blue in treatment of methemoglobinemia. 
J.A.M.A., 142: 923, March 1950. 

7. Wendel, W. B. Use of methylene blue in met- 
hemoglobinemia from  sulfanilamide poisoning. 
J.A.M.A., 109: 1216, Oct. 1937. 

8. Kalinowsky, L. B., and Hoch, P. H. Shock 
Treatments and Other Somatic Procedures in Psy- 
chiatry, pp. 232, 233. Grune & Stratton, New York, 
1946. 


STUDIES IN RESPONSIVITY OF THE ADRENAL CORTEX IN 
SCHIZOPHRENIA * 
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EDWARD E. HOLLANDER, M. D., anp HOWARD W. POTTER, M. D., BrooxLyn, N. Y. 


Investigations into the somatic background 
of schizophrenia have been carried on over a 
great many years. During past decades, in- 
terest focused now on one physiological ac- 
tivity of the body, and now on another. The 
autonomic nervous system served as one of 
the earlier foci of attention for these studies 
and valuable descriptions of the physiologic 
behavior of schizophrenics were collected (5, 
14). More recently, much attention has cen- 
tered on the endocrine system: thyroid (1, 6, 
7,15), gonads(10, 12, 22), etc., in an attempt 
to elucidate correlations between these gland 
systems and schizophrenia. It is no surprise 
that, with the renewed interest in the adrenal 
cortex brought about by the discovery of 
ACTH and cortisone and highlighted by the 
elaboration of the stress syndrome(2r), this 
organ is being studied for its role in psychi- 
atric states, 

Pincus et al.( 16, 18) have concluded from 
their studies of schizophrenic patients that 
their adrenal cortical responses to stress are 
significantly lower than those of normal sub- 
jects. These authors utilized several types of 
stress, one of which consisted of the stimula- 
tion of the adrenal cortex by 25 mgm. of 
ACTH given intramuscularly. The authors’ 
conclusions were based on the differences in 

response to stress between schizophrenics and 
normals, with respect to changes in the blood 
lymphocyte count and the urinary excretion 
of 17-ketosteroid, neutral reducing lipid, po- 
tassium, sodium, and uric acid following 
stress, 

Inasmuch as the diagnosis “schizophrenia” 
includes so wide a variety of clinical syn- 
dromes, it appeared noteworthy that failure 
of responsivity to stress was so uniform in 
Pincus’ reports. Furthermore, the description 
of the nutritional and physical status of the 
subjects was not reported in detail. These 
considerations motivated us to survey anew 


1 From the Department of Psychiatry of the State 
University of New York, College of Medicine, and 
the Kings County Hospital, Brooklyn, New York. 

ACTH was generously supplied by the Armour 

Laboratories, Chicago, Ill., through the courtesy of 
Dr. Harley E. Cluxton, Jr. 
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the adrenal cortical response of schizophren- 
ics to ACTH. 


MATERIAL AND METHODS 


Two groups of experiments were done. 

(1) Eleven female patients under the age 
of 40, who had been hospitalized for at least 
24 years at the Brooklyn State Hospital,’ 
were selected for a portion of this study. 
These patients had had no form of physio- 
logical therapy within the preceding 3 
months. All of them were ambulatory and 
showed no clinical evidence of physical dis- 
ease or nutritional deficiency. In each the 
diagnosis of schizophrenia had been clearly 
established. The group consisted of 5 cata- 
tonic, 5 hebephrenic, and 1 paranoid schizo- 
phrenic patient. 

Each patient was studied following intra- 
muscular injections on 2 successive days of 
(a) saline and (b) 25 mgm. of ACTH. 
These solutions were prepared so that on each 
day the amount and appearance of the solu- 
tions were similar. Blood samples were col- 
lected immediately prior to injection and at 
hourly intervals for 4 hours following the in- 
jection. At each period, blood smears were 
made on cover slips and 5 ml. of venous blood 
was collected in a vial containing 0.2 ml. of 
double exalate(9). Total white blood counts 
were done in the routine manner and the total 
lymphocyte count was determined from the 
blood smear(g). Eosinophile counts were 
done in duplicate on 2 separate Neubauer 
“Bright Line” counting chambers from 2 
separate pipettes. The Rud method(20) was 
used. 

(2) In association with the above study, a 
pilot survey was run on a group of 11 schizo- 
phrenic subjects whose first hospital admis- 
sion was to the psychiatric division of the 
Kings County Hospital. These subjects were 
chosen on admission for the clarity of diag- 
nosis ; special emphasis was placed on choos- 
ing patients whose psychotic symptomatology 


2 These patients were supplied through the co- 
operation of the late Dr. Clarence Bellinger and Dr. 
James Lawton, who were helpful in many ways. 
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was of the shortest possible duration. These 
patients were all males, under 40 years of age, 
and in good physical and nutritional health. 
They were chosen in preference to women 
for the relative ease of urine collection in our 
- setting. 

The experiments on these patients lasted 5 
-| days, during which daily 24-hour urine col- 
lections were made, The first 2 days served 
asa control period, On the succeeding 2 days, 
each subject was given 25 mgm. of ACTH 


made. The 11 subjects included 2 catatonic, 
3 hebephrenic, 5 paranoid, and 1 mixed para- 
noid and catatonic schizophrenic patient. 

The 24-hour outputs of 17-ketosteroids 
(13) and corticosteroids(4) were determined 
in duplicate. Three normal control subjects 
were studied in the same manner. 


DATA 


The results of the eosinophile and lympho- 
cyte counts for all the subjects are shown in 


TABLE 1 


Initrat EOSINOPHILE AND LYMPHOCYTE Counts AND THE HOURLY Counts FOLLOWING THE INJECTION 
or SALINE AND ACTH, IN 11 SUBJECTS 


1 hour 
Case No. Saline ACT! 
E 183 94 
L 1876 2255 
2 E 244 6I 
L 4400 2686 
SE 189 72 
Tees 2337 2640 
TAR oA 44 6I 
En 3000 1224 
GET. 78 78 
Dias 1897 2345 
6 E. 305 278 
L. 2090 2083 
7 B 122 200 
L 3154 2052 
8 E 255 339 
L 1037 1440 
9 E 516 416 
L 2564 923 
io E 117 78 
L 1812 2115 
nE. 389 377 
L 3176 2679 


intramuscularly 3 times a day at 6-hour inter- 
vals. It was our opinion that this constituted 
an adequate stress situation and the longer 
period of observation would allow any hidden 
lag in response to become evident. On the 
fifth and final day of the experiment, no 
ACTH was given. The patients were ambula- 
tory on the ward, and were on the standard 
hospital diet. 

The accuracy of the urine collections was 
validated by measuring the 24-hour output 
of creatinine in duplicate(2). In case any 
doubt existed as to the accuracy of the col- 
lection, the patient was discarded from the 
experiment. Of about 40 patients studied, 
data on all but 11 had to be discarded because 
of unsatisfactory urine collection. No selec- 
tion as to type of patient or of result was 


2 hour 3 hour 4 hour 
— SAL 
Saline ACTH Saline ACTH Saline ACTH 

89 167 83 61 100 56 
1264 1518 2085 930 1976 1173 
155 6I 128 33 100 56 
2940 1722 2072 744 FRA 1913 
217 61 167 144 255 94 
3025 1782 3900 1850 2310 1760 
28 6 28 o 33 Ir 
1106 1424 1340 1506 1615 1066 
100 50 39 39 6r 39 
2190 1439 2012 1372 1916 1664 
272 gil 316 150 333 211 
2151 1716 2036 1638 3326 1711 
117 100 122 122 100 133 
2158 3055 1619 3312 2274 2818 
255 361 289 133 278 100 
958 2176 1541 596 1608 1212 
516 272 511 266 350 271 
1492 764 2410 1472 2028 882 
6r 56 56 6 50 6 
1748 1350 2317 1480 2046 948 
416 189 433 94 355 122 
2240 2253 3290 1206 2807 2081 


Table 1. Both cell types show considerable 
variation for the same and different subjects. 
To clarify these relations, percentage varia- 
tion of these cell types were charted in Figs. 
t and 2. The hour-by-hour changes in the 
eosinophile count are shown in Fig. 1. The 
prestress level is represented as 100%. The 
actual initial count is indicated on the graph. 
Tt should be noted that there is variation of 
the prestress eosinophile count from subject 
to subject and some subjects show wide varia- 
tion of fasting levels on the 2 succeeding 


days (Cases 2, 11). Further, no relation- 
ship can be noted between the initial eosino- 


phile level and the response to stress. Sub- 
jects with either high or low prestress levels 
showed 50% or more drop in their eosino- 
phile count (Cases 8, 4, I0). 
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Figure 2 shows the individual hourly 
change in the circulating lymphocytes after 
saline and ACTH injections. Again a wide 
variation in counts is evident with many sub- 
jects showing considerable lymphocytopenia 
after ACTH. 

The hour-to-hour incidence of “positive” 
responses of the circulating eosinophiles to 
ACTH and saline is charted in Fig. 3. The 
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no consistent pattern of response in this 
group. No correlation was noted between the 
output of 17-ketosteroids and the corticoste. 
roids, some of the subjects showing an in- 
creased output of one or the other of these 
substances, and other subjects showing no 
change, or a decrease in output. The 3 
normal subjects similarly showed no consist- 
ent pattern. It is important to note that 2 of 
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Fic. 1.—Percent of initial count of eosinophiles, hour by hour, in response to the injection of saline and 
ACTH, in 11 subjects. The solid and broken lines represent the changes following the injections of saline 
and ACTH respectively. “S” and “A” represent the initial eosinophile counts preceding the injections of 


saline and ACTH respectively. 


greatest number of subjects showed a 50% 
or more decrease in eosinophiles 3 hours 
after injection of ACTH. Four hours after 
stress, fewer patients showed this degree of 
eosinopenia. After saline injection, there 
was an increasing eosinopenia hour by hour 
through the fourth hour, at which time 5 of 
the 11 subjects showed a “positive” response, 
according to Thorn’s criteria(19, 23, 24). 
This is the same incidence we found 4 hours 
after injection of ACTH. 

The steroid studies also indicate (Fig. 4) 


the normal controls showed no significant in- 
crease in 17-ketosteroids, while the third sub- 
ject showed a marked increase, Since 2 nor- 
mals showed no significant response to 
ACTH, it may be said that the dosage em- 
ployed was certainly not of such large size 
as to induce a response in subjects whose ad- 
renal function had deteriorated. 


DISCUSSION 


Pincus et al. state in their studies their 
preference for using the change in circulat- 
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Fic. 2.—Percent of initial count of lymphocytes, hour by hour, in response to the injection of saline and 
ACTH, in 11 subjects. The solid and broken lines represent the changes following the injections of saline 


and ACTH respectively. “S” and SAY 
saline and ACTH, respectively. 
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Fic, 3—The number of cases showing a 50% or 
more decrease in eosinophiles, hour by hour, after 
injections of saline and ACTH. The clear and 
me bars represent saline and ACTH respec- 


ing lymphocytes to those of the eosinophiles 
as a measure of adrenal cortical activity on 
the grounds that lymphocyte response was 


represent the initial lymphocyte counts preceding the injections of 


proportional to the amount of stress, while 
eosinophile response was a less quantitative 
measure, either positive or negative. Thorn 
and his collaborators(19, 23, 24), however, 
have published widely on the eosinophile re- 
sponse to ACTH as a test for adrenal corti- 
cal insufficiency. These workers indicate that 
patients with Addison’s disease do not show 
eosinopenia after ACTH. Occasionally, nor- 
mal subjects show a sluggish eosinophile re- 
sponse to ACTH, but a normal (more than 
50% drop) response is considered strong evi- 
dence of an intact adrenal cortex. Best and 
Samter(3) and Best et al.(2) demonstrate 
the physiological variations in the eosino- 
phile count and emphasize the difficulties en- 
countered in interpreting the Thorn test. 
They state, however, that “marked eosino- 

indicates adequate adrenal cortical 
function.” Addisonian cases, on the other 
hand, show high resting eosinophile and lym- 
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phocyte levels with little physiologic varia- 
tion and subnormal responses to ACTH. 

It is our belief that wide variations in eo- 
sinophiles and lymphocytes, whether due to 
experimental stress or physiologic variation, 
are related to the integrity of the adrenal cor- 
tex. When this variation between the highest 
and lowest counts reaches a 50% or more 
change, we feel we can conclude that adrenal 
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in this study does not permit definite conclu- 
sions to be drawn, but the data do indicate 
the lack of a common characteristic response 
of schizophrenic patients to the injection of 
ACTH. This variation in response is more 
in accord with what we would expect in so 
varied an entity as schizophrenia. 

We felt at this point that further studies in 
relationship to the duration of the illness, the 
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Fic. 4.—Percent change of 17-ketosteroids and corticosteroids, in 11 subjects. The control levels rep- 
resent the averages of the 2 control days and are noted on the graph. The solid and broken lines repre- 
sent 17-ketosteroids and corticosteroids output respectively. 


cortical function, as measured by change in 
circulating eosinophiles, is not impaired. Of 
the 11 schizophrenic patients studied, 10 
showed a variation of 50% or more of eo- 
sinophile counts. All 11 showed at least this 
degree of variation of the lymphocyte counts. 

The changes in lymphocytes and eosino- 
philes is in accord with the reports of Par- 
‘sons and Gildea(rt7) and Rud(20) on pa- 
tients with mental disease. Rud, in fact, 
reported marked variations in the level of cir- 
culating eosinophiles in subjects with schizo- 
phrenia. 

The studies of steroid excretion indicate a 
wide variety of response in schizophrenia, 
and thus are in accord with the results on the 
chronic patients. The small number of cases 


type of schizophrenia, and the nutritional and 
physical status of the patients would be of 
value. However, our facilities did not permit 
continued investigation along these lines. _ 
Our results are not surprising, even in this 
small group, because of the highly complex 
nature of schizophrenia. Individual clinical 
bias undoubtedly is a factor in whether or not 
a psychotic reaction is classified as within a 
schizophrenic category. Schizophrenic pa- 
tients show a wide variance in affective re- 
sponsivity. One would, therefore, hypothe- 
size that uniform findings of a specific kind 
would emerge only when unusual care had 
been taken to secure a group of schizophrenic 
patients of remarkably uniform type. 
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SUMMARY AND CONCLUSIONS 


Eleven chronically hospitalized schizo- 
phrenic patients, in good physical and nutri- 
tional health, were studied by hourly eosino- 
phile and lymphocyte counts after injections 
of saline and ACTH on consecutive days. 

Wide variations in the fasting levels of 
these blood elements existed among different 
patients and in the same patients from day to 
day. 

Saline elicited variations in eosinophile 
counts so that 5 of 11 subjects showed de- 
creases of 50% or more after 4 hours. The 
lymphocytes varied by at least 29% for each 
subject at some point in the study after saline 
was injected. 

The response of the eosinophiles to ACTH 
was greatest 3 hours after injection. 

Ten of the 11 subjects showed a 50% or 
more variation in eosinophiles at some point 
in the procedure. All 11 subjects had more 
than a 50% variation in their lymphocyte 
counts. 

The adrenal cortical response of the schizo- 
phrenics we have studied, as measured by the 
eosinophile and lymphocyte responses to 
ACTH and by physiological variation, falls 
within the normal range. 

Studies of the 17-ketosteroid and cortico- 
steroid excretion after ACTH in 11 cases of 
acute schizophrenia also showed varying re- 
sponses in different subjects. 
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BROMIDE DELIRIUM WITH UNUSUAL COURSE 
MAX LEVIN, M.D., New York, N. Y. 


Bromide delirium usually clears up com- 
pletely a few days or weeks after the drug is 
stopped. Some physicians seem to think it 
always clears up in this manner, completely 
and promptly, and perhaps that is why they 
treat it lightly. I propose to show that the 
outcome is not always so happy. 

In the less fortunate cases one of three 
things may happen: (1) The patient may 
die; (2) he may get well, but only after 
many months; (3) the delirium, whether long 
or short, may act as the insult that converts 
a latent schizophrenia to a manifest schizo- 
phrenia. This paper will deal with the first 
two possibilities, 


DEATH 


Bromide delirium is mainly a disease of 
middle and old age, and many patients there- 
fore have bad arteries, a bad heart, poor kid- 
neys, etc. It is usually the culmination of a 
prolonged period of poor health, The com- 
mon story is that the patient has been run- 
down for some time and is now, when de- 
lirium has struck, in poor physical shape, with 
loss of weight, dehydration, and possibly a 
little fever. The terrors of delirium are not 
soothing to a man with a bad heart, and some 
patients die of a heart attack. Others die of 
intercurrent pneumonia. 

In my series of 34 cases of bromide de- 
lirium(1) there were 3 deaths, 


PROLONGED PSYCHOSIS 


When a patient who has been taking bro- 
mide to excess becomes delirious, and the 
serum bromide level is high, you may make a 
tentative diagnosis of bromide delirium and 
expect him to get well ina few days or weeks, 
but you should keep your fingers crossed, for 
he may remain delirious or otherwise psy- 
chotic for many months. Here are some ex- 
amples. 


Case 1.—Woman of 46. Her Physician called me 
in consultation and I found her in a simple depres- 
sion, which had started a few weeks earlier. The 
physician was already giving her bromide and asked 
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whether it was all right to continue. I had recently 
talked on the bromide psychoses at the county medi- 
cal society, and reminded him of the possibility of 
intoxication. He remembered my talk and assured 
me he was well aware of the danger and felt he 
could nip an intoxication in the bud. Only 5 weeks 
later the patient was admitted to the Harrisburg 
State Hospital in a severe bromide delirium ! I re- 
port this, not in disparagement of the referring phy- 
sician, who was one of the best doctors in the com- 
munity, but to show how bromide intoxication may 
become established even when you are sure you will 
be able to avert it. 

The history given on admission of this patient was 
that she had been improving until 4 days previously 
when she had suddenly become disturbed and agi- 
tated. 

On admission she was delirious, with a lot of per- 
plexity. She was profoundly disoriented, at times 
mistaking the hospital for a “college.” Gait was 
slow and ataxic, a common finding in drug intoxica- 
tion. The pupils reacted sluggishly to light, On her 
fourth day in hospital the serum bromide level was 
more that 350 milligrams percent, which is high, 

She was given sodium chloride and the bromides 
were washed out of her system. One week after ad- 
mission the pupillary reactions were back to nor- 
mal. But she never emerged from the delirium. The 
depressive part of the picture got worse and worse, 
and 14 months after admission she became virtually 
mute and was untidy and had to be spoonfed and 
sometimes tubefed. The clinical Picture was one of 
severe depression (plus disorientation) rather than 
catatonic stupor. She developed pulmonary tubercu- 
losis, of which she died 20 months after admission. 
(This case occurred in the days before shock 
treatment.) 


Comment, This woman with a depression 
developed a bromide delirium and persisted in 
delirium till she died 20 months later. Her de- 
pression worsened after the intoxication, and 
she was retarded to the point where she was 
mute and unable to take care of herself, 

Many years ago experiments were made 
with bromide intoxication as a therapy for 
the functional Psychoses(2). Case 1 shows 
why such therapy was never accepted as 
useful. 


Case 2.—A married woman of 27 was admitted 
to the Harrisburg State Hospital, November 10, 
1932. 

She had been neurotic for many years, and in the 
year before admission had taken much “nerve medi- 
cine.” In July 1932 her nervousness got much worse 
and she lost weight. In August she “broke down.” 
She and her husband owned and operated a tourist 
camp and she could no longer do her share of the 


Ten or twelve days before admission she 
ie grossly psychotic. 
n admission she was in a profound delirium, 
[severe disorientation. The pupils were normal 
| appearance and reacted well on accommodation 
were absolutely fixed to light. Blood and spinal 
‘were negative for syphilis. On her fifth day in 
ital the serum bromide level was more than 350 
grams percent. 
The delirium, instead of clearing up in a few 
persisted more than 3 months. Disorientation 
ast noted on February 18, 1933. At times she 
wed some schizophrenic coloring, with inacces- 
ity and negativism. Occasionally she wet and 
iled herself and had to be tubefed. There was 
uch fear and bewilderment. 
"In March 1933 her husband felt she might do bet- 
at home and she was paroled on March 4. She 
not improve and was returned on March 28. By 
the disorientation had dropped out of the pic- 
but she was deluded and had hallucinations. She 
ed in this hallucinatory-paranoid state until 
ovember 1933, one year after admission, when she 
vered completely. She now showed perfect in- 
it. She was paroled on December 20, 1933. She 
examined one year later, and was in excellent 
ith, cheerful, and in good rapport. 
‘he pupils, which had been fixed to light on ad- 
ion, began to react sluggishly a week later. 
y were still sluggish in May 1933. They were 
t checked again until December 1934, when they 
Teacted perfectly. 
At the end of 1936 she was found unconscious at 
home, and died without regaining consciousness. 
thing further is known of the circumstances of 
death, except that she had been having convul- 
for an unknown length of time. 


Comment. The delirium in this case not 
‘only lasted a long time—some 3 or 4 months 
_ >but, as sometimes happens (3), it left in its 
Wake a hallucinatory-paranoid aftermath that 
ed no less than 8 more months, so that it 
: took this young woman a year to get well. 
4 Physicians are sometimes puzzled when 
they hear that a psychosis can last so long 
after the last trace of bromide has vanished. 
But this is no more puzzling than the fact that 
An acute poliomyelitis, on subsiding, can leave 
in its wake a motor paralysis that does not 
subside. When a pathogenic agent injures a 
Nerve center, the ensuing disability may long 
 Outlive the agent, for duration of disability 
will depend on the severity of the injury and 
È the recuperative powers of the center. (Con- 
x versely, it may be added, a bromide delirium 
Sometimes clears up long before the serum 
ae ide concentration drops to a level tole- 
= tated by most people.) 
n some hospitals, when a bromide delirium 
_ Wpicked up, the serum bromide level is con- 
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scientiously checked every day or two, so that 
one can follow its decline. There is no need 
to go to this trouble—unless you happen to 
be interested in the chemistry of bromide. 
Knowledge of where the serum bromide level 
stands today will not help you in the prog- 
nosis, for when a patient comes in with a level 
of, say, 350, you cannot predict whether, on 
one extreme, the delirium will clear up tomor- 
row, when the level is still high or, whether, 
on the other extreme, it will persist for many 
months after the level has dropped to zero. 

The Argyll Robertson pupils in Case 2 are 
noteworthy. This is but one of the many ocu- 
lar manifestations of bromide poisoning. 
Adolf Meyer used to tell a story on himself. 
In the days before the Wassermann test he 
showed some students a case of dementia 
paralytica, only to discover soon afterward 
that it was nothing more than a bromide de- 
lirium that had now cleared up. 

A striking example of bromide delirium 
with a prolonged psychotic residual is found 
in Case 5 in my 1933 paper(3). The case re- 
port published therein was written in October 
1932, and I shall here summarize it and give 
the subsequent progress of the case. 

Case 3—A mentally healthy woman of 51 who 
had recently discovered she had high blood pres- 
sure started to worry and was put on a low salt diet 
and given bromide. She suddenly became psychotic 
on January 5, 1932, and on or before January 11 
was frankly delirious. She was admitted to the Har- 
risburg State Hospital on January 28 in delirium 
and with a high serum bromide level. 

Disturbances of equilibrium, which as Curran(4) 
pointed out, are prominent in bromide delirium, were 
especially marked in this case. Thus the patient 
felt she was not on solid ground, but up in an aero- 
plane or balanced on a high wire. She felt (as she 
said afterward) “like I was rocking,” and sometimes 
like one who is going up and down too fast in an 
elevator. 2 

She also had uncomfortable distortions of somatic 
feeling. Her body felt small, narrow. “My breasts 
feel too close together; they feel too small.” Her 
vulva “feels entirely too small; it feels as though 
there’s none there....I just feel as though I’m 
shrinking . . . I feel too narrow. I'd like to feel 
broad enough to walk.” Her eyes and head felt 
“empty.” ; 

On February 8, 1932, her twelfth day in hospital, 
her condition changed radically. She began to show 
progressive psychomotor retardation, but without 
any schizophrenic negativism. It was hard for her 
to do anything or say anything, and sometimes in a 
15-minute interview she would produce scarcely a 
dozen words. She wet and soiled herself, Her af- 
fect, to resurrect a term seldom heard nowadays, 
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was one of “distressed perplexity.” Disorientation 
and hallucinations were still present, but were not so 
prominent as before, and the disorientation tended 
to hf of the paranoid rather than the delirious type 
(5). 

In May 1932 the first improvement appeared; she 
was able to talk and do more. The psychotic ideas 
cleared up, and all she now showed was a lack of 
pep and a loss of initiative. She was paroled on 
July 6, 1932, going to live with her daughter, who 
reported that she was able to help around the house 
but was mildly depressed and lacking in vigor. 
There was a note of anxiety, “When she hears the 
train she’s afraid somebody will get killed.” Im- 
provement was gradual, and in March 1933 she felt 
strong enough to go back to her own home, where 
she took care of the house without any help. 

In 1937 she began to have a “heavy feeling” in the 
head, and was tired and nervous. Her blood pres- 
sure was high, with a systolic pressure of 240, In 
1938 and 1939 she had a couple of vague “strokes” 
affecting her right side, and on Auust 5, 1939, she 
was readmitted to the Harrisburg State Hospital. 
This time there was no bromide in the serum. On 
November 12, 1930, she collapsed with a severe right 
hemiplegia, and was bedridden ever after. Through 
the courtesy of Dr. H. K. Petry, superintendent of 
the hospital, I examined her there in March 1945. 
Her right upper and lower limbs were completely 
paralysed and in flexion contracture. Her speech was 
limited to Yes and No, neither of which I could get 
her to say. 


Comment. This woman was gravely ill for 
3 or 4 months after her first admission, and 
thereafter suffered from a prolonged residual 
loss of vitality and dulling of initiative. She 
never did regain perfect health. Of course 
her hypertension was against her, but one 
should not exonerate the delirium. The more 
spectacular manifestations of toxic delirium 
may vanish dramatically overnight, and peo- 
ple are so grateful for this that they tend to 
overlook the debility and vague ill health that 
follow in its wake. 

A word may be said about the seriousness 
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of delirium. Because toxic delirium usually 
clears up promptly, physicians are inclined 
not to take it seriously, and it gets less atten- 
tion than any other major psychosis(6). I 
submit that every delirium should be treated 
with respect. The cases cited here show the 
danger of prolonged cerebral involvement. In 
other ways too, delirium is laden with hazard, 
When a patient is admitted to a mental hos- 
pital, even though he gets well the blow to his 
ego is not soon repaired. As an example of 
suffering and embarrassment incident to a 
delirium, I recall the case of a woman who 
was the mother of several attractive daugh- 
ters of marriageable age. In the sex life of 
this woman and her husband there was a cer- 
tain painful abnormality, which they kept 
secret. In the course of a bromide delirium 
she babbled about her sex life, and said 
enough to raise some very disturbing ques- 
tions in the minds of her daughters. 

In conclusion, while most patients with 
bromide delirium get well quickly, some 
don’t. Some patients die, while others remain 
psychotic a long time. 
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REGARDING MENTAL ILLNESS: 
JOHN MIDDLETON,? TERRELL, TEXAS 


Since Pinel, the attitude of mental hospital 
employees has been of concern to administra- 


ployee has in regard to the patient have long 
heen a subjective differential in “asylum” ver- 
sus “hospital.” How much or “what” an em- 
ployee thought has received little objective 
measurement in relation to the treatment pro- 
grams in our many types of mental institu- 
tons. Numerous articles and sections of 
treatment theses have described the essen- 
tial beliefs and considerations the profes- 
sional therapist must follow. Little effort has 
been made to define the opinions and beliefs 
the ancillary therapist such as ward attend- 
ants, occupational and recreational workers, 
and all the other employees who come into 
daily contact with a mental patient must have. 
The ancillary workers usually “treat” the pa- 
tient considerably more often and for longer 
periods at a time during the course of hos- 
pitalization than do the professional staffs. 
The purpose of this study was to obtain an 
objective measurement of the quality and 
quantity of the opinions or impressions men- 
tal hospital employees have relative to mental 
illness and the patients in their care. The 
utility of such a study in an educational pro- 
gram or an orientation course would be mani- 
fold. The rationale behind this study was 
the belief that the employees can be educated 
_ as a means of bettering a treatment program. 
_ In the institution for this study, some pa- 
tients are assigned work in virtually all de- 
partments, whether directly related to care 
and treatment or not. The hospital is divided 
into 2 general functions, medical and admin- 
istrative. The administrative is broken up in- 
to the usual organizational management plan. 
The medical division is headed by a clinical 
director under whom the various professional 
and technical services having to do with pa- 
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PREJUDICES AND OPINIONS OF MENTAL HOSPITAL EMPLOYEES 
tors, The beliefs, ideas and feelings the em- 


tient care are organized. The statistics for 
employee care of patients are as follows: 
ratio of psychiatrists to patients, I : 300; psy- 
chologists, I: 1,200; social workers, 1: 800; 
occupational and recreational workers, 
1: 300; registered nurses, I: 340; and ward 
attendants, 1:8.3. Such figures include the 
supervisory personnel and must be considered 
on a 24-hour care plan, e.g., tatio of attend- 
ants to patients for any one 8-hour shift 
would average I: 25. 

The patients in the institution are made up 
principally of psychotics. There are a few 
neurotics, alcoholics, etc., but the vast ma- 
jority suffer from some type of psychosis. 
There are approximately 5% criminally in- 
sane. The patients are admitted to the hos- 
pital by one of three types of commit- 
ments. These are as follows: (1) voluntary, 
a procedure in which the patient commits 
himself and has the right to leave at his own 
request, (2) 90-day commitment, in which 
the patient is committed by order of a county 
judge on the basis of testimony from 2 li- 
censed physicians, (3) the court commitment 
in which a patient is declared legally insane 
by a lay jury. Any patient requiring more 
than go days for care or treatment is auto- 
matically subject to recommitment by the 
jury trial, in which he loses all civil rights 
until restored by a similar jury. This infor- 
mation is considered pertinent in its possible 
influence on employees’ opinions, as ex- 
pressed in the Prejudice Test. 

The principal types of treatments are 
ECT, O.T., recreational therapy, industrial 
job placement, hydro, and physiotherapy. A 
very limited amount of group and individual 
psychotherapy is carried on. No “total push” 
treatment program has been initiated. 


SUBJECTS 


The personnel taking the questionnaire 
numbered 392, with 263 of that number be- 
ing ward attendants. Those not ward attend- 


3 Persons having felony trials and committed by 
District Courts. 
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ants included 23 laundry workers, 23 cooks, 
18 dining-room assistants, and smaller 
groups of employees from all departments 
such as business, accounting, maintenance, 
and all technical and medical workers not in- 
cluded as ward attendants. 

The ward personnel were the only group 
of employees who had received any type of 
orientation course at this institution. The 
nature of the course is primarily to instruct 
in ward duties, ward housekeeping, and hos- 
pital policies and has not been, in the past, 
for attitude correction or instruction, inten- 
tionally, in any theories of mental illness. 
Technical and professional medical workers 
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most factors contingent to good mental hospi- 
tal atmosphere, The “test” was administered 
in a 2-day period to employees on a voluntary 
basis. 

The groups were instructed that the ques- 
tionnaire was not a test, but simply a poll of 
the ideas of employees regarding various as- 
pects of mental patients, They were asked to 
answer in agreement or disagreement by the 
symbols “A” and “D”. Personal opinions 
were encouraged and assurance was given 
that no one could fail or pass since it was 
not a test and that no one would jeopardize 
his job by his answers, Date of administra- 
tion was December, 1951. 


TABLE 1 
Summary or EmrLoves Data (N = 392). 

Length of 

Prejudi A Beta 10 Educati pee 

‘rejudice ge eta lucation employment 
(ee 

a & Be jie 8. x 

ants H $ ae (a ah Re ape ae 8 

Groups aa z a a4 d Su gh = a 
All employee: 1-24 10.0 5.0 17-69 46.5 12. 61-125 96.7 10.1 0-16 9.0 2.5 0-38 6.6 6.6 
Attendants AOU Seyi te 17.6 4 i . z Guras = R we 046 i 5 a nas tee 
Male 1-24 9.8 5.3 18-68 48.0 14.0 61-125 93.5 10.2 0-16 83 26 0-27 5.0 B 
Female 1-24 10.2 4.6 17-69 45.2 12.4 65-125 96.7 9.1 2-16 ag 2.0 0-32 6.2 6.2 
Nonatfendaat MoE A ese i E p Ra ia EE: ar Ate 5 oak . An 
ale .. 1-17 11.3 6.0 18-69 48.5 11.3 2-124 96.7 11.2 o-r 5 2.9 0-38 9.5 94 
Female . 1-17 9.3 5.0 18-69 sea 122 64-122 99.7 9.4 1-16 10.2 2.2 0-32 7.7 77 


received no additional instruction at the in- 
stitution. The orientation course for attend- 
ants is of 2 weeks’ duration at the onset of 
employment. 

For statistical data for all employee groups 
see Table 1, 

Medical, psychiatric, and psychology staff 
members were not included in any of these 
data. 


METHOD 


The IQ was obtained from the Revised 
Beta Examination administered in August, 
1951, at which time all employees also took 
the Minnesota Multiphasic Personality In- 
ventory. All new employees since that date 
received not less than the above tests as part 
of the applicant screening program. This 
screening program assures that the new em- 
ployee has not less than average intelligence, 
an acceptable personality, and high school 
education. This factor may have been a con- 
tributing difference in some of the data fol- 
lowing. 

A questionnaire “Prejudice Test” was de- 
signed to get sample opinion from the em- 
ployees of a 2,400-bed state mental institu- 
tion. The opinions desired were to include 


The questionnaire was scored by the psy- 
chology staff for the best representative an- 
swers reflecting a positive outlook in patient 
care. Each answer at variance to such scor- 
ing was counted as one degree of prejudice. 
All answers were scored to represent the best 
nonprofessional outlook. 

The highest possible prejudice is 39 and 
the lowest and best score is zero. The total 
number of statements used was 47, but 8 of 
that number had to do with personal inquiries 
and were deleted from the statistical report. 
See Table 1 for obtained scores and ranges 
of prejudice. 


RESULTS 


Table 1 shows the amount of prejudice for 
each employee group as well as the education, 
age, IQ, and length of work in mental hos- 
Pitals. 

Table 2 shows the product-moment cor- 


TABLE 2 


Propuct-MoMenr CORRELATION OF PREJUDICE 
Wiru Ace, IQ, AnD EDUCATION 


P PEr 
-o1 02 
.O1 026 
01 015 
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relation between age, IQ, and education. The Table 3 shows the percentages of agree- 
level of significance for these correlations is ment and disagreement to each statement in 
sufficiently high to be considered representa- the Prejudice Test as well as the levels of 


tive. significant differences between the attendants 
TABLE 3 
PERCENTAGES AGREEING AND DISAGREEING TO STATEMENTS BY EMPLOYEE GROUPS * 
Legend: Key = Desirable answer for lay employee. (A= P= The difference between the 2 groups is significant 
agree, D =disagree). No A= % employees not answering. where indicated. 
-z= Less than 1%. 
Non- All 
Attendants attendants employees P. 
~ c Sir 
No No No 
Test statements Rey A SA Di) Al A A 
1. Unusual behavior and peculiar ideas are always, D 68 32 — 60 40 o 65 35 — 


present in all mental patients. 
2. People who like to work around mental patients D 17 83 o 15 8 1 16 8 — 
are usually somewhat mentally queer them- 


selves. 
3. Mental disease is not contagious......+++++++++ A 74 26 0 75 23 2 74 25 1 
4. Most mental patients are oversexed......--.+-+ D 39 6: — 28 67 5 35 63 2  .O0I-.00 


(very) 
s. It is very difficult to insult or offend a mental D 22 78 0 27 71 2 23 76 1 
patient. 
TE E E T T E D 
7. People who work around mental patients often D 14 86 o 15 8&4 1 14 8&4 ı 
become ill themselves, 
8. All mental patients are very much alike....... D 14 
9. In order to work successfully with mental pa- A 97 
tients you should first win their confidence. 
10. Many people act insane to receive government D 32 68 — 24 71 5 29 69 2  .OI-.00 
support. (very) 
11. Knowledge of mental disease is not harmful to A 84 16 — 78 20 2 82 17 1 
$ well-adjusted, normal people. : 
E E E TT O R A lera® 


HBg EI, i82: 1I .05-.02 


sg 
| 
8 


cal wants and hoping they will get well. 
14, Insults and obscene language are invariably D 74 26 — 57 40 3 68 31 1  .OI-.00 
found with mental patients. (very) 
15. One should pay no attention to requests from D 27 73 — 43 56 1 33 67 x  .0I-.00 


mental patients since they do not know what is (very) 
best for them. 

16. Some mental patients have a real sense of humor. Ao 3— 99% 5 909 4— 

17. When dealing with patients in a mental hospital, A 87 13 o & 17 2 8 4 I 


one should remember that they are different 
from normal people in their thinking and feel- 
ing. 
aL Mental disease is hereditary. D 
BS eae OM IONE S E E : 
20. Nervous people are often hel working in D 
a mental hospital. 
A 
D 


21, Mental disease is not any more common in one 
race than in another. 

22. It is unnecessary to win a mental patient’s con- 
fidence because he mistrusts everybody any- 


way. 
23. Most mental patients are curable......-++++++ . A 53 47 39 59 2 48 5I I EES 


25 75 0 18 8&1 1 23 76 I 05-02 


24. In working with mental patients a sympathetic A 57 42 I 
attitude is more important than an understand- 
ing of their disease. 

25. Most mental patients are homicidal. (Killers)... D 

26. Punishment often convinces a patient that he D 
should behave more normally. 


or r 18 8 r 12 & 1 .02-.01 
7 o 39 60 I 27 72 I .OI-.00 
(very) 


B o 


(Continued on next page) 
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Test statements 

SUN tle e EOE OOTAN AA 

28. 

29. Masturbation is one of the principal causes of 
mental illness. 

“Everybody is a little crazy” at times and all 
of us have had serious doubts about our sanity 
at one time or another. 

31. Most mental patients appreciate favors that you 

do for them, 


30. 


32. All mental patients like to be by themselves and 
resent interruption and intrusions from out- 
siders. 

BBs aea EE A IE AAA OLE BNA 


fine breeding, 
37. Once a person has been mentally ill he can never 
lead a completely normal existence again. 
SEAE vE AN cgay a Ol te MR LORS S Sols AGES EN 


as a result, 
45. Mental patients have feelings and emotions like 
other people do. 
46. Many insane people are really criminals and are 
not sick, 
Eu Sta Re ae NTAN NY Ob OT SPSS eels wats o, 
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Non- All 
Attendants attendants employees P 
E No C No No 
Beye AD AA D AV A A 
D io 8& 1 15 84 I 12 8 1 
D 40 57 3 39 50 11 39 55 6 ormo 
(very) 
D 52 48 — 37 6I 2 47 52 1 01-00. 
(very) 
A 8 2— 9 5 29 3 r 
D 16 8 1 21 77 2 18 & 1 
I 40 58 2 40 59 1 
I 76 22 2 78 21 1 
— 34 6% 2 33 6 1 
D 16 8 x 20 78 2 38 8 1 
D 23 76 1 31 6 2 25 73 2 
D397 — 5% 3 3 6 1 05a) 
D 12 8&8 — 15 8 1 13 8 1 
D 25 73 2 32 67 1 2 7 1 
D 52 46 2 50 48 2 52 46 2 
A 8 13 tor 8 + 8 mu i . 
D 32 67 1 30 60 1 34 65 1 


* Statements 6, 12, 19, 27, 33, 38, 42, and 47 were Personal inquiries and were omitted from this study. 


and nonattendants, and the percentage of an- 
swers for all employees, 

Table 4 shows the Significant differences 
between employees having less than one 
year’s experience and those having between 
6 and 10 years’ experience in working in 
mental hospitals, It is pointed out that the 


Screening program for employees mentioned 
above may have influenced these differences. 
The following observations are not in- 
cluded in tables: The difference of prejudice 
between 7-9 yr. employees and the 13-24 yt 
employees is significant at the .02 level with 
the latter being more prejudiced. All possible 


TABLE 4 
SIGNIFICANT DIFFERENCES BETWEEN Emptoyers HAVING 0-1 YEAR AND 6-10 YEARS OF 
HOSPITAL EXPERIENCE 
payri Sees 6-10 ae eene 
m oF 
Sane A D WINA A Deno XAdt=, F 

15 2 65 30 o 7.54 .05-.02 | 
68 o 43 48 4 12.93 .o1-00 (very) 
56 I 54 40 I 6.71 -05-.02 
50 3 58 36 I 6.89 .05-.02 


= 
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combinations of male and female attendants 
and male and female nonattendant groups 
show the only significant difference to be the 
difference in prejudice between the male non- 


| attendants and the female nonattendants 
| (P=.05-.02). The male employees were 
more prejudiced. 


Discussion 


The author believes that the hospital from 
which these data were obtained is fairly rep- 
resentative of state hospitals having similar 


' personnel ratios for care and treatment. The 


answers to these statements show many 


| places and points of needed correction. 


Firstly, the employees seem to be uncer- 
tain about the patients in their care. Some 


| really do not know how to treat a patient in 


ordinary routine tasks. The opinions run 
the gamut from simply ignoring the patient 
to purposeful punishment. 

Secondly, it is rather obvious that a poor 
attitude is present in terms of a therapeutic 
atmosphere. Some employees hardly seem to 
appreciate the beneficial results of treatment, 
and others obviously question such results. 

Thirdly, some employees are simply afraid 
of the influence and contagion of mental ill- 
ness. Others believe in an invincible genetic 
barrier to treatment. Over half believe that 
nothing can be done for any patient once 
mental illness has set in. 

Fourthly, Table 2 shows clearly that the 

better educated, more intelligent, younger 
employee is less prejudiced. These facts 
should be of prime importance in establish- 
ing employment standards. 
_ Fifthly, the youngest group of employees 
is the least prejudiced, but the 5-year em- 
ployee is more prejudiced than some more 
experienced older groups. The obvious sug- 
gestion here is for continued periodical in- 
struction in treatment methods and patient 
welfare. Corrective attitude programs should 
include all ages and experience groups lest 
the older employees give an unfavorable in- 
doctrination to the job as it applies to pa- 
tients, 

Sixthly, orientation and education should 
not be limited to medical personnel but should 
Include every department, old as well as new 
employees, 

Last, but not least, the institution from 
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which these data were obtained does not 
condone harsh treatment methods. Anyone 
caught mishandling patients is subject to im- 
mediate dismissal. To this author, such a fact 
tends to add validity to the test answers that 
were given contrary to good treatment meth- 
ods. 


SUMMARY 


A “Prejudice Test” was given to 392 
state mental hospital employees representing 
every work group. The attendant personnel 
made up approximately 67% of all those tak- 
ing the test. Correlations were done on age, 
IQ, education, and length of employment in 


‘mental hospitals. Negative correlations of 


-.58 and -.75 were found for education and 
IQ and .43 for age with degrees of “preju- 
dice.” On some statements, attendants were 
more “prejudiced” than nonattendants. 

1. Between 0% and 20% of all employees 
agreed that: 

(a) people working around mental pa- 
tients are somewhat mentally queer; they 
often become ill themselves ; 

(b) all mental patients are very much 
alike; most are homicidal; all patients like 
to be by themselves and resent intrusions ; 
mental patients need more punishment and 
criticisms than normal people; once a per- 
son has been mentally ill he can never lead a 
completely normal existence again ; 

(c) wealthy people very seldom have 
mental illness; and most mental patients 
come from the slums. l 

2. Between 20% and 40% of all em- 
ployees agreed that : 

(a) most mental patients are over- 
sexed; masturbation is one of the principal 
causes of mental illness ; 

(b) it is difficult to insult or offend a 
mental patient ; some do not require kindness 
and consideration; demanding mental pa- 
tients should be ignored; it is unnecessary to 
win a mental patient’s confidence because he 
mistrusts everybody anyway ; 

(c) many people act insane to receive 
government support ; many insane people are 
really criminals and are not sick; you can 
usually tell whether a man is insane by the 
look in his eye; 

(d) one should pay no attention to 
mental patients since they do not know what 
is best for them; punishment often convinces 
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them they should behave more normally; the 
actions and speech of most mental patients 
are revolting and disgusting to a person of 
fine breeding ; 

(e) nervous people are often helped by 
working in a mental hospital (see 1 (a) 
above). 

3. Between 40% and 60% of all the em- 
ployees agreed that: 

(a) everybody is a little “crazy” at 
times and all of us have had serious doubts 
about our sanity; most mental patients are 
curable; 

(b) mental disease is hereditary; peo- 
ple who lead immoral lives often go insane 
as a result; 

(c) in working with mental patients a 
sympathetic attitude is more important than 
an understanding of their disease. 

4. Between 60% and 80% of all employees 
agreed that: 

(a) unusual behavior and peculiar 
ideas are always present; insults and ob- 
scene language are invariably found in all 
mental patients ; 

(b) mental disease is not contagious ; 
mental patients are really sick like other pa- 
tients in other hospitals. 

5. Between 80% and 100% of all the em- 
ployees agreed that : 

(a) in order to work successfully with 
mental patients you should first win their 
confidence (see 2 (b) above) ; there is much 
that can be done for mental patients aside 
from administering to their physical wants 
and hoping they will get well; in dealing with 
mental patients one should remember that 
they are different from normal people in their 
thinking and feeling; 
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(b) some mental patients have a teal 
sense of humor; most of them appreciate | 
favors you do for them; they have feelings | 
and emotions like other people do (see 5 (a) | 
above) ; | 

(c) knowledge of mental disease is not 
harmful to well-adjusted normal people; 
mental disease is not any more common in. 
one race than another. 


j 
CONCLUSIONS À 
I. The less educated, less intelligent em- 
ployee is more prejudiced in his thinking in | 
terms of mental illness than is the better edu- | 
cated, more intelligent. y 
2, The younger age groups and experience 
groups are less prejudiced than the older 
employees with more experience with mental | 
patients, ‘| 
3. Nonattendant groups are, in most cases, 
equally prejudiced compared to attendant 
and medical workers, 
4. Standards for employment should be — 
set as high as the applying population will 
stand in order to get the groups with the 
best attitudes toward mental illness, 

5. All types of employees should receive 
immediate orientation or educational instruc- 
tion as a means of correcting poor treatment 
and prognostic attitudes, a 

6. Such courses should be repeated peri- 
odically for even the oldest employees. 

7. Such courses should include pertinent 
facts relative to cause and effect of mental 
illness, results, treatment successes, and rea | 
sons for failures, illustrated as much as pos- 
sible for the average mentality. 
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A MOTIVATION CENTER 


A New CONCEPT IN TOTAL NEUROPSYCHIATRIC HOSPITAL CARE * 
RICHARD V. FREEMAN, M.D, anno ABRAHAM SCHWARTZ, M.D., Los ANGELES, CALIF. 


Classically, in mental hospitals there have 
been separate clinics for medical activities, 
occupational and other rehabilitation thera- 
"pies, recreation, and all the various adjunctive 
‘therapies and services. This specialized ar- 
“rangement has served some valuable func- 
‘tions since highly trained individuals were 
selected for the hospital staff and the patients 
received the benefit of the most modern clini- 
cal methods. Perhaps there was a philosophy 
that the best specialists could be secured for 
these clinics because of professional recogni- 
tion gained in developing and supervising a 
clinic. Thus the therapist became closely 
“identified with the given kind of clinic. Hos- 
pital organization of this sort resulted in a 
need for integrating each specialist into a 
team and making each member of the team 
aware of the responsibilities and the contri- 
butions of all the other specialists. 

This need has been even greater with re- 
gressed mental patients than with others ; the 
mental and emotional disturbance itself rep- 
resents some fragmentation of the individ- 
ual’s life pattern, Therefore it becomes pe- 
culiarly important for the hospital to be not 
Just a place of individual therapies but actu- 
ally a healthy and integrated community to 
serve as the background for the individual’s 
return to health. All the employees in a men- 
tal hospital should be considered therapists, 
for they provide the framework within which 
the patient can relearn positive attitudes of 
Cooperation, mutual respect, and interest in 
others. A healthy respect for the other man’s 
Personality and identity becomes the pattern 
rather than the exception. Under the classical 
system of hospital organization each clinic is 
Supervised by a therapist who usually repre- 
Sents some authoritarian figure to the pa- 
tients. The resulting environment tends to 
limit the patients’ freedom of activity to those 
Procedures within the province of the thera- 
Pist. A Motivation Center serves a much 
Wider purpose and provides the most general 
eS f 


t From the Veterans Administration Center, Los 
Angeles, Calif, 


type of laboratory in which the patient may 
develop his resources. It is characterized by 
providing within a large area the whole gamut 
of activities and services usually accom- 
plished piecemeal within the hospital. In such 
a Motivation Center the entire ward finds it- 
self in an area in which the nurses, hospital 
aides, social worker, psychologist, rehabilita- 
tion therapists, recreation therapist, and the 
community volunteer all can work under the 
leadership of the psychiatrist. There are a 
healthy environment and more opportunities 
for greater interpersonal relationships than 
could ever be provided in specialized separate 
clinics. The occupational therapist is not only 
allowed but encouraged to make use of most 
of the other treatment methods; the ward 
nurse is not restricted in such a Motivation 
Center to routine nursing procedures but can 
actually participate with the patients in 
wholesome and acceptable activities with the 
flavor of the real world outside the hospital to 
which the patient will eventually return. 

This kind of center is especially organized 
for treating large numbers of regressed pa- 
tients. With these it is often difficult for the 
doctor to determine exactly what treatment 
should be prescribed since the patient himself 
usually is unable to furnish clues as to what 
kind of contact might reach him. In the past 
these patients often received a trial-and-error 
treatment that was wasteful, with patients 
spending long periods in clinics without re- 
sponse. Treatment became delayed, and the 
patient’s progress may have been impeded by 
the experience of being “pushed” into an 
activity that had no positive meaning for him. 
The Motivation Center, which represents a 
pooling of methods, attitudes, and ap- 
proaches, places the patient in an environment 
that offers him the greatest number of oppor- 
tunities to express himself. In many cases he 
will gravitate toward the activity or that 
therapist offering him what he most needs. 
Here the Center not only saves time and ef- 
fort but also accelerates improvement since 
the patient is enabled to help in selecting the 
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manner of his treatment. Of course, this kind 
of organization is not suitable for all patients. 
Good-contact and nonpsychotic patients often 
benefit from very specialized and selected 
therapies such as formal education proce- 
dures. In such cases the hospital operates as a 
team in a different sense, without the geo- 
graphical combination that so characterizes 
the Motivation Center. 

The Center is located in a pleasant one- 
story building on an elevation somewhat apart 
from most of the other hospital structures. 
The floor is L-shaped and spacious, reminis- 
cent of a large ballroom with an attached 
wing. The wing is devoted to a sewing shop, 
distinct from the Center proper. The Center 
equipment is largely around the periphery, 
permitting easy flow of traffic around and 
across the room. Equipment includes occu- 
pational therapy tables and supplies, piano, 
phonograph, ping pong, punching bag, sundry 
games and balls, wood-working and painting 
section, and miscellaneous items. Volley-ball 
games are being organized behind the build- 
ing. The Center doors are generally locked 
while patients are present, and those outside 
the building must be observed for elopement 
tendencies. Each day a number of patients 
work in a large garden behind the building. 
Under the supervision of a professional hor- 
ticulturist and Center therapists, large quan- 
tities of flowers and vegetables are raised. 

. The first obvious aspect of the Center is 
the informality. Patients arrive in a large 
group and are permitted to wander around as 
they please, Contacts with workers are casual 
and there is little evidence of hurry or pres- 
sure, Most patients have enough capacity for 
response eventually to become involved in 
some activity, usually related to a particular 
therapist. There is always the problem of the 
negativistic, chronically ill patients who cling 
to the wall in spite of all encouragement to 
activity. Most of these have shown some 
symptomatic improvement such as tidiness or 
reduction in combativeness but they remain a 
constant challenge to all the personnel, The 
Center functions throughout the day, treating 
a large number of these regressed patients in- 
cluding about 80 catatonics. Especially with 
the latter, group orientation methods are 
used, and here the physician serves to co- 
ordinate and integrate, which are his main 
functions in this kind of setting. These meth- 
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and to his society. The patient must gain the 
conviction that he is respected as a sick adult 
who will not be rejected by parent surrogates, 
The environment must be consistent.and com 
vincing to be at all successful in countera ing 
feelings of isolation and difference, so acutely’ 
felt by the schizophrenic and reinforced by 
the attitudes of the so-called normal group, 
which senses the difference and communicates | 
its hostility by rejecting him. Here in the | 
Center feelings of isolation may decrease as. 
emotional bridges are built, across which | 
these people may reach other patients and | 
more normal people. The patient has the 
privilege of not being herded from one place 4 
to another or being forced into situations that x 
are unacceptable to him, The psychiatrist | 
must spend a fair amount of time in the Cen: | 
ter to assist all in remaining sensitive to the 
patients’ needs. The attitudes and reactions: | 
of the patients must be respected by all the 
therapists. Patients have an opportunity to | 
note that others are not reprimanded for 
avoidance, nor harmed by participation in 
whichever of the wide variety of activities the 
Center affords, be it in crafts, music, ball 
tossing, gardening, reading, etc. When they 
become less fearful, they may no longer re- | 
main silent spectators. Through example, by | 
watching others in the clinic, they may muster 
enough courage to try to participate in some k 
group activity, or try to relate to some pat 
ticular person. | 
It is difficult to deal with authoritarian a 
titudes in the essentially authoritarian el] 
vironment of a hospital. The psychiatrist 
must be careful to foster the diffusion of at | 
thority in this kind of clinic, Here the unique l 
philosophy of the Center assists him by pt0 } 
viding an ideal treatment milieu. The pas 
tient has suffered from fear or conflict with | 
authority before arriving at the hospital; # 
the Center there is no fixed authority. The Ye 
tient suffered from wrangling and bickering 
at home before he came to our hospital; it 
the Center the personnel have no occasion for 
conflict between their disciplines since 
work together freely for the benefit of the P | 
tient. The patient suffered to a tremendous | 
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extent from fear and insecurity that he in- 
herited at home, in the schools, on the job, 
and in the community. The Center provides 
therapeutic examples for the patient, since 
each therapist in the clinic need not fear that 
his particular profession will be violated by 
others. Each therapist and volunteer in the 
Center is welcome to participate with the pa- 
tient in any of the various activities, usually 
under the professional guidance of the thera- 
pist in that area. This actually sums up to a 
working team, not in terms of lip service, but 
in reality. 

Among classically operated clinics there 
was inevitably some degree of competition 
for the patient. The prize essentially was the 
patient’s improvement and “who gets the 
credit for it.” The problem is not solved by 
assembling a group of therapists in one area. 
Sensitivity, flexibility, and conviction are de- 
manded from the psychiatrist in transform- 
ing such a group into a team. He must be 
careful not to assume an authoritarian atti- 
tude toward others in the clinic who may wish 
to impose this attitude upon him as a means 
of solving their problems. Postclinic orienta- 
tion meetings have been very important in 
dealing with the attitudes of all workers. In 
the early days of the Motivation Center it be- 
came apparent that difficulties in interrelated- 
ness were not limited to the patient. It was 
considered advisable to hold meetings im- 
mediately after patients had returned to the 
wards. The psychiatrist in charge of the clinic 
usually presides as chairman, but the psy- 
chologist, social worker, corrective therapist, 
ot others may take over, depending upon the 
subject under discussion. The nature of the 
meetings is informal, and each is urged to 
talk about his feelings toward the patient, the 
patient’s feelings toward him, or whatever. 
Such discussion leads to exploration with re- 
sultant feelings of perplexity, anxiety, and 
uncertainty. Some understanding of these 
feelings must be gained before personnel can 
establish more meaningful relationships with 
Patients, and here the psychiatrist finds one 
of his greatest challenges, Irrational attitudes 
of defensiveness must be handled cautiously, 
and the psychiatrist really finds himself treat- 
ing the group that treats the group. Com- 
ments from therapists and volunteers and 
their obviously improved techniques in the 
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Center have demonstrated the value of these 
continued meetings. 

It must be clear in the minds of all the 

workers in the Center that the emphasis is al- 
ways on the interpersonal relationships and 
never on the specific activity. In the Motiva- 
tion Center any one of the therapists may de- 
velop good rapport with the patient by ex- 
ploration of various ideas, ordinary conver- 
sation, or just warm human feeling, which is 
easily recognized. All are made to realize that 
evidences of contact or rapport must be ex- 
ploited very quickly and to the highest pos- 
sible extent. One example suffices. 
The patient had an extensive academic training that 
never again became apparent following the onset of 
his psychosis. The educational (rehabilitation) 
therapist felt it would be valuable to introduce some 
academic interest but had no way of getting in touch 
with the patient. The volunteer worker had no spe- 
cial knowledge of these facts but by chance devel- 
oped a good relationship with the patient. The vol- 
unteer was able, following discussion, to bring the 
educational therapist in contact with the patient and 
utilize the latter’s academic background as a means 
for activity interest and improved socialization. 


The unobtrusiveness of the techniques gives 
the patient considerable liberty. He has con- 
stant and unlimited opportunity to begin emo- 
tional exchange with a group of people who 
are interested in him and accept him. The at- 
mosphere is consistent and reliable, since all 
the workers remain permissive and nonpuni- 
tive. Some catatonic patients seem to be get- 
ting the idea that at least this group of people 
can be trusted, and so they need not indulge 
in “retaliative hostility.” The emphasis is al- 
ways on getting the patient involved in some 
relationship or activity rather than doing any- 
thing to or for him. An ounce of participa- 
tion clearly is worth many barrels of passive 
exposure. Exploration must be constant and 
untiring. A regressed patient may one day be 
willing to return a ball, whereas he never 
would before. This kind of event, quickly fol- 
lowed up, has led to some group participation 
for the first time in many years of the pa- 
tient’s psychosis. 

We have subjective and objective evidence 
of the improvement in these patients, most of 
them hospitalized several or many years. Im- 
provements in behavior and appearance are 
obvious to the casual visitor in the building. 
One staff member who had not visited this 
group of patients for a long time felt unsure 
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of his location on entering the wards and 
asked the nurse if this was the “catatonic 
ward.” Formerly he had been accustomed to 
seeing the patients with the usual stigmata of 
untidiness, posturing, etc., and required some 
reassurance that these were the same patients. 
His feeling on entering these wards was that 
of entering an area for patients of an inter- 
mediate level of illness rather than one desig- 
nated for our most regressed individuals. 
There have been many such opinions. More 
objectively, our staff nurses have maintained 
a daily record of the 80 catatonic patients 
in this area with regard to frequency of soil- 
ing, episodes of hyperactivity, periods of 
combativeness, and other morbid behavioral 
characteristics. With few changes the group 
has been the same during the period from 
September, 1951, before the origin of the 
Motivation Center, to September, 1952. Com- 
paring these two Septembers we find that 
episodes of marked hyperactivity were re- 
duced from 139 to 17, belligerency without 
Provocation reduced from 32 to 13, and simi- 
lar reductions are noted in frequency of soil- 
ing and wetting. Formerly violent patients 
have become much more approachable. For- 


merly it was possible to send only small 
groups of patients to outside activities such 
as the theater or dances in the recreation 
building. Following a few months’ operation 
of the Motivation Center it became possible to 
send the entire group to these activities on 
many occasions. Usually only 4 or 5 patients 
are kept from these activities at any given 
time. 

Our conclusion is that the Motivation Cen- 
ter for regressed patients provides an excel- 
lent area for bringing together all neuropsy- 
chiatric hospital workers into a team that 
really combines good theory with sound and 
reasonably prompt practical results in terms 
of patient improvement. The Center pro- 
vides a unique area that has many of the 
aspects typical of an actual community that is 
really healthy, with full emphasis on those 
features that can play a major role in assist- 
ing the patient in the direction of health. 
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A BALANCED CONCEPT OF CHILD TRAINING WITH 
SOCIAL IMPLICATIONS + 
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In our published reports to date on the re- 
tarded child we have been occupied chiefly 
with the neurophysiological mechanisms of 
the mind and its fundamental mutability. We 
soon noted, however, and so reported(1) 
(although this has largely been overlooked in 
the heat of controversy over the fixity of in- 
telligence quotients as challenged implicitly 
by our researches) that greater improvement 
occurred in well behaved, than in badly be- 
haved, children. 

Since a child’s behavior is a reflection of 
his emotional adjustment and his emotional 
adjustment is likewise a reflection of his pre- 
vious training, our attention became increas- 
ingly focused on the role of training and its 
social implications as an adjunct to any 
chemotherapeutic treatment. 

This paper, then, represents a crystalliza- 
tion of our experience in the training and 
management of children. It is presented in 
the hope of stimulating a re-examination of 
accepted tenets of child training and educa- 
tion in the light of scientific evidence, both 
in the animal and human fields. We approach 
this subject from the viewpoint of the biol- 
ogist, psychologist, and physician, and not 
the professional educator, although our goals 
are identical. 

We believe this background gives us the 
broad perspective necessary to observe the 
universal principles operating in the training 
of either child or animal, and we see nothing 
incongruous in a view that holds that these 
basic principles apply equally well to both 
animal and child. 

We do not believe that it is beyond the 
scope of this paper to discuss, in addition to 
the dynamics of the family, some of the ob- 
Servable social results arising out of incor- 
tect methods of training. In other words, 
with retarded children we have observed that 
the problems of the retarded-child family are 
——— 
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not different from those of the “normal 
family” except in degree. A clinic such as 
ours, which treats the family as a unit and 
not just the retarded child, is accordingly in 
a position to study the basic principles of 
family life just as the mental hospital can 
provide information on the development of 
the psyche. We believe also that the observa- 
tions developed here are, on the whole, ap- 
plicable to any family, since life in the re- 
tarded-child family from the standpoint of 
basic mechanisms is life in pure culture. The 
emotional stress of having a retarded child 
merely brings the basic strengths and weak- 
nesses of the family mechanisms to the sur- 
face more readily for observation. 


Part I. Dynamics or INTER-FAMILY RE- 
LATIONSHIPS AND ITS BEARING ON 
CHILD TRAINING 


RELATION BETWEEN INTELLIGENCE AND 
BEHAVIOR 


Much misinformation exists regarding the 
nature of mental retardation and its expres- 
sion in behavior. Unfortunately, physicians 
and educators are too frequently the worst 
offenders, who give advice based upon lack 
of knowledge or personal bias, rather than 
upon scientific fact. From our experience it 
has become clear that many of the difficulties 
attributed to lack of intelligence have very lit- 
tle relationship to intelligence, but are, in- 
stead, imposed upon the retarded child by 
external pressure. Many parents have been 
led to believe that social behavior, including 
temper tantrums and destructiveness, is an 
integral component of mental retardation and 
must be accepted as such. They therefore 
fail to apply proper training methods since 
they have been told by those in authority that 
“all retarded children behave badly because 
they are too dumb to learn.” 

Such a statement not only is contrary to 
fact but violates the laws of nature. It is, of 
course, at variance with animal experimen- 
tation where much less highly developed 
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nervous systems such as those of the minnow 
and earthworm can be taught a correct re- 
sponse through conditioning and habit (2). 

The same mechanisms of conditioning, 
which have their bases in the reflex type of 
action and extend ‘to the most complex type 
of nervous system possessed by the animal 
known as man, are universally applicable. 
Pavlov demonstrated conditioning using dogs 
(3) and it is obvious that the formation of 
habit patterns through repetition and con- 
ditioning apply equally well to animals and 
to children, since two separate sets of laws do 
not exist. 

We contend that intelligence and behavior 
have less relationship than do training and 
behavior, so far as the general adjustment of 
an individual is concerned. We believe that 
patterns of behavior that are the result of im- 
proper training methods may prove more det- 
rimental to a retarded child than the mental 
retardation itself, and that poor social be- 
havior and habits are not inevitable by-prod- 
ucts of limited intelligence. 

The fact that behavior problems so fre- 
quently occur among cases of mental retarda- 
tion is undoubtedly the reason why limited 
intelligence is believed to be the cause. We 
have, of course, found that many of the 
retarded children receiving glutamic acid 
therapy are spoiled or maladjusted, in addi- 
tion to being limited intellectually. Their be- 
havior is a product of their social milieu, how- 
ever, and is not due to innate biologic defi- 
ciency. Maladjustment and perverse behavior 
occur along the intelligence scale at all levels, 
but are highlighted in the mentally retarded 
child. This is not so much because he is de- 
ficient intellectually, but because he is con- 
sidered a social misfit. We have many pa- 
tients of average intelligence who came to us 
for treatment of “mental retardation.” Be- 
cause all other members of their families are 
intellectually superior, they are regarded as 
“dumb.” Their problem is identical to that of 
the genuine mental defective, since the source 
of difficulty in both instances is, indeed, not 
lack of intelligence, but inability to meet so- 
cially imposed standards of conduct. These 
social forces interact with the biological and 
constitutional factors of an individual from 

the time he is an infant, and have their initial 
and most far-reaching influence in the family 
unit. 
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Since man is an animal, he is born essen- 
tially as a savage, is egocentric and wants to 
do what he wants to do when he wants to do 
it. He is a social animal, however, and also 
needs to “belong.” He is therefore willing to 
compromise to some degree, and to modify 
his basic desires in order to “belong” and to 
be acceptable to the society in which he finds 
himself. In his early social development he 
identifies first with members of the family 
unit and gets his first feelings of “belonging- 
ness” from them. Psychological factors of 
special importance in the development of his 
early behavior include imitation, sympathy, 
and suggestion. Emergence of the “ego” is 
enhanced by identification with the mother 
and by means of yerbalization. Maturation 
of the organism and social learning proceed 
simultaneously so that the child is learning 
while he is growing and growing while he is 
learning. The two processes cannot be sepa- 
rated, even though one is biological and the 
other social in origin. It is tragic in the case 
of the retarded child that this is so little 
understood, Advice is frequently given to ig- 
nore the child’s asocial behavior and to “let 
him alone” because “he will grow out of it.” 
Nothing could be further from the truth. 
What actually happens is that instead of 
“growing out” of infantile behavior he 
“grows into it” further as time goes on, and 
presents an increasingly acute behavior prob- 
lem because of early lack of understanding 
and attention on the part of the parents. Civi- 
lizing a child so that he fits the social milieu 
is the parents’ job, and where this is ne- 
glected, the child may be expected to show 
primitive behavior such as is found at the 
animal level of development. 


FAMILY RELATIONSHIPS 


Parent Relations —As an onlooker the re- 
tarded child is keen to sense that he is unac- 
ceptable to one or both parents, and that hi 
presence constitutes a source of friction b 
tween them. As we have previously pointed 
out(1), this is because he is considered a re- 
flection against their creative forces, and it is 
natural for each parent to wish to avoid re- 
sponsibility for producing him. They often 
try to blame each other, either by looking for 
a weakness in the partner’s hereditary strain, 
or in some personality characteristic. For ex- 
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ample, one mother of a mentally defective 
child, whose husband is a successful engineer, 
said to us, “It’s no wonder my child is slow. 
He takes after my husband. He’s lethargic 
and dull, too. I’m just the opposite.” 

When other methods fail in the search for 
a “goat” to explain the child’s existence, one 
parent will often blame himself, or herself, as 
the case may be. Here all sorts of ration- 
alizations may be used, accompanied by guilt, 
self-pity, self-hate, etc. Whatever the tech- 
niques are, however, the end result is the 
same, namely, rejection of the retarded child. 
In terms of overt behavior toward the child, 
expression usually is excessive, and it is gen- 
erally found that one parent tends to neutral- 
ize the excessive behavior of the other by 
overcompensation in the opposite direction. 
Thus the retarded child is generally con- 
fronted by inconsistent, confusing, and frus- 
trating experiences, to which he cannot find 
any satisfactory solution, and to which his in- 
tellectual limitation is only remotely related. 
What the parents often discover, however, is 
that the child is bright enough to realize that 
his greatest asset is to encourage disunity of 
parental viewpoint with a chance to dominate 
one parent by pitting him against the other. 
In this way he shifts the responsibility for his 
own actions at least partially to his parents. 
It is such confusion that lays the basis of aso- 
cial or anti-s6cial behavior in the child, 
whether retarded or normal, Because he tends 
to express his motivation in actions rather 
than in ideas, we say he constitutes a behavior 
Problem. In an adult we would term his tech- 
niques neurotic. 

Sibling Relations.—In our modern society 
the siblings of the retarded child are likewise 
torn in two directions. According to ethical 
Standards and religious ideology, which 
teaches brotherly love, they are expected to 
show affection and kindness toward someone 
of whom they are made ashamed by society. 
Tf in addition, they are a part of a neurotic 
family unit such as we have mentioned, it is 
clear that feelings of ambivalence toward the 
retarded sibling are inevitable. Rejection, 
guilt, and other components appear in the 
as also, which add to the already com- 
H cated picture and intensify the problem for 

€ retarded child. 

Parent-Child Relations—We believe that 

© mechanism of rejection is of paramount 
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importance in understanding the behavior 
disorders of the mentally retarded and, in 
many instances, the normal child, since a child 
is often considered a drag on the self-seeking 
strivings of the parents in this selfish and 
materialistic culture. Parental rejection, the 
converse of love, may be of varying degrees 
and may take a variety of forms. Itis, never- 
theless, the one most potent factor in deter- 
mining the child’s ultimate emotional adjust- 
ment or maladjustment. 

Overt hostility is, of course, one of the 
most direct expressions of the rejection 
mechanism. Fortunately most parents do not 
express their hostility as clearly as in the fol- 
lowing case recently reported in the news- 
papers. 

It concerns a 3-year-old retarded child with cere- 
bral palsy who was found wandering around a 
super-market. Investigation revealed that the par- 
ents had abandoned him, and the mother is quoted 
as saying she would prefer to “spend the rest of 
my life in jail rather than take him back.” The 
youngster’s father, who was employed and could 
support him, said he also would refuse to care for 
the boy. The mother stated that she loved the 
boy, but “I just couldn’t stand him. He makes me 
nervous. To everybody else he is cute. He just 
seems to know he gets our goat. He’s into every- 
thing, and there is no use spanking him.” 

This is an extreme case of rejection, of in- 
ability of parents to accept their problem 
realistically, and of their failure to apply 
proper training methods. 

Hostility of a more passive nature, but 
equally harmful, is that which expresses it- 
self in a minimum of physical care and com- 
plete neglect of mental and emotional devel- 
opment. Such a child, like an orphaned ani- 
mal, is left entirely to his own devices so far 
as training and learning are concerned. Asan 
infant he is placed in a play pen without toys 
day after day, and later put out like an animal 
to pasture in a yard with a fence around it. 
On rainy days he is dressed and fed and then 
placed before a television set because it 
“keeps him quiet.” When parents of such a 
child are confronted with evidence of their 
neglect, they invariably use the excuse that 
they thought the child was “too dumb to 
train.” What they ought to say in all honesty 
is that the only way they can tolerate him is 
to have as little to do with him as possible. 

Overt hostility and neglect naturally con- 
stitute two of the most direct and primitive 
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expressions of rejection. More subtle types 
of torture are possible, just as damaging, 
and even more confusing. In these forms 
hostility is disguised under the cloak of con- 
cern for the child’s welfare—a trait univer- 
sally observed among “normal families” with 
normal children. 

One method that we see repeatedly, by 
which rejection is expressed indirectly, is ex- 
cessive training of the child along the lines 
of formal education and “improvement of his 
mind for his own good.” In these cases the 
child is expected to meet impossible educa- 
tional standards, and the parents’ insistence 
that he do so is indefatigable. The following 
excerpts from case histories illustrate this 
point. 


Case 1.—A 5-year-old mongol boy with a mental 
age of 2 yrs., 6 mos. by test, IQ 50, is being forced 
by his mother to “read.” By constant repetition she 
has succeeded in teaching him to associate a few 
words with pictures in a book that she carries with 
her. He cannot, of course, recognize the words else- 
where, and needs cues from the pictures in order 
to “read” the words. Actually he would need 30r4 
times his own mental age to fulfill her aspirations. 
This was explained to the mother and disapproval 
of her efforts was expressed. She replied, “He'll 
learn to read, if it’s the last thing he does. Every- 
body has to read to get along in life. It just takes 
time and patience.” 


When the mental age of a child is high 
enough to master the mechanics of reading 
only, it is incredible to observe what satis- 
faction this gives parents, even though the 
child has no comprehension of what he has 
read. Parents can, at least, boast that their 
offspring is able to read, which to them ap- 
parently is the essence of culture. 

Arithmetic is also considered indispensable, 
as Case 2 illustrates. 


CASE 2.—A 13-year-old girl with a mental age of 
3 yrs., 3 mos., IQ 25, had attended one of the best 
private schools in the country for 10 years. She 
makes an excellent social impression, is able to 
carry on a conversation surprisingly well consider- 
ing her limited ability, and is cooperative and help- 
ful. Nevertheless, her mother’s comment is, “That 
school didn’t teach her a thing. I don’t care whether 
she knows how to ride a horse, or how to dress for 
dinner. I want her to add and to make change cor- 
rectly. I brought her home this year and I’ve taught 
her more already than they did in 10 years.” (In- 
cidentally, the girl cannot even count correctly by 
test, whereas making change requires approximately 
a 9-year mental level, or about 3 times the mental 
age that she possesses.) 


It is apparent that neither of these children 
can reach or even approach the goals set by 
their parents, even by extreme and continy- 
ous effort, and in this connection the intel- 
ligence quotient itself is one of the most 
dangerous concepts involved. It seems para- 
doxical that physicians and educators who 
most frequently make disparaging remarks 
about the validity and reliability of the intel- 
ligence quotient are those who, after one is 
obtained, treat it as an infallible index. They 
convey the impression to parents that a cer- 
tain intelligence quotient is a goal toward 
which the child should strive and that once 
it is reached his problems are over. 

An example of this, together with over- 
emphasis by the parent on formal learning is 
clear in the following case history : 

CASE 3.—A 10-year-old boy had been rejected by 
3 rural public schools because their systems could 
not provide for children with an intelligence quo- 
tient below 50. He was brought to us for examina- 
tion and it became apparent immediately that he had 
been coached on Form L of the Stanford-Binet In- 
telligence Test, which is the form most frequently 
used by schools in New York State. The examiner 
therefore substituted Form M of the test, which is 
an alternate form, but the mother had anticipated 
this possibility and had coached him there also. The 
coaching had been so thorough that the boy often 
began giving answers before instructions had been 
completed. When asked how he knew what the 
examiner wanted, he said, “Oh, my mother keeps 
asking me these questions all the time.” The mother, 
of course, denied tuition, but did state that he 
“must get an IQ of 50, so that he can go to school. 

Even under the circumstances, the boy’s 1Q was 
only 43, and on performance tests, with which he 
was unfamiliar, he rated only 35. The mother was 
unable to accept the advice that he would undoubt- 
edly be dropped because of failure, even if she used 
Pressure to get him admitted. Instead, she re- 
marked emphatically, “He'll make good all right, 
if they give him a chance. I’ll see that he does.” 


In contrast to the preceding examples, 
there is another pattern of rejection ex- 
pressed by excessive affection. The child is 
pitied to such an extent (and the self-pity of 
the parent is so far-reaching) that the child 
is considered as a martyr and all but wor- 
shipped. No discipline is administered, eve? 
when physical violence occurs in the forms of 
biting, kicking, and slapping the parents of 
others. In fact, many parents give the impres- 
sion that they enjoy being badgered. They 
kiss and hug the child following such demon- 
strations, and any attempts by others to cor- 
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rect the child are immediately met with pa- 
rental disapproval. Although the child may 
have been brought to us by parents for the 
express purpose of testing and examination, 
the procedure itself is often misconstrued as 
an intrusion upon the child’s private life, and 
he is made the sole judge of whether or not 
he will cooperate. When test material is pre- 
sented, the parent will often ask the child, 
“Do you want to play with this?” or “Will 
you do this?” If he immediately throws the 
material to the floor, the parent picks it up 
and remarks, “I thought he wouldn’t bother 
with that. He does only what he’s interested 
in.” 

Surely such techniques are as devastating 
to the retarded or normal child as those of 
overt neglect or hostility, since they tend 
equally to frustrate him, to curtail his emo- 
tional and mental development, and to inter- 
fere with the learning process. 

Finally, one of the most tragic expressions 
of rejection is that shown by over-protective 
parents. It is our opinion that these individ- 
uals, basically oversensitive, hypercritical, and 
dissatisfied, have been unable to accept their 
own role in society or to satisfy their craving 
for affection (see Symonds (4) ). Because 
they are egocentric and discontented, they ob- 
tain satisfaction by making certain that their 
children will “profit from” the parent’s ex- 
perience and will be shielded from people and 
situations that they have found distressing. 
Not only are dogmatic principles set down 
for the child, but because of the parent’s own 
insatiable needs and frustrations the goals 
themselves are confused and ambivalent. 
Such parents seem to operate under a double 
set of standards, one set applying to everyone 
else, and the other set to them. The child is 
also given to understand that dire results 
follow disregard of parental advice, but there 
1S no parallel guarantee that, following such 
advice, he will receive the expected parental 
approval and affection. The parent’s need to 
dominate and to control the child’s develop- 
ment increases as other sources of satisfac- 
tion fail, and enslavement is finally accom- 
plished by the establishment of feelings of 
Insecurity, unworthiness, and guilt because 
the parent’s every whim cannot be met. Over- 
Protective parents are omnipotent parents, in 
Spite of their protestations to the contrary. 

One of the earliest manifestations of over- 


F. T. ZIMMERMAN AND B. B. BURGEMEISTER 147 


protectiveness that we have observed clini- 
cally is the reluctance of parents, especially of 
the mother, to have the child go anywhere 
without them. When it is apparent that the 
child is responsive and willing to come with 
the examiner for examination and testing, the 
mother frequenly will state in an injured tone, 
“Oh, he won’t go without me.” It is plain that 
the parent resents the child’s step toward in- 
dependence and he is placed in the position of 
incurring parental disapproval by his action, 
even though he has been encouraged to be 
“friendly.” It is an example of how the child 
is required to operate under a double set of 
standards and an expression of the “he can’t 
have anyone but me” philosophy. 


SOCIAL RELATIONS 


Whether or not rejection is present to an 
acute degree, it must be said, in fairness to 
parents of mentally retarded children and to 
their siblings, that society itself is often re- 
sponsible for aggravating their problems, 
Very frequently parents put forth a great 
effort to accept the child realistically and ob- 
jectively, and are making it possible for him 
to reach an adequate adjustment, when some 
helpful friend or relative dwells on the notion 
that he is a menace and “ought to be put 
away.” Playmates are also inadvertently 
cruel, and we frequently find parents report- 
ing that, in spite of their efforts to make the 
child feel he is like everybody else, some child 
will tell him he is “dumb’and will not play 
with him, As we mentioned previously (1), 
where his limited intelligence prevents him 
from competing equally with normal children, 
it is difficult for the retarded child not to feel 
his inadequacy. This may be prevented only 
when he is placed among children of his own 
mental age, where he can compete on equal 
terms. Where feelings of inadequacy result 
from social pressure, however, they may 
greatly be alleviated by understanding and 
proper training at home. They are much less 
apt to make a permanent impression, if the 
child “belongs” to the family unit and is se- 
cure. 

By the time the children whom we are dis- 
cussing reach us, however, their problem 
usually is not one of training but of retrain- 
ing. Bad habits have become so fixed as the 
result of improper training methods that it is 
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very difficult to alter their behavior patterns. 
Children and parents alike need psychiatric 
help and guidance. By the application of 
proper training methods originally, however, 
this dilemma could be avoided. 
It is very difficult to change parents. Even 
when they are given advice and instruction 
the task is time-consuming and the prognosis 
only guarded. For, in addition to other deep- 
tooted psychological factors in the makeup of 
parents, the child has become “typed” in their 
minds. The child likewise has “typed” the 
parent and he has already assumed a charac- 
ter role in his life just as an actor does on the 
stage or screen. It is, in fact, the frequent 
complaint of actors that they are always given 
roles similar to the one with which the public 
has associated them in the past. Their pro- 
ducers argue with considerable logic, how- 
ever, that they would be unconvincing in a 
radically different role for some time to come. 
It is just as hard for a child who has “typed” 
his mother over a long period as the mean old 
witch of Hansel and Gretel suddenly to be- 
come convinced that she is really Cinderella’s 
fairy godmother. 


Part II. THEORIES AND METHODS oF 
CHILD TRAINING 


It is significant that during the past few 
decades educational methods generally have 
reflected a radical change in viewpoint from 
nineteenth-century authoritarianism. Under 
the authoritarian system, where to “spare the 
rod” meant to “spoil the child,” success of 
training was judged primarily by social con- 
formity, and little allowance was made for 
nonconformists, With the development of 
psychiatry and psychology, however, which 
recognized individual differences in ability to 
accept socially imposed restrictions, more and 
more attention was paid to the individual 
child and his problems. Educators expressed 
this trend toward individualism in curriculae 
such as those of progressive education, and 
Dewey(5) himself felt that individual inter- 
est must be determined and developed. 

Such a principle is sound, we believe, psy- 
chologically and biologically insofar as it con- 
siders the condition and capacity of the or- 
ganism at the time of response, and stresses 
the fact that, unless the condition of the or- 
ganism is known, prediction of behavior is 
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difficult, if not impossible, for any given 
stimulus. In application, however, this trend 
has gone too far, and recently it seems as if 
“progressive method” were better described 
as “permissiveness.” Permissiveness denotes 
a tendency toward excessive individualism 
where no discipline or very little discipline is 
applied for asocial or antisocial behavior. 

In its historical setting this particular 
theory found fertile soil for a variety of rea- 
sons. Among these is the fact that it grew in 
a materialistic and self-indulgent culture 
among people who often found the training 
and socialization of children burdensome; it 
was the direct result of individualistic empha- 
sis where parents were made to feel that dis- 
ciplining their child might cause neurotic 
frustration, and that he was so fragile a 
mechanism that some simple reprimand might 
leave permanent scars of maladjustment. 
Also, because child training requires emo- 
tional balance, is repetitious and onerous, it is 
much easier to give a child what he wants 
than to exercise the fine shades of judgment 
as to when it is necessary to correct him. 

Hence progressive theory with its “per- 
missiveness” falls short, we believe, in its de- 
termined reaction against authoritarianism by 
failure to recognize that highly individualistic 
responses are still subject to basic psycho- 
physiological principles and the by-products 
of universal laws such as conditioning, 

By definition, a conditioned response is one 
which is elicited by a stimulus that usually is 
inadequate biologically to arouse the response, 
but which, by simultaneous presentation with 
the biologically adequate response, comes to 
be an effective substitute for the biologically 
adequate stimulus. 

In order for a substitute stimulus to be- 
come effective, it is absolutely essential for it 
to be presented often enough for a strong 
bond to be formed between the particular 
stimulus and the particular response. If the 
stimulus is discontinued too soon, condition- 
ing will not take place. 

It is likewise true that habits only partially 
learned are much less subject to transfer to 
other habits and behavior than those that are 
deeply ingrained by repetition and condition- 
ing. It seems to us, therefore, that especially 
in the formative years of early childhood pre- 
dictable behavior, habit and character forma- 
tion, as well as socially acceptable behavior, 
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depend, in the last analysis, upon the persist- 
ent application of this psycho-physiological 
principle. 

In life, nature does not operate by ex- 
tremes, but in a continuum of dynamic equi- 
librium. Expressed in mathematical terms, 
this biological principle is known as the 
“theory of the means.” In human terms it is 
covered by the words “temperate” and “mod- 
eration.” In direct biological terms this prin- 
ciple states that nature operates predomi- 
nately by moderation and development occurs 
by evolution rather than by revolution. We 
believe, therefore, and it has been our ex- 
perience, that the balance between social 
adaptability and individual preference can 
best be achieved by a balanced method of 
child training, i.e., by a combination of re- 
ward and punishment, expressed in biological 
terms, or, in human terms, by restraint and 
discipline operating in a basic matrix of love. 

Unfortunately, the word discipline has an 
unpleasant carry-over from authoritarianism 
and often produces an antagonistic reaction. 
Tt does not, however, necessarily imply the 
concept of pain in a degree comparable to 
corporal punishment or revenge, but is 
merely an adjunct that facilitates condition- 
ing a child by utilizing the principle of domi- 
nance, or heightened awareness. A child 
brought up in an unreal atmosphere without 
the security of sufficient restraint must of 
hecessity, we believe, have insufficient 
strength of character to meet the vicissitudes 
of life as an adult and to deal with situations 
tequiring self-denial and compromise. This 
same adult as a parent is confused, lacking in 
Standards, and is naturally unable to follow a 
proper course in the management and train- 
ing of his own child. 

There is extensive evidence throughout 
animal experimentation for the value of re- 
ward and punishment in learning (2, 6-8). 
Along with this the corollary follows that, 
unless reward and punishment are consistent 
and fit the conditioned response, frustration 
and neurotic behavior in the animal result. 

As Morgan(g) points out, 

Conflict is induced by having an animal acquire 
two, learned responses, each under its own strong 
Motivation, which are incompatible with each other 
and then putting the subject in a situation where 


ps reactions are called for. Thus, a rat may be 
‘ught to jump to a “correct” door to obtain reward 


for strong hunger and be taught also that it will 
be punished severely if it jumps to an “incorrect” 
door; then by presenting the animal with only one 
door which is “incorrect,” the animal is torn be- 
tween jumping and avoiding punishment [see (7)]. 
Or it may learn to choose a circle and avoid an 
ellipse and later be given an ellipse which is indis- 
criminably different from either a circle or an 
ellipse; the animal is, therefore in “conflict” as to 
which response, approach or avoidance, is required. 
Neurosis produced in this way, it may be pointed 
out, is related to the principle of effect, i.e„ the 
response most appropriate to reward or effect can- 
not be selected. 


Biologically, nature does not operate by 
two sets of basic principles—one for the ani- 
mal and one for man—but actually as a 
continuum ona scale running the gamut from 
the lowest form of living organism to the 
highest. While wide differences in behavior 
among species exist, so that complete anal- 
ogy cannot be drawn, nevertheless, these dif- 
ferences are not those involving fundamental 
and universal processes such as conduction, 
coordination, integration, learning, etc., but 
those of increasing elaboration and com- 
plexity in the expression of these laws as we 
move up the scale of life. Along with this, 
one finds increasing unpredictability of be- 
havior, the animal known as man being the 
most unpredictable. 

Many parents constantly present situations 
to their children that are just as confusing as 
these cited above in the case of the rat. They 
start to apply sensible methods of correction 
and say “no” to the child when his action or 
wish warrants it. Following this) however, 
they seem to become overwhelmed by a sense 
of guilt or fear that they are being “too hard 
on him.” In order to compensate for this 
feeling they suddenly say “yes” and let the 
child do or have what he has wanted all along. 
Such a procedure not only is temporarily be- 
wildering to the child, but it prevents him 
from building up an adequate set of stand- 
ards, or values, by which to judge his own 
conduct. If the word “yes” means “yes” to a 
child at one time and “no” at another, his 
character structure will rest upon a very 
shaky foundation. If these practices are con- 
tinued for years, his behavior is likely to 
simulate that produced experimentally in the 
rat, and he will become confused and frus- 
trated. 

Our remarks imply, of course, that we be- 
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lieve conditioning to be an extremely perti- 
nent factor, especially in the formative years, 
and that this physiological mechanism should 
be utilized to its fullest extent in the develop- 
ment of simple habit patterns in the child. It 
likewise plays a highly significant role in his 
emotional adjustment. As Murphy(10) 
agrees, “To a considerable extent the com- 
plex fabric of our emotional life is developed 
by a process of elaboration of simple emo- 
tional responses through conditioning.” 

We are aware that the mechanism of con- 
ditioning does not explain the learning proc- 
ess entirely. To assume that would be to err 
in the direction of oversimplification and in- 
accuracy. We do feel, however, that because 
direct expression of the mechanism is ob- 
scured by the highly integrative nature of the 
human organism and by the complexity of 
cultural forces operating upon it, there is a 
need for reiteration and emphasis upon its 
possibilities in moulding habit and character, 
especially in the early formative years of 
childhood. If its value is utilized in conjunc- 
tion with the concepts of dynamic psychiatry, 
it is possible to understand how the organism 
is enabled to use these conditioned patterns 
of behavior most effectively in its social 
milieu. 

We are likewise aware that the application 
of a balanced theory of child training pre- 
sents real difficulties for parents and educa- 
tors. We are, in fact, continually asked by 
parents to give specific recommendations for 
action in a variety of situations involving 
guidance. It is extremely hard to give such 
advice, because in the last analysis any re- 
sponse will be the product of a particular in- 
dividual in a particular situation. The appli- 
cation of love and discipline in moderation is 
a highly individualized affair, and depends 
not only upon the uniqueness of the situation 
but on the emotional makeup and previous 
conditioning of the child and parent. The 
nature and degree of love and discipline must 
be determined therefore by each parent for 
each child, and sweeping generalizations must 
be avoided because they do not take into con- 
sideration these complex factors. 

Parents, however, do need a guiding prin- 
ciple by which to train and rear a child. They 
should be encouraged to understand that 

principles, not details, are important. With a 
grasp of the basic principles the task is not 


formidable regardless of the minute com- 
plexity of any child. They should understand 
that needed security thrives in an atmosphere 
of love tempered with consistent restraint, 
Love does not mean cloying overindulgence, 
and restraint does not mean blind force ap- 
plied in an atmosphere of hate. 

It should be understood that a program 
based entirely upon appeal to love and reason 
is ineffective because the child, like an animal, 
is egocentric and will take advantage of love 
when bribery and appeasement alone are uti- 
lized to get his cooperation. In such cases it 
soon becomes apparent that the more he gets 
the more he wants. It should also be remem- 
bered that knowing and doing are two dif- 
ferent things. To assume that because a 
child understands something he will neces- 
sarily do it is foolish. Even adults with pre- 
sumably more understanding and judgment 
than the child frequently do not do the things 
they know they should do unless the penalty 
of avoidance is too great. So often in our 
experience these are the parents who de- 
mand more of the child than they demand of 
themselves. d 

Parents should also understand that the 
technique of conditioning is applied by simple 
repetition. Most parents believe, especially 
the parents of retarded children, that the 
child must be able to understand the purpose 
of a particular corrective measure. This is 
not true, as is well known in the formation of 
the simple habit patterns of toilet training 
and feeding. As a child matures to the point 
where understanding appears, he still, in 
many instances, has a tendency to overreach 
himself in the push toward maturity. Here 
an effort should always be made to have him 
understand the purpose of a parental action, 
but if he does not understand it the condition- 
ing process should still be applied ; the parent 
should not sit back and wait until the child 
has reached complete understanding. Other- 
wise habit patterns and character traits will 
develop in the meantime that will yield to nô 
amount of reasoning subsequently, 

All of this implies the need for a moderate 
and consistent course of action as a guiding 
Ptinciple—a constantly applied, nicely bal- 
anced mixture of freedom and restraint. If 
mistakes are made in such an atmosphere 
(and they will occur) no great harm will be 
done. The personality structure of the child 
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is tremendously resilient and has great 
powers of recuperation. 


Part III. SOCIOLOGICAL IMPLICATIONS OF 
CHILD TRAINING THEORIES AND METHODS 


As a pertinent example of the excesses 
possible in overemphasizing a particular as- 
pect of learning and training, we note that 
the Soviet Republic recently made public ac- 
knowledgment of Soviet psychiatry’s rededi- 
cation to Pavlovian concepts as the basis of 
their entire program of the furtherance of 
“materialistic, progressive science” (11). 
When carried to extremes, such a concept de- 
nies the dignity of the individual as empha- 
sized in the individualism of democracy. 

Overemphasis upon individualism, on the 
other hand, as we have previously noted, de- 
generates into excessive permissiveness. 
When this permissiveness permeates an en- 
tire culture the result is weakness and even- 
tual self-destruction. Both extremes of cul- 
ture, however, eventually destroy themselves 
from within—the authoritarian state by the 
brittleness of the social structure accompany- 
ing its hardness, and permissive culture by its 
softness and lack of stamina. 

In this connection it is interesting to note 
that Toynbee(12) states that, of the 23 
known cultures, all but 3 collapsed from 
within. 

It seems to us that the basic concept of 
democracy itself arose out of a desire to avoid 
these political and cultural extremes. The 
fundamental aim of socialization in a democ- 
tacy is to substitute authority within the in- 
dividual for outside authority, so that he may 
act appropriately through his own inner 
promptings rather than by external coercion. 
This is the basis of conscience and the key- 
stone of character. It is also the philosophic 
and moral basis of democratic self-govern- 
ment. 

Perhaps the rather noticeable repugnance 
of our intellectual leaders in recent years to 
any suggestion of the need for discipline has 
its origin in direct experience with the exces- 
Ses of authoritarianism in two world wars 
and a defensive flight in the extreme opposite 
direction in the belief not only that too little 
discipline is better than too much discipline, 
but that self-preservation demands a flight to 
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the opposite extreme. This is understandable, 
but unfortunately equally self-destructive, 
since life, whether individual or political, de- 
pends upon maintaining a dynamic equilib- 
rium between opposing extremes. To deviate 
from this basic law is to invite disaster. 

It is our belief that the effects of what we 
consider to be a dangerous trend toward ex- 
cessive permissiveness are already becoming 
apparent with respect to the family unit. Out 
of the welter of observations on family life 
we have made over the years in connection 
with child training, one fact stands out above 
all others, namely, that parents as a class lack 
a guiding principle, or yardstick of behavior 
themselves. Where such confusion exists, in- 
ner authority and strength (stability, com- 
posure, character) as a substitute for ex- 
ternal coercion do not develop and the indi- 
vidual is so weak of soul that he must seek 
strength in outside authority, whether in the 
person of a psychiatrist, a political messiah, 
or a glittering ideology promising salvation 
at the mere price of obedience. 

Democracy, as a concept of government 
and a way of life for the individual, is based 
on the concept of the dignity of the individual, 
but this inner dignity and strength must be 
developed from childhood on through life by 
training. Where inner conscience and direc- 
tion are weak, in an atmosphere of softness 
growing out of excessive permissiveness, the 
individual is not only less dignified but a 
social pawn. The end result is a spiritual, as 
well as a political vacuum, and nature abhors 
both. j 

CONCLUSIONS 


We have presented a balanced concept of 
child training based on our observations of 
the dynamics of life in the retarded-child 
family and the known data of animal experi- 
mentation. 

Since the preservation of a culture depends 
on the efficacy of transmission of its ideals 
through its children, we have attempted to 
explore the possible sociological implications 
connected with child training. 
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CASE REPORTS 


FRACTURE OF SCAPULA DURING ELECTROSHOCK THERAPY 
JAMES E. RAMIN, M.D.,1 anp HENRY VEIT, M.D.? MıLwauxee, Wisc. 


' This is a report of 2 cases of fracture of 
the scapula incurred during a convulsion in- 
duced by electroshock therapy. As far as 
could be ascertained, from the records kept at 
this hospital, these are the only 2 cases of 
scapula fractures following electroshock 
therapy ; and both occurred within 6 months. 

During the year from June, 1951, to June, 
1952, approximately 5,300 electroshock treat- 
ments were given at this hospital: 3,100 fe- 
male and 2,200 male. The ages of the pa- 
tients ranged from 14 to 60 years. Of the 
2,200 male treatments, the incidence of frac- 
tures of all kinds definitely and possibly due 
to electroshock was 2 per thousand. The total 
number during the year was 5. There were 
2 fractures of scapula, 1 of D-r1o, 1 of D-7, 
and 1 of 8-9 ribs on left. Of these 5 fracture 
cases only the fractures of the scapula could 
be definitely attributed to ECT. 

The electroshock machine utilized was the 
Medcraft model B 24 unit, the electroconvul- 
sant therapy unit featuring glissando control 
which automatically increases the voltage 
from zero to the pre-set treatment dosage in a 
smooth gradual sweep. This tenses the pa- 
tient progressively, rather than instantane- 
ously, and reduces the violent tonic phase 
that is the principal cause of fractures and 
compressions. 

The treatment and its therapeutic effect are 
exactly the same as the conventional type of 
electroshock as given by the Medcraft model 
B-2 or other shock units. The grand mal con- 
vulsion is identical ; only the undesirable ini- 
tial muscular reaction is reduced. 

Our technique is briefly as follows: with 
the patient lying on the bed, the lumbar spine 
is hyperextended by means of a sandbag. The 
arms are partially flexed on the chest. An at- 


1 Physician, Milwaukee County Hospital for Men- 
tal Diseases. 

2 Instructor in Psychiatry, Marquette Medical 
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tendant supports the arm and the shoulder on 
each side and 2 attendants hold the knees and 
hips. A nurse holds a mouth gag and slightly 
hyperextends the cervical spine. During con- 
vulsion the nurse and attendants make no at- 
tempt to keep the patient still, but merely ride 
with the patient and prevent sudden severe 
motions due to the stimulus. 

According to Kalinowsky and Hoch (p. 
153, ref. 2) fractures of the scapula “are 
rare but are perhaps often overlooked, being 
very unusual in type. A triangular fragment 
is torn off the lower scapula, a fracture type 
which is unknown otherwise and which, in 
one of our patients, was recognized only after 
repeated x-ray examinations. Functional im- 
pairment, aside from pain, is insignificant.” 
It is the examiners’ opinion that, as fractures 
of the scapula are so rare, these 2 cases would 
be of special importance. 

Case 1: a 35-year-old white male who was ad- 
mitted to this hospital one month prior to treat- 
ments. The patient received 7 treatments, each with 
grand mal seizures, and had no complaints following. 
On the eighth treatment a loud snap was heard dur- 
ing the early part of the convulsion. The same time 
and voltage as in the previous 7 treatments were 
used. Immediately after the patient regained con- 
sciousness, he complained of pain in his right shoul- 
der: The x-rays revealed a fracture through the 
proximal one-third of the coracoid process of the 
right scapula, extending down through the base of 
the scapular spine. 


Case 2: a 44-year-old white male who has been 
in the hospital for 5 years. During his hospitaliza- 
tion, he had received several courses of electroshock 
therapy with no difficulties. His last course was 18 
months previous to the onset of this course. Patient 
had teceived 9 treatments with no difficulty. During 
the tenth treatment using the same technique, time, 
and voltage, a similar loud snap was heard during 
the early part of the convulsion. Immediately after 
patient regained consciousness he complained of pain 
in the left shoulder. X-rays revealed a fracture on 
the lateral border of the scapula about 14 inches be- 
low the glenoid cavity and extending medially and 
slightly superiorly 13 inches, 
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CONCLUSIONS 


1. As Kalinowsky and Hoch indicate, frac- 
tures of the scapula are rare, but they do 
occur. 

2. A loud snapping noise, such as the 
“snapping of a stepped-on bent twig” is con- 
sidered a diagnostic sign for scapular frac- 
tures. 

3. As a variety of complications do occur, 
though rarely, it is to be recommended that 
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doctors doing electroshock treatment receive 
special instructions in regard to the electro- 
shock unit and the possible complications. 
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COMMENT 


“GENERAL” HOSPITALS WITHOUT PSYCHIATRY? 


There is hardly a phase in the life of a 
mentally ill person, or one who has recov- 
ered, that does not encounter the prejudice 
that constantly blocks recovery and commu- 
nity adjustment. In contrast to persons suf- 
fering from other illnesses of comparable 
seriousness he is stigmatized. Medical 
schools have been slow to prepare doctors to 
deal competently with psychiatric problems. 
Public health has been slow to deal with the 
community threats to mental health. In- 
dustry has been slow to make the adjust- 
ments, often purely psychological, that will 
facilitate the employment of former mentally 
ill persons. General hospitals reject psychi- 
atric patients, even while special mental hos- 
pitals are poorly supported. 

Contributing to this conspiracy of neglect 
has been the reluctance of health insurance 
to deal with mental illness on the same basis 
as physical illness. As a result the mentally 
sick must either disguise the nature of their 
problems or find themselves unprepared to 
meet the financial burden of mental and 
emotional disorder. Well-meaning physi- 
cians and hospitals have at times attempted 
to help patients by closing their eyes to the 
nature of their problems; this in turn es- 
tablishes a false basis for treatment. Many 
health insurance companies are unaware that 
modern psychiatric treatment of numerous 
emotional ills is no more a long-drawn-out 
procedure. Short-term intensive treatment 
in general hospital departments can relieve 
many acute illnesses in a few weeks. Volun- 
tary health insurance plans must take into 
account the urgent needs for coverage in 
mental illness if they are to satisfy public 
demands and head off compulsory health in- 
surance. 

This is a matter in which many members 
of the American Psychiatric Association are 
interested, but we are in debt especially to 


Dr. A. E. Bennett + for the concentrated at- 
tention he has given it. 

There is within the insurance field an 
element, including Blue Cross, that is sym- 
pathetic with the effort to remove this dis- 
crimination. The coverage afforded by Blue 
Cross can include psychiatric services mean- 
ingfully only as the hospital is willing to 
afford psychiatric service. In the words of 
Richard M. Jones, Director, Blue Cross Com- 
mission, American Hospital Association, 
“As more and more general hospitals offer 
care for mental illnesses, more and more 
Blue Cross plans will provide coverage.” 
This is encouraging not only as a viewpoint, 
but as a reflection of what is actually taking 
place. 

Of the 81 Blue Cross plans in operation 
in the United States, 22% provide for men- 
tal illness on the same basis as for other ill- 
nesses if the patient is in a hospital which 
has a contract with Blue Cross, This 22% 
covers 9} million persons. Thirty percent 
exclude mental illness; the remainder offer 
partial coverage. Encouragingly, the situa- 
tion is improving. But it will require the 
continued and active interest of psychiatrists 
in the localities where the real decisions are 
made to continue this improvement. Neither 
the APA as a whole, the National Associa- 
tion for Mental Health which has taken a 
definite position on this matter, nor Blue 
Cross itself can make the decision. Each of 
the tardy Blue Cross plans and each of the 
contracting hospitals must be helped to ad- 
just the coverage to meet this need. The 
American Psychiatric Association can help 
the companies by advising on terminology, 
for example, excluding such terms as in- 
sanity from policies, and defining more ac- 
curately the various forms of mental illness. 

Gerorce S. Stevenson, M. D. 


SELF-INCRIMINATION 


The statement on “The Rights and Re- 
Sponsibilities of Universities and Their 
Faculties” recently issued by the Association 
of American Universities suggests an in- 
teresting and perhaps momentous question 


which, since it is a psychological question, 
may be referred to not inappropriately in 
1 Bennett, A. E., et al. Voluntary health insur- 
ance and nervous and mental disease. J.A.M.A., 
I51: 202, Jan. 17, 1953. 
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this ‘place. «The question is: What is the 
state of mind, the, process of. logic, or the 
fundamental motivation of the individual 
who, taking his or her stand on the fifth 
amendment’ to the Constitution of the 


United States, refuses to risk “self-incrimi- ` 


nation” by stating whether he or she is or 
has been a Member of the Communist party. 
Parenthetically, the use by those questioned 
of the expression “self-incrimination” with 
reference to admission of membership in the 
Communist party is at least curious, 

We can only guess at the answer to the 
foregoing question in the parade of cases as 
they are reported day by day in the news- 
papers. The replies are as stereotyped as 
the catechism. What do they mean? 

Even with the utmost cooperation it is 
quite impossible to see into the mind of an- 
other person and discern all the elements 
that enter into a psychic process and deter- 
mine an attitude or a decision. In the cases 
we are discussing cooperation is lacking, and 
in lieu of positive data only some possibly 
relevant observations may be made or corol- 
lary questions asked. 

‘To the enquiry: Are you or have you 
been a member of the Communist party? 
the three self-evident replies are: “Yes;” 
“No:” “I refuse to answer, on the grounds, 
etc.” From the nature of the case the first 
answer is hardly to be expected since it is 
demonstrated Communist policy to tell an 
untruth when the truth might harm the 
party or the individual. For this same reason 
the second answer has no value. A com- 
munist might, however, be less likely to say 
“No” because of the risk of later indict- 
ment for perjury. He would naturally fall 
back on the third reply. It might not be un- 
fair, therefore, to assume provisionally that 
this equivocal reply is equivalent to an 
affirmative reply. 

But this may not always be a safe assump- 
tion. There is the possibility that noncom- 
munists as well as communists sometimes use 
the equivocal reply. This is the puzzling 
feature of the whole business and the central 
psychological question that suggested this 
comment. If an individual is not and has 

not been a communist why should he or she 
be unwilling to say so? Indeed, why should 
not the innocent person vigorously repudiate 
the bare suggestion of Red affiliation? 


COMMENT [A 


For an American citizen, earning his li 
ing in and enjoying the protection of f 
country, it may be assumed that he pref 
the pattern of life in America, imperfect ; 
it is, to the robotism of the Soviet Unio: 
and if he is a loyal American citizen 
should he object to declaring himself 
that effect? j 

To this psychological question there < 
doubtless various answers. One especi; 
that has frequently been resorted to deserves 

a : peat y 
scrutiny. It is urged that one’s opinions and ~ 
beliefs are his own and that he may not be 
compelled to divulge them against his will 
Such unwillingness is understandable if the 
suspect is a communist endeavoring of ck 
or under orders to preserve anonymity ; : 
less understandable if he is not. In the la 
case in whatever way the suspected pe 
may seek to justify his position or even 
explain it to himself, the suspicion aris 
that his attitude may be based on a dubious! 
appropriate sense of personal dignity that 
in its egocentricity outweighs other vastly 
larger and more serious considerations. 

The question of individual rights and 
dividual responsibilities becomes of the ut 
most importance in the case of employees 
of teaching institutions of all grades. For 
the universities the statement of the Ass 
ciation of American Universities is clez 
beyond peradventure: “Appointment tol 
university position and retention after al 
pointment require not only professional cot 
petence but involve the affirmative obli 
tion of being diligent and loyal in citizens! 
Above all, a scholar must have integrity 
independence. This renders impossible 
herence to such a regime as that of Rus 
and its satellites, No person who accepts 
advocates such principles and methods hi 
any place in a university. Since presen 
membership in the Communist party 
quires the acceptance of these princi 
and methods, such membership extinguis 
the right to a university position.” 

If this statement of principle on the p 
of the universities leads to the elimination 
persons unsuitable as teachers, it is 
calculated to have the counterbalancing 
of protecting those who are rightfully 
bers of the teaching staffs. 
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Carnecie Grants Exceep Five MIL- 


LION.—The forty-first annual report of the 
Carnegie Corporation of New York, cover- 
ing the year ending September 30, 1952, an- 
nounced grants totaling $5,021,005, Listing 
grants that total $618,325 made in the field 
of the social sciences, the foundation’s report 
points to the social aspects of mental illness 
as an area that has received “all too little” 
attention. To obtain systematic evidence to 
support the common hypothesis that “social 
and cultural factors play a significant role 
in mental illness,” the Corporation and the 
Milbank Memorial Fund are aiding a pio- 
neering investigation conducted by social 
scientists of Cornell University. 


One Hunprep AND Firty YEARS OF 
Tusercuosis.—A selected bibliography on 
Tuberculosis and Mental Illness, covering 
180 years, is now available from the Library 
Service, Special Services, Veterans Adminis- 
tration, Washington, D. C. The bibliography 
contains articles on tuberculosis case-finding 
in mental institutions, the relationship be- 
tween tuberculosis and mental illness, and the 
treatment of the tubercular mental patient. 


ADMISSIONS FoR SCHIZOPHRENIC Dis- 
ORDERS.—In the Comment in the May issue 
of this Journal, entitled “For a Generic 
Classification of Certain Psychoses,” a mis- 
statement appeared on page 870. The last 
sentence in the first full paragraph should 
read: Most cases fall near the middle, but 
the curve is skewed, because there are more 
than twice as many admissions for schizo- 
phrenic as for manic-depressive disorders. 


Juvenne DELINQUENCY, New YORK 
Crry.—Under a new plan recently adopted 
by the Children’s Court of the Domestic 
Relations Court of New York City, a unit 
of Psychiatrists, social workers, and psychol- 
Ogists will examine the child before the 
judge considers legal aspects of the case. A 


report is made by this unit to the judge and 
the probation department to,help the judge 
understand underlying psychiatric and per- 
sonality factors that may bear on the dis- 
position of the case. This is first time in 
any court in the country that such a unit 
has been eStablished. 


Tue “Macic Fium.”—Of all the magic 
gadgets in the past, including the famed 
lamp ‘of Aladdin, there is none to compare 
with blood, the “Magic Fluid.” Stone Age 
man knew about the importance of blood for 
he wrote about it with crude carvings on the 
walls in the depths of his caves. On every 
page of history there is some notation about 
blood, but progress of knowledge through 


the centuries was tragically slow. Not until 


1942 did large scale use of blood become a 
reality. Step by step through World War Il, 
blood application techniques were proven 
through thousands upon thousands of blood 
transfusions to save lives of wounded men. 
Another major advance was the discovery 
that this magic fluid contained gamma glob- 
ulin for use in fighting disease. Gamma glob- 
ulin is now being made in millions of doses 
to prevent measles, infectious hepatitis, and 
the paralytic effects of polio. Constant in- 
tensive research promises even far greater 
discoveries in the struggle against disease 
and death. The store of “Magic Fluid” needs 
replenishing. This replenishing depends on 
many individual donations. Call your local 
Red Cross or Armed Forces Blood Donor 
Center to schedule your contribution to the 
supply of the “Magic Fluid.” 


Correction.—In the June issue the name 
of Dr. Phyllis Greenacre was misspelled in 
a book review of her volume, “Trauma, 
Growth, and Personaility.” We regret this 


error. 


ANNUAL MEETING OF New York 
ALUMNI —At the annual meeting of the 
157 
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New York State Hospital’ Medical Alumni 
Association, Dr. ‘Clarence P. Oberndorf be- 
came the new president ; Dr. Richard Frank, 
vice-president; and Dr. Samuel R. Lehrman 
the new secretary-treasurer. 


Tue SOCIETY ror APPLIED ANTHROPOL- 
ocy.—The annual meeting of the Society 
was held at the University of Chicago June 
19 through June 21, 1953. Discussion cen- 
tered around the topics of social psychiatry, 
industrial relations, training in applied an- 
thropology, line and staff organization in 
industry, free enterprise in Saudi Arabia, 
and the relation of change, stress, and com- 
munity organization. 


Connecticut POSTGRADUATE SEMI- 
NAR.—The Seventh Connecticut Postgradu- 
ate Seminar in psychiatry and neurology will 


begin its courses of lectures on September 


30, 1953 and will continue through May 10, 
1954. The following courses will be offered : 
` Sessions in clinical neurology, etc., at Yale 
University School of Medicine, New Haven 
from September 3 through December ọ, 
1953; general psychiatry at Connecticut 
` State Hospital, Middletown from January 4 
through March 1, 1954; child psychiatry at 
Yale University School of Medicine from 
March 8 through April 12, 1954; and pediat- 
ric neurology from April 19 through May 
I0, 1954. 

There are no fees for these courses. 
Copies of the program may be obtained from 
the Office of the Assistant Dean for Post- 
graduate Medical Education, Yale Univer- 
sity School of Medicine, 333 Cedar Street, 
New Haven, Connecticut. 
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INSTITUTE For PusLIC HEALTH Offi 
CERS—The Illinois Association of Medical 
Health Officers and the Illinois Society for 
Mental Health conducted a 6-day institute 
for public health officers of the local, county, 
and state health departments at Allerton 
Park, Illinois, from June 21 to 27. The first 
of its kind in Illinois, the institute was 
planned to provide key physicians in the 
state and local departments of health with 
an opportunity to explore the mental health 
implications of public health programs and 
thus further improve the effectiveness of the 
servicé of the health departments in their 
communities, 


Tuurnois Psycuiatric Socrery.—Dr. Al- 
fred P. Bay of Manteno State Hospital be- 
came the new president of this society dur- 
ing its last election on May 27. The new 
vice-president is Dr. H. H. Garner of Mc- 
Henry, Ill., and the secretary-treasurer, Dr. 
Louis B. Shapiro of Chicago. Doctors Jules 
H. Masserman and Helen McLean, both of 
Chicago, were elected as councilors. 


Nationa, Counc, on Famity RELA- 
TIONS.—From August 31 through Septem- 
ber 2, the Council will hold its annual meet- 
ing at the Kellogg Center for Continuing 
Education, East Lansing, Michigan. All 
those interested in the family from a profes- 
sional point of view may attend. Informa- 
tion regarding registration, lodging, and fees 
may be obtained by contacting the Council, 
Michigan State College, East Lansing; 
Michigan. 


BOOK REVIEWS |- i l 


FUNDAMENTALS or Psycutatry. Fifth edition. By 
Edward A. Strecker, M. D. (Philadelphia, J. P. , 
Lippincott Company, 1952. Price: $4.50.) 


Addressed primarily to medical students, general 
practitioners, and auxiliary medical workers, this 
fifth edition of Dr. Strecker’s well-known Funda- 
mentals reflects increasing interest in psychoso- 
matics, Each group of psychiatric syndromes is pre- 
sented vividly and compactly. Although elementary 
for the specialist, the manual is valuable as source 
material for lectures to the public and as agvolume 
to recommend to general practitioners and students. 
The homely and workable chapter on meth of 
examination and how to formulate a case ‘ht, 
indeed, be read with profit by the specialist, too. 
useful glossary of truly operational definitions is_ 
given in an appendix. 

In the description of schizophrenia, the writing is 
superb. There is also an unusually good chapter 
on alcoholism, The other personality disorders 
are given a once-over lightly. Indeed, the author 
includes pathologic personalities in a chapter on 
“defeat reactions,” and he clings to the old term 

‘psychopathic inferiority” because he feels it is 
more expressive of the nature of psychopathy than 
the current nomenclature. A compact but (for its 
purpose) adequate review of the therapies is more 
useful for revealing the range of treatment in psy- 
chiatry than for any usable over-the-desk techniques. 
The chapter on the nurse and the psychiatric patient 
is a valuable monograph in, itself. 

A critic, presumably, must find something to 
criticize lest he lose his franchise. My" only real 
criticism is that it seems unfortunate that only 19 
pages in this 250-page volume are devoted to the 
psychoneuroses. Since the book is Oriented to the’ 
general practitioner, and since the family doctor 
will see more psychoneuroses than psychoses, this 
Proportion seems inadequate. However, the fi 
criticism of this work has been made by its reading 
public: they have called for 5 editions in 9 years. It 
is, and deservedly so, the standard in its field. 

Henry A. Davinson, M. D., 
Washington, D. C. 


SEMIOLOGIA Y PSICOPATOLOGIA DE LOS PROCESOS DE 
tA Esrera InmLecruaL. By Dr. Carlos R. 
Pereyra. (Buenos Aires: Editorial El Ateneo, 
1951.) 


+ 


The author, of the Department of Psychiatry, 
Faculty of Medicine, Buenos Aires, is already 


known in the Spanish psychiatric literature by his 
Previous significant works: Esquisofrenia: De- 
mencia precos (1943) and Parafrenias: Delirio 
crónico de ideas polimorfas (1945). 

In his present work the author treats his subjejct 
On the assumption that the anomalies of the psyche 
give us an insight into the laws governing its normal 
functioning and its disturbances must be evaluated 


with the criteria of the normal. It is erroneous to 
assume that neurotic or psychotic behavior is regu- > 
lated by extraordinary mystic forces dissimilar to 
those that energize the human spirit. On the con- 
trary, the pathological forces that disturb the per- 
sonality are a part of its structural components 
that combine with evolutional and situational factors. 
The psychiatrist with a realistic approach to the 
problem of mental illness must avoid esoteric doc- 
trines and principles that may not be proven scien- 
tifically. A mental illness is really a new adaptation 
to a subjective reality. 

The author’s continuous reference to the normal 
while discussing the various mental disturbances is 
considered by him of double advantage to both. There 
are, according to him, surprising similarities be- 
tween psychotic manifestations and the various evo- 
lutionary steps of life. 

The author also reminds us continuously that a 
man must be considered as an entity drawn toward 
goals and oriented toward a world of values. Pure 
causalism that pretends to explain everything by 


¿subconscious dynamics of instinct forces will only 


partially illuminate the significance of symptomatol- 
ogy. Men differ from animals by the fact that the 
former use artificial means to reach their remote 
ends. Even in a psychosis of organic origin, as in 
senium, manifesting itself by loss of inhibitions and 
critical judgment, accentuation of temperamental 
traits, instinctive and unsocial tendencies, together 
with progressive incapacitation, there is an effort 
for an adaptation to a sad reality, with an intellectual 
apparatus in a state of decadence. 

These ideas permeate the chapters on the dis- 
turbances of perception, attention, memory, imagina- 
tion, association of ideas, thought contents, and in- 
telligence. 

Because of the lack of an alphabetical index and of 
very meagre biographical references below the page, 
one cannot at first glance note the numerous sources 
used by the author in this admirable, clear, and well 
written introduction to psychopathology. 

mscu L. Gorvon, M. D., 
Metropolitan Hospital, 
New York City. 


INTERPERSONAL RELATIONS IN Nursinc. By Hilde- 
gard E. Peplau, R. N., B. A., M.A. (New York: 
‘Putnam's Sons, 1952. Price $5.00.) 

The author has contributed out of her deep psy- 
chiatric insights and nursing knowledge one of the 
most mature, and profound pieces of professional 
literature tha has thus far made its appearance on 
the nursing scene. This volume promises to become 
a pace-maker in helping nurses understand the sig- 

* nificance of interpersonal relations in their profes- 
sional contacts. 

Miss Peplau 
assumptions. The 
kind of a person each 


has developed this text upon 2 basic 
first assumption proposes: “The 
nurse becomes makes a sub- 


159 


160 


stantial difference in what each patient will learn as 
he is nursed throughout his experience with illness.” 
The’ second guiding assumption suggests: “Foster- 
ing personality in the direction of maturity is a 


function of nursing and nursing education; it re- education of nurse practitioners. In the words 


quires the use of principles and methods that permit 
and guide the process of grappling with eyeryday 
interpersonal problems or difficulties.” 

In developing these assumptions the author has 
leaned heavily upon the theories and philosophies of 
Dr. Harry Stack Sullivan and other members of the 
professional staff of the William Alanson White In- 
stitute of Psychiatry. Although Miss Peplau states 


in the preface that it has been her purpose to make their recognition of nursing as a “maturing | 


Dr, Sullivan’s theory of interpersonal relations avail- 
able to nurses in a simpler form, her book frequently 
deals in complex sentences, familiar words used in 
unusual context, and words unfamiliar to the nurse 
who is not psychiatrically trained. The information 


contained in this volume is vital to the professional piety AND CATHOLICISM, By Rev. James: 


growth of nurses. Somehow it must be made avail- 
able to the entire nursing profession. However, it 
would appear that many nurse practitioners would 
have been served more effectively if the author had 
employed a less academic style, 

Miss Peplau conceives nursing to be: “A signifi- 
cant, therapeutic, interpersonal process. It functions 
co-operatively with other human processes that make 
health possible for individuals in communities. In 
specific situations in which a professional health 


Each section of the text is developed into one or 
‘more chapters that are prepared with “essential 
questions” that serve to present the material from a 
problem-solving approach. There is a thoughtfully 
prepared and succinct chapter’ summary in each in- 
stance. Many carefully ch sen footnotes and a 
selected bibliography give the book added educa- 
tional significance and will encourage further ex- 
ploration of the subject matter. The phases of psy- 
chosexual development are appropriately related to 
patient behavior and needs, as well as to the feelings 
and reactions of nurses, Excellent illustrative case 
material in each chapter helps significantly in mak- 
ing the theoretical information meaningful and in 
developing the purpose of the book,»which is stated 
as follows: “This work identifies, for Hursin; 
of the concepts andyprinciples thateunderlie inter- 
personal relations and transform nursing situations 
into learning experiences. It Proposes concepts that 


functioning personality of 


to struggle toward greater maturity in her relations 
with others.” A 
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me psychopaths, premarriage counseling, sex educa 


_ may be learned and‘ become incorporated into the ‘help not only to the clergy but also to psychiatri 
every nurse who is willing + who deal with Catholic patients. 
A S 


$ 


A text such as this gives concrete évidence 
nursing is coming of age as its mature prof 
role on the health team is identified and spelled 
Such a book has significant implications for 


author: “The central task of the basic profes; 
school of nursing is viewed as the fullest 
ment of the nurse as a person who is aware « 
she functions in a situation.” 

It is expected that Interpersonal Relations 
Nursing will take its place with a few other 
contributions to nursing literature, and as nut 
practitioners become increasingly aware of thi: 


and an educative instrument” will deepen. 

Dororny Mereness, R. 

+ Boston Univi 
School of 


N, o 


VanderVeldt, O. FM., Ph. D., and Rob 

Odenwald, M.D. (New York: McGraw. 

1952. Price $6.00.) 
This book, written by a priest and by a ps 
atrist, not only deals with the attitude of the Catho! 
Church toward psychiatry and psychoanalysis 
is also written in the style of a textbook on 
atry. The authors write that Catholic clergy co 
in contact, both directly and indirectly, with tho 
who are mentally ill and that they should have 
understanding of the various classes of mental dis 
“ease and the theories attempting to explain 
Counseling procedures, as well as sympto 
hod of psychotherapy, are discussed in some 
tail. 


Catholic Church is opposed to ps; 
and to psychoanalytic procedures. The autho! 
into considerable detail, in a chapter entitled “ 
gion and Psychiatry,” showing that there is no’ 
conflict. They point out, as have others, that much 
of the misunderstanding is due to ignorance, i 
they recommend that priests learn more psychiatry i 
and that psychiatrists learn more about religion. ng 
~ One of the chapters that will be of great hel; 
psychiatrists ling with Catholic patients i 
chapter dealing’ with “scrupulosity.” Such pal 
are constantly seen by priests and* frequent € 
ferred to psychiatrists for help and this chapte! wi 

be of great aid to such psychiatrists in their attempts. f 
to understand and treat these patients. ie 
her chapters of interest to psychiatrists d 
with attitudes of the Catholic Church toward steril 
zation of mental defectives, ethical responsibility 


etc. 
In colusion, the reviewer believes that this 
is a very valuable contribution and that it can 


Franx J. Curran, M. Pa i 
Charlottesville, 
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THE GROWING SCIENCE OF MENTAL HOSPITAL 
ADMINISTRATION + pine 


CRAWFORD N. BAGANZ, M.D, ? Lyons, N. J. 
When the history of the development of $a mental hospital are not purely clinical, the 


mental hospitals throughout the world is re- 
viewed, one of the most striking features is 
the conversion of these institutions from asy- 
lums to true hospitals. Formerly, the men- 
tally ill were housed in almshouses, poor- 
houses, penal colonies, and asylums. This 
change from custody to treatment has been 
the direct result of continuous endeav@r and 
frequent strife on the part of physicians. 
There were also contributions by many 14y- 
men, outstanding among whom were the 
great humanitarians, Dorothea Dix and Clif- 
ford Beers. These and other lay leaders 
have rendered magnificent service. However, 
the basic treatment programs within mental 
hospitals, indeed the very concept of such 
institutions as hospitals, have resulted from 
the leadership and the active prosecution of 
this concept by physicians and psychiatrists. 
Mental hospitals were born of physicians and 
nurtured and developed by physicians. In 
spite of this, there is a movement at present 
to return their operation to nonmedical ad- 
ministrators, and in some instances to poli- 
ticians, i è» 

It frequently has been argued that the 
physician is not a good businessman and 
thus, by inference, is incompetent to admin- 
ister an institution that has some business 
functions inherent in its operation, Many of 
us, as medical men, have been willing, some- 
times even perversely proud, to accept this 
false assumption of business incompetence. 
Yet it is refuted every day by physicans who 
continue to prosper in private practice, to 
meet their optrating expenses, to pay their 
taxes, and to support their families. It is 
further argued that, since some functions of 
— 


, 


I 1 Read in the section on-Mental Hospitals at 
Ooth annual meeting of The American Psychiatric 
sociation, Los Angeles, Calif., May 4-8, 1953. 
This article was reviewed by the Veterans Ad- 

istration and is published with the approval of 

AR (net Medical Director. The statements and 

: ee lusions of the author are the result of his owni 

th ly and do’ not necessarily reflect the opinion of 
e Veterans Administration. wee 

Manager, VA Hospital, Lyons, N. J" 
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whole institution could be better adminis- 
tered by a nonmedically trained person and 
that the physician should confine his activi- 
ties solely to the clinical care of patients. 

I am sure all of us who serve as’ chief 
executives of mental hospitals are well aware 
that there is no function in the hospital that 
does not contribute, either directly or indi- 
réctly, to the care and treatment of patients. 
True, not all hospital employees are in direct 
therapeutic relationship with the patient ; but 
a hospital without light, heat, or laundry 
services would have a difficult time in pro- 
viding a therapeutic setting and atmosphere: 
It is difficult to operate a hospital, or a unit 
of the hospital, without adequate supplies, 
equipment, transportation facilities, budgeted 
funds, and necessary maintenance and repair. 

- Likewise, the hospital that does not practice 

odern concepts of personnel administration 

and public relations soon finds itself in an un- 
favorable position, § 

There is also that particular difficulty that 
arises between the nonmedical administrator 

ofa hospital and the members of the medical 
staff. The “Report of the Joint Commission 
on Education,” sponsored by the American 


* College of Hospital Administrators and the 


American Hospital Association, has revealed 
that the most frequent problem encountered . 
by a nonmedical adniinistrator is that of 
“working with the medical staff” (1). The 
competent psychiatrist who is an administra- 
tor encounters this "particular type of diffi- 
culty less frequently, since physicians will ac- 
cept decisions of a respected fellow practi- 
tioner far more readily than they will from 
others. It is far simpler to teach a 
physician-psychiatrist the elements of busi- 
ness administration than it is to inculcate in- 
sight and medical attitudes in a person 
trainak only in hospital administration. It 
seems seasonable to conclude, therefore, 
that the field of mental hospital administra- 
_ tion should be developed as a subspecialty of 


«psychiatry and assume its rightful position 


is a new science and a new art(2). 
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Before going further, let us define mental 
hospital administration: what it is and, per- 
haps, what it is not. Mental hospital admin- 
istration is a branch of medicine and a branch 
of psychiatry that deals with the human re- 
lationships, the human resources, the hospital 


of physicians(3). A minor item as to where 
to place a new sidewalk becomes a medical 
problem to be solved by the individual who 
knows whether the patients will use this side- 
walk in a new location, rather than by an 
engineer whose real competence is in super- 


community and its total resources in such a ® vising its construction rather than in deter- 


manner as to produce optimal results in terms 
of patient care. A mental hospital adminis- 
trator is not an “office administrator,” 
“paper pusher,” “arbitrary dictator,” “com- 
bined judge and jury,” “fiscal expert,” or a 
“record and file clerk,’ or “just a good 
businessman.” If you will accept this defini- 
tion of mental hospital administration, or ad- 
ministrative psychiatry, whichever term you 
prefer, it is at once apparent that only an in- 
dividual adequately trained in the field of 
human relations and motivations can com- 
petently direct a modern mental hospital. 
This complex hospital with its manifold dis- 
ciplines and many professions demands of 
the mental hospital administrator that he be 
not only an able and mature psychiatrist, but® 
also well trained in personnel administration, 
budget planning and control, public relations, 


maintenance and repair procedures, forensic? 


medicine, mental hospital construction, post= 
graduate psychiatric éducation, employee 
training, food service and cost, the operation 
of an outpatient department, program plan- 
ning and analysis, logistics, and methods for 
departmental audits of a mental hospital. 


mining its need(4). 

In the field of personnel management it 
would also seem obvious that the individual 
who is most cognizant of the basic human 
drives, motivations, and demands would also 
be the most effective. The famed “Haw- 
thorne Study” of Western Electric Company 
(5, 6) was one of many that showed that 
when employees have a chance to discuss 
their grievances production will rise. In this 
study, employees of the personnel division 
allowed first-line supervisors to ventilate 
their grievances with the assurance that, 
since the personnel officers were not serving 
in a sufficiently high administrative capacity, 
nothing could be done to correct the problems 
over which they felt aggrieved. They were 
simply allowed the opportunity for venti- 
lation and as a result the morale improved 
and production was increased. When the 
chief executive of a mental hospital has these 
conferences (or group therapy sessions) he 
is in a position not,only to give an opportu- 
nity for ventilation, but also to correct condi- 
tions, or explain the cause of grievances, and 


In the field of construction and alterations, “it is to be expected that even greater results 
it would seem perfectly obvious that the in- * can be obtained than under the “Hawthorne 


dividual who is most closely acquainted with 
the needs, habits, and desires of the mental 
patient should be the individual best qualified 
to do the planning for few construction or 
alterations. Too frequently mental patients 
are treated in a hospital designed by indi- 
viduals with little knowledge of the basic 
needs of patients and less familiarity with 
their daily life. Although most physicians 
have had basic courses in mechanical drafts- 
manship in their grade or high school educa- 
tion, some engineers continue to be amazed 
when they find a physician who is able to read 
a blueprint intelligently. Dr. Paul Haun has 
become a national authority on mental hos- 
pital construction, but in gaining this emi- 
nence he has had to overcome this prejudice 
concerning the basic education and capacities. 


Study” (7, 8). 

Many physicians regard budget planning 
and control as dull accounting and bookkeep- 
ing procedures. In a mental hospital with 
many intangibles, such as emergency over- 
time pay, holiday pay, lump-sum payments, 
and a varying patient load, it,soon becomes 
an interesting and vital function in which the 
administrator’s ability to predict expendi- 
tures is contested by a multitude of variables. 

cquiring ability to analyze past program 
expenditures, evaluate current trends, and 
project these into plans for future fiscal con- 
trol becomes an interesting and challenging 
game. Hundreds of people devote themselves 
‘for years to this same game in our stock 
exchanges. Thus, in the restricted sense of 
the word, budget planning and control be- 
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comes the “budget gamble” without the fear 
of loss of the taxpayers’ money. 

The trite old saying, “An army travels on 
its stomach,” is no less applicable to the 
supply function of a mental hospital. With- 
out the proper supplies, equipment, and sub- 


sistence in the right place at the right time, a 


confusion results, efficiency in terms of pa- 
tient care decreases, and employees are har- 
assed and become discouraged. The transla- 
tion of budgeted funds into usable supplies, 
within the restrictions and procedures im- 
posed by controlling authority, can also be 
regarded as a dull bore, or as another inter- 
esting challenge to the ability of the’mental 
hospital administrator. While it is true that 
this individual need not concern himself with 
the minutiae of operating procedure, yet an 
over-all knowledge of procedure, sufficient 
to identify “bottlenecks,” “traffic jams,” or 
points of inactivity, is necessary to the proper 
operation of his hospital as a unit. 

All those individuals who come in contact 
with the public are ambassadors of the hos- 
pital. Good public relations demand, first, a 
good hospital, and then a campaign to bring 
enlightened information concerning this hos- 


pital to the public. A scowling guard at the © 


gate who considers his function that of 
guarding the coal pile places the visitor to the 
hospital in a critical mood before he has seen 
anyone or visited.a patient. Improper or poor 
telephone manners also make a lasting first 


impression of the hospital that, in some cases, 


tequires considerable time on the part of 
personnel to correct. 

Volunteer workers in the hospital are val- 
uable assets in an enlightened public relations 
program. They are representatives of a wide 
geographical area, and have a true interest in 
hospital planning and handling of patients. 
They interpret the community tò the patient 
and they interpret the hospital activities to 
the community. The administrator who op- 
erates a good mental hospital and who can 
have the merit of his hospital interpreted in 
this fashion to the community he serves is 
indeed in a favored position when requesting 
funds for continued operation before legis- 
latures, ' 

Briefly, these are some of the fields in 
which the science of mental hospital admin- 
istration can grow. Additional fields for 


> 
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growth of this science, as have been men- 
tioned, are as follows: outpatient care, fo- 
rensic psychiatry, personnel training, control 
of food service and cost, program planning 
and analysis, position classification, use of 
statistics, and departmental auditing proce- 
dures. 

Thus the qualifications of a mental hospital 
administrator must be determined in terms 
of the problems and responsibilities to be 
faced. The next question arises as to the best 
method for acquiring the knowledge neces- 
sary to meet these requirements. If we can 
assume that the prospective mental hospital 
administrator is a competent psychiatrist, 
this leaves for consideration only the methods 
by which the other qualifications can be 
gained. In the past this has been done by the 
preceptor system. This training was infor- 
mal, often by example and often, unhappily 
for the patients, by “direct extension,” or “by 
the mitotic division of a portion of the pre- 
ceptor’s responsibility.” While this system 

shas produced some outstanding mental hos- 
pital administrators, it is absolutely necessary 
that, in the future, more effective and more 
formal methods for obtaining this training 
must be made available to meet the increasing 
demands for more psychiatrists qualified as 
competent mental hospital administrators. 
Strangely enough, there is no agency that 
certifies the competence of psychiatrists as 
mental hospital administrators. The only 
certifying agency for hospital administrators 
of any kind is the American College of Hos- 
pital Administrators and their requirements 
do not meet the first standard of The Ameri- 
can Psychiatric Association, which is that the 
chief executive of a mental hospital be a 
physician and psychiatrist. Recognizing this, 
the 1951 Mental Hospital Institute petitioned 
the Council of the American Psychiatric 
‘Association for the appointment of an ad hoc 
committee to study the qualifications and 
training standards of prospective mental hos- 
pital administrators. Such a committee was 
thereupon appointed by Dr. Bartemeier in 
November of 1951, and was reappointed by 
Dr. Cameron with the approval of the Coun- 
cil. This committee has submitted to mem- 
bers of The American Psychiatric Associa- 
tion who are mental hospital administrators 
a questionnaire to reflect the opinions of this 
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membership on the qualifications and train- 
ing of prospective mental hospital adminis- 
trators, From these questionnaires the fol- 
lowing information was obtained. 


Question 1—Is it essential that the mental 
hospital administrator be a psychiatrist? 
Answers: Yes, 273; No, 19. 

Question 2—Do you consider administra- 
tive experience in a prospective mental hos- 
pital administrator an essential factor? 
Answer: Yes, 269; No, 10. 

Question 3—Amount of administrative ex- 
perience felt to be desirable? The majority 
indicated that such administrative experience 
should be a minimum of 3 years’ duration. 

Question 4—This concerned itself with 
formal instruction in the many fields of hos- 
pital administration. The answers to this 
question were tabulated in 2 groups: those 
received from administrators of public hos- 
pitals and those received from administrators 
of private hospitals. 

Figure 1 shows the results from public 
hospitals. The essential fields are arranged’ 
in decreasing frequency of vote and are bud- 
get and budget control, legal aspects of psy- 
chiatry, personnel management, and com- 
munity relations, Of these essential fields, 
the black bars on the other hand show those 
fields considered to be most important. From 
the public hospitals community relations, 
personnel management, and medical care 
were the fields considered most important of 
the essential fields and should, therefore, re- 


ceive a predominant amount of formal in- 


struction. 

The results from the private hospitals re- 
veal slightly different findings and are shown 
in Fig. 2. In these hospitals business and 
finance management, legal aspects of psy- 
chiatry, budget and budget control, and ad- 
ministration of the outpatient department 
received the most votes in the essential cat- 
egory. 

The administrators of private mental hos- 
pitals consider personnel management, com- 
munity relations, and legal aspects of psychi- 
atty as the most important fields of formal 
instruction, 

Question 5—How much time should be 
spent in formal instruction? The majority 
opinion of this group was that this formal 
instruction should be of 9 months’ duration, 
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Question 6—At what time in the career of 
the prospective mental hospital administrator 
should this formal instruction be given? It 
was not felt by those who answered the ques- 
tionnaire that this was a matter of great im- 
portance. Votes were divided between “any 
time in career” in first place; and “immedi- 
ately following residency training” in second, 


The next question dealt with whether the 
American Psychiatric Association should es- 
tablish a qualifying agency, should sponsor 
a qualifying agency, or whether there should 
be no agency. Of those polled, 134 indicated 
that the American Psychiatric Association 
should establish such an agency ; 74 felt that 
the American Psychiatric Association should 
Sponsor the agency and 76 felt that no agency 
was needed. We find that 205 of the 281 
mental hospital administrators who answered 
this questionnaire feel that definite action on 
the part of The American Psychiatric Asso- 
ciation should be taken to establish or spon- 
sor a qualifying agency for prospective men- 
tal hospital administrators. 

Question 10—Hereafter should prospec- 
tive mental hospital administrators be diplo- 
mates of the American Board of Psychiatry 
and Neurology in psychiatry? This resulted 
in the closest tally of all questions in the 
survey. While the number who voted “yes” 
was approximately twice that of those who 
voted “no,” a much closer result was obtained 
than from any other question : Yes, 170; No, 
gi. 

In summarizing the results of these ques- 
tionnaires, the membership polled indicated 
the following : 


1. The mental hospital administrator of the 
future should be a psychiatrist, preferably 
certified by the American Board of psychi- 
atry. ‘ 

2. He should have 2 to 5 years’ adminis- 
trative experience, 

3- He should have the advantage of a for- 
mal course of education in administrative 
psychiatry of approximately 9 months’ du- 
ration. 

4. The most important subjects to be cov- 
ered during this course should include, but 
not be limited to, community relations, pet- 
sonnel management, and legal aspects of psy- 
chiatry. 
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Fic, 1.—Results of questionnaire regarding fields of formal instruction in hospital administration ob- 
tained from administrators of public hospitals. 
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Fic. 2—Results of questionnaire regarding fields of formal instruction in hospital administration ob- 
tained from administrators of private hospitals. 
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5. The Council of The American Psychi- 
atric Association and its Executive Commit- 
tee should take definite action toward the 


formation and operation of an agency for . 


the purpose of certifying and approving the 
qualifications of prospective mental hospital 
administrators. 


At the Council Meeting on November 1, 
1952, the ad hoc committee on qualifications 
and training standards for mental hospital 
administrators was empowered and directed 
by the Council to suggest to that body ways 
and means for (1) the establishment of min- 
imal and optimal qualifications in the fields 
of hospital administration for the chief ex- 
ecutive officer of mental hospitals, (2) the 
establishment of criteria for training pro- 
grams in this field, (3) the establishment of 
an agency to certify the competency of men- 
tal hospital administrators who are psychi- 
atrists, 

On March 15, 1953, after discussion with 
the American Board of Psychiatry and Neu- 
rology and representatives of the Medical 
Advisory Committee of the American Med- 
ical Association, it was determined that the 
most feasible method for the establishment 
of an agency to certify the competency of 
mental hospital administrators was by the 
establishment of a standing committee of 
The American Psychiatric Association. 

It was recommended that this standing 
committee consist of 9 Fellows of The Amer- 
ican Psychiatric Association, 3 of whom to 
be appointed by the President each year; and 
as the work of the committee would be con- 
tinuing, this committee should elect from 
Fellows of The American Psychiatric Asso- 
ciation, other than themselves, a president 
and a secretary. 

It was further recommended that this com- 
mittee be empowered to charge an applica- 
tion fee; to inquire into the qualifications of 
applicants ; and to issue certificates to those 
applicants who meet these qualifications. 
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Further incorporated in this recommen- 
dation were 4 classes of candidates whose 
qualifications for certification as mental hos- 
pital administrators would be divided into 4 
groups depending upon Fellowship in The 
American Psychiatric Association, current 
status as a mental hospital administrator, and 
date of graduation from recognized school of 
medicine. 

The Executive Committee, on March 15, 
1953, approved these recommendations of the 
ad hoc committee, and forwarded them to 
the Council of this organization. Currently 
under study by this committee are application 
forms, forms for certification, rules and reg- 
ulations, outline of curricula, and informa- 
tion concerning facilities for receiving neces- 
sary training in the business aspects of 
hospital administration. 

It can truly be said that since the recog- 
nition of this need at the Mental Hospital 
Institute in Louisville in 1951, much progress 
has been made toward having the growing 
science of mental hospital administration 
assume its rightful place in the field of 
American medicine. 
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Experience has shown that the better the 
educational function of the mental hospital, 
the higher are its standards of treatment and 
care and the more efficient its research pro- 
gram. 

My discussion of the topic, “Who Shall 
Be Taught ?”, will be developed around the 
various groups to be trained rather than 
around the separate hospital organizational 
units. In the brief time available little discus- 
sion of details will be possible. You are re- 
minded that, in a broad mental hospital ed- 
ucational program, organization lines are 
constantly crossed to the mutual advantage of 
the staff and the person being trained. To 
teach is to learn and through teaching each 
individual thinks more clearly and in greater 
perspective. Thus standards are raised, mo- 
rale improved, and the patient receives in- 
creasingly better attention and understanding 
by all hospital personnel and his chances for 
improvement and recovery are multiplied 
manifold. 

Already I find myself using the words 
education and training almost synonymously. 
In fact, education is the general word for 
schooling as in an institution of learning, 
while training suggests exercise or practice 
to gain skill, endurance, or facility(1). I 
think the subject matter we are discussing 
today would include both education and 
training. 

To the question, who should be taught? 
we could most easily answer with the one 
word—everyone—and not be in error. Ac- 
tually some of our hospitals today have very 
extensive educational programs while others 
have almost none. The best program would 
be one that would include organized full- 
time training programs, continuing inservice 
Programs at various staff levels, and a con- 
tinuing community program for education of 
the public. It is the responsibility of the pub- 


eee 
1 Read in the section on Mental Hospitals at the 
Tooth annual meeting of The American Psychiatric 
Association, Los Angeles, Calif., May 4-8, 1953. 
This paper and the two following constituted a 
Symposium, 


lic mental hospital to carry out these educa- 
tional and training programs with the sup- 
port of available community educational re- 
sources. 

Hall et al.(2) comments, “As a corollary 
to the concept of the worth of every per- 
sonality, there is the belief that each person 
who enters the patient’s life has either a 
helpful or a harmful effect upon him.” 

It is most important then for us to look 
carefully and scrutinizingly at each person 
who comes to the mental hospital for em- 
ployment—whether he be professional or 
nonprofessional, with much or little formal 
education, with brief or lengthy experience 
—to determine his emotional suitability. We 
have come to know that it is the emotional 
core of the person, his sensitivity in inter- 
personal contacts with the patient, that indi- 
cate the optimal potential of the projected 
training. Such a person becomes almost in- 
valuable after proper training, whatever may 
be his particular role in the total therapeutic 
program. 

For our purpose we might divide those 
who should be taught into 2 groups. The 
first group would include those individuals 
who have previously had no training in psy- 
chiatry, such as trainee-attendants and aides, 
ward clerks, recreational workers, dietary 
workers, and the various volunteer groups. 
In the second group we would place those 
who have had some basic training in psy- 
chiatry and therefore need advanced training 
and instruction. These include physicians, 
psychologists, social workers, nurses, occupa- 
tional therapists, and chaplains. 

The training of attendants and aides has 
probably received the most attention through 
the years. Without doubt some attention 
was given to the selection and training of at- 
tendants in mental hospitals during the early 
years of our American asylums. One of the 
first of the early publications was by Dr. 
Francis T. Stribling(3).? The ideas he ex- 
pressed in 1852 are still quite pertinent today, 


2 Superintendent of the Western Asylum, Staun- 
ton, Va. 


167 


168 


as you will see from a few quotations from 
this publication: 

To the attendant peculiarly belongs the duty, and 
is attached the responsibility of applying the means 
which the officers provide and direct..... He 
should neither be regarded as their [the patients’] 
master or their servant, but as their companion, 
their guide, their tender and sympathizing friend—in 
a word, the comfort of the patient and his restora- 
tion to reason and usefulness, depend especially upon 
the character and qualifications of his attendant, 
and hence how important is it, that none should be 
selected for so responsible and self-denying, at the 
same time, so noble a work, but those who may be 
qualified therefor morally, intellectually, and physi- 
cally ! 

I heartily commend Dr, Stribling’s article 
to all who are concerned with the selection 
and training of attendants. 

After Florence Nightingale founded the 
first training school for nurses at St. Thomas 
about 1860, training schools for attendants 
in mental hospitals were established here and 
there. The first such school in the United 
States was organized at the McLean Hos- 
pital by Dr. Edward Cowles in 1882(4). 
The second was at the Buffalo State Hospi- 
tal in 1884, and from his experiences there 
Dr, William D. Granger published a manual 
for attendants in insane asylums(5) that 
contains much information that is still rele- 
vant today. This movement grew rapidly and 
in some instances the length of the program 
was extended to 2 years, Some of these pro- 
grams were later developed into 3-year train- 
ing programs for nurses. In more recent 
years there has been some tendency for the 
designation, attendant, to be replaced by such 
terms as aide, psychiatric aide, psychiatric 
technician, nurse’s assistant, mental nurse, or 
ward aide. This semantic activity may be ex- 
plained by our attempt to give improved 
status to this group much in the same way 
that asylums became hospitals. 

Recently, much attention is being directed 
toward the proper training of attendants and 
psychiatric aides as evidenced by the several 
psychiatric aide program workshops spon- 
sored by the National: Association for Men- 
tal Health and The American Psychiatric As- 
sociation. Speakers who follow in this sym- 
posium will discuss the content and length 
of such training. Proper methods of selec- 
tion or screening of applicants for hospital 
work are under study at present and will not 
be discussed here, Much time, study, and ex- 


EDUCATIONAL ACTIVITIES IN MENTAL HOSPITALS 


[Sept. 
perience will be required before final tech- 


niques are developed that will permit identifi- . 


cation of applicants who are emotionally and 
intellectually equipped for the job to be done, 

As mental hospitals improved their stand- 
ards, training courses for dietary workers, 
recreation workers, ward clerks, and other 
ancillary workers, including volunteers, were 
organized and they soon proved their worth 
in efficiency, understanding of their job, and 
better care of the patient. 

In the second group, we included physi- 
cians, psychologists, social workers, nurses, 
occupational therapists, and chaplains. 

The history of early American mental hos- 
pitals indicates that the training of physicians 
in psychiatry was largely confined to a type 
of clinical apprenticeship just as was true in 
other branches of medicine. Little formal 
teaching of psychiatry was done in medical 
schools, and one learned psychiatry by read- 
ing and by contacts with physicians experi- 
enced in psychiatry. 

The experiences of World War I gave 
psychiatry an impetus not before experi- 
enced, and by 1935 there were 194 hospitals 
approved by the American Medical Associa- 
tion for residency training in psychiatry, 
with 256 residencies offered. The trend was 
also toward increasing the amount of under- 
graduate teaching in the medical schools to 
the point where psychiatry became a major 
in the curriculum. The years from 1920 to 
1940 also showed a marked trend away from 
the descriptive psychiatry of Kraepelin to the 
dynamic psychiatry of Freud and Meyer. 
World War II gave additional impetus to 
psychiatric treatment, research, and training, 
and also pointed out the great need for ex- 
pansion of facilities and professional per- 
sonnel in the various areas of preventive 
psychiatry, in outpatient clinics, in psychi- 
atric units of general hospitals, and in private 
practice. 

At the present time we have about 250 
hospitals approved for residency in psychi- 
atry, with over 1,900 residencies offered. 
Credit should be given to the American 
Medical Association and the American Board 
of Psychiatry and Neurology for their suc- 
cessful efforts to improve the training stand- 
ards as well as to stimulate young physicians, 
particularly, toward the goal of completion of 
5 years of approved training and experience 
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leading to certification as a specialist in psy- 


_ chiatry. 


However, even with the increased num- 
bers of trained psychiatrists, we have not 
been able to attract these men to our public 
mental hospital permanent staffs. To com- 
pete successfully for their services, public 
mental hospitals will need to offer more 
stimulating experiences through better treat- 
ment, improved leadership, and dynamic 
teaching and research programs. Increase 
in salaries, improved retirement benefits, 
and pleasant living quarters at reduced rates 
would also be helpful. 

Little need be said here about the well- 
known fact that there is an extreme scarcity 
of well-trained clinical psychologists. Those 
hospitals that have been fortunate enough to 
secure them have found that they perform 
most valuable functions in mental measure- 
ment and personality, illness, and prognosis 
evaluation; and under medical supervision 
some clinical psychologists can do both group 
and individual psychotherapy. The training 
of greater numbers of clinical psychologists 
is a “must” in American psychiatry. 

Since its beginning in the mental hospital, 
psychiatric social work has remained close 
to the hospital even though expanding enor- 
mously in clinic programs. Plans of the Bos- 
ton Psychopathic Hospital in 1910 appear to 
have been the first to provide for psychiatric 
Social work as an official part of hospital 
function(6). As treatment of the patient 
has improved and programs for rehabilita- 
tion and posthospital care have developed, 
the great need for additional psychiatric so- 
cial workers has been more and more ap- 
parent. They are the workers who best of all 
can help unlock the doors to acceptance by 
the community of its responsibility in the 
area of mental health resources. 

Since the days of Florence Nightingale, 
the nursing profession has developed, grown, 
and possibly shifted its emphasis from its 

Ormer major service of direct bedside care 
of the sick or wounded. As nursing has de- 
veloped in complexity and volume as re- 
quired by modern methods of treatment, the 
extent and content of training has increased 
Proportionately. These facts tend to make 

services of the psychiatric nurse more 
€xpensive and in scarce supply. In some 
areas it has been said that nurses have edu- 
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cated themselves out of the job of bedside 
nursing. I suspect this only appears to be 
true, In fact, the range and extent of service 
of the psychiatric nurse in psychiatry today 
dictates the use of auxiliary workers such 
as practical nurses, aides, ward clerks, and 
attendants who function under the direction 
and supervision of the psychiatric nurse. 
However, the nurse still remains responsible 
for the coordinated nursing service to the 
sick or injured patient. The more quickly 
such a concept is adopted in hospital psy- 
chiatry the more quickly will present insta- 
bility in ward personnel disappear. The re- 
sult, I am sure, will be better care and treat- 
ment of the patient and a happier hospital 
staff. Nothing should deter us from our pres- 
ent attempts to train more and better psy- 
chiatric nurses. 

In the area of occupational therapy much 
remains to be done to attract more therapists 
into psychiatric facilities. This type of ther- 
apy was one of the first to be introduced into 
mental hospitals. The Utica State Hospital 
and the Hartford Retreat were pioneers in 
the introduction of asylum schools for gen- 
eral educative purposes of patients in the 
hospital and of regular employment of pa- 
tients in the gardens, on the farm, in sewing 
rooms, or in hospital shops. It was said that 
this assignment should divert the patient 
from his morbid fancies, engage his attention, 
stimulate his interest, and lead him to assume 
natural and healthy methods of thought and 
occupation. Gradually occupational shops 
and recreational areas were established, and 
in addition to industrial therapy were added 
the arts and crafts as we know them today. 
We know that a dynamic program of occupa- 
tional therapy that is adapted and pointed to 
the needs of the individual patient is a valu- 
able part of modern hospital treatment. 
These workers are also in short supply and 
we are having to use less-well-trained auxil- 
iary personnel such as occupational therapy 
aides in order to keep the work going in some 
fashion. Here too, I do not think we are 
educating the registered occupational thera- 
pist out of a job. She will still continue to 
be responsible for these special services to 
the patient but she can do a better job by 
reason of her understanding of the patient’s 
illness. 

The last of the special groups we shall 
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mention are the clergymen who are trained 
in the clinical pastoral training programs. 
Most mental hospitals since their beginning 
have been served by chaplains from the 
ranks of the community. In recent years 
more and more emphasis has been given to 
the training of ministers in mental hospitals 
where they are taught to understand the 
dynamics of mental health and mental ill- 
ness, so that in their daily contacts with their 
parishioners they may be better prepared to 
guide and counsel properly, and to use their 
understanding of the individual as a whole 
person to help him fulfill his religious, moral, 
intellectual, and emotional needs. Bruder 
(7) has said that clinical pastoral training 
“helped the students see how to make avail- 
able the resources of religion, its faith and 
practice, to people in crisis situations—be- 
cause in a real sense he [the pastor] will 
have been prepared to be a physician of the 
soul.” 

Without question the mental hospital 
should act as a source of public education in 
the community. Lectures and mental health 
motion pictures given to parent-teacher as- 
sociations, service clubs, citizens’ associa- 
tions, religious groups, luncheon clubs, 
study clubs, and many others serve to edu- 
cate the local citizens in matters pertaining 
to mental health and mental illness. Semi- 
nars may be arranged for physicians, coun- 
selors, and school principals, for ministers 
and for personnel officers and managers of 
industrial organizations. In this and other 
ways the hospital serves as a fount of psy- 
chiatric information. Barton(8) has recently 
outlined in detail the many advantages to the 


hospital and to the community, resulting 
from educational services of the public psy- 
chiatric hospital. 


SUMMARY 


We have discussed the broad outlines of 
educational activities in the mental hospital 
with particular reference to who shall be 
taught. Those to be trained have been di- 
vided into 2 groups: those with no previous 
basic training in psychiatry and those who 
have completed some such training. We 
would conclude that organized staff training, 
continuous inservice training, and education 
of the public are proper responsibilities of 
the mental hospital. 
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Although the title of this paper denotes 
specifically the field of occupational therapy, 
the teaching concepts discussed are applicable 
in general to all the specialized activity thera- 
pies interchangeably labeled rehabilitative, 
adjunctive, or ancillary, which include rec- 
reation, music, industrial therapies, etc. For 
clarification let it be understood that when 
the word therapist is used herein its refer- 
ence is solely to persons engaged in these 
professions, 

It is increasingly apparent to therapists 
working in psychiatric hospitals that special- 
ized training in addition to basic professional 
education is essential; that adequate psychi- 
atric training has not been available in the 
schools and from the inhospital training pro- 
grams ; and that other hospital personnel are 
not familiar enough with the adjunctive 
therapies. Presented here are ideas evolved 
by therapists in the psychiatric field as sug- 
gestions to meet educational needs. Roughly 
there are 3 main areas where specialized 
training is indicated: communication, the 
team approach, and specific knowledge and 
training applicable only to therapists in men- 
tal hospitals, 

One of the most important problems in 
the hospital setting has been the general in- 
ability of therapists and hospital staff to com- 
municate with each other, primarily because 
of the lack of education and training enu- 
merated above. This indicates a necessity 
for more intensive teaching and training 
than is now available. For therapists and 
therapy aides additional education is essential 
in mental illness—pathology, symptomatol- 
ogy, etiology, treatment procedures, and the 
Tole of interpersonal relationships; in the 
functions of cultural patterns of living as 
applied to groups; in understanding what 
Constitutes mental health; and in the struc- 
ture and functioning of other hospital depart- 
ments such as psychology, nursing, and social 
= 
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service. For physicians and other hospital 
staff further information should be available 
in the functions and objectives of the adjunc- 
tive therapies, their relationships to each 
other, and their role in the total psychiatric 
treatment program. 

Another objective of teaching should be 
to prepare hospital personnel for compe- 
tent participation in the team approach to 
the patient. There is much talk about “being 
a member of the psychiatric team,” “using 
the team approach,” etc., but all too often 
each therapist continues to follow his par- 
ticular viewpoint without adequate knowl- 
edge or consideration of how this fits in with 
the other treatment procedures in the total 
rehabilitation program. 

As this relates to occupational and other 
therapies, it should be remembered that to 
these therapies is usually given the respon- 
sibility of providing activities when hospi- 
talization has separated the patient from nor- 
mal living routine. This responsibility re- 
quires a planned systematic program that ap- 
proximates the group relationships in the 
work and play of everyday living. Isolated, 
occasional, or haphazard assignments to these 
therapies will not meet these needs. As part 
of the team approach, these facilities must 
be utilized as a portion of the coordinated 
treatment program for the patient’s benefit 
throughout the day. 

The physician must know and assume his 
role in the total treatment program for the 
patient; this includes working with and 
guiding rehabilitation therapists. Unless he 
does this, the effectiveness of ancillary ther- 
apy is diminished, Because of the large 
number of patients, limited hospital staff, 
and other factors, these adjunctive therapies 
often provide the only treatment that reaches 
the majority of patients. Medical treatment, 
psychotherapy, etc., consume only a small 
portion of the patient's day. The adjunctive 
therapies are available to the physician as the 
most applicable and versatile tool for supple- 
menting medical treatment and providing a 
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balanced program. Psychotherapy, a very 
effective tool, may become more effective 
through the possibilities of the patient’s test- 
ing out his gains in an activity program 
under the guidance of the trained therapist. 

In interpreting the role of ancillary thera- 
pies in the treatment team, it must be empha- 
sized in teaching that the techniques of these 
therapies are best utilized for socialization, 
as guided outlets for emotional tension, for 
diagnostic aid and evaluation to medical staff, 
and for prevocational and avocational ex- 
ploration. These uses are usually presented 
rather loosely as being their basic objectives. 
However, hospital personnel in general do 
not understand the application of therapy 
techniques for these purposes and usually 
feel that their basic value is to provide busy 
work, activity per se., or diversion for the 
patient. Many therapists, particularly those 
without experience, also need inhospital 
training and guidance in order to apply their 
skills more effectively in achieving these ob- 
jectives and in assuming their roles in the 

» team. 

Thus it must be clarified in teaching that 
the specific activity in itself does not have 
the intrinsic value in the psychiatric hospital 
that it would have in hospitals treating physi- 
cal illnesses. The primary importance of ac- 
tivities with the mentally ill is to provide op- 
portunities for building socially acceptable 
behavior and improving impaired relation- 
ships. 

Important in achieving a balanced treat- 
ment program for the psychiatric patient is 
teaching hospital personnel to utilize work 
as therapy in its proper perspective. In gen- 
eral, hospital staff today view industrial 
therapy with mixed emotions. Those who 
have seen the results of such extremes as 
the use of patient work assignment solely 
for hospital production and hospital pro- 
grams rather than as part of the patient treat- 
ment plan can well understand why indus- 
trial therapy is such a controversial issue in 
mental hospitals. 

In our society the ability to be self-main- 
taining and the desire to work are considered 
as signs of mental health and a well-inte- 
grated personality. Impairment of the pa- 
tient’s ability and desire to work leads to loss 

of self-confidence, self-respect, security, and 
social status. Thus, the patient’s needs, as 
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they relate to the role of work in our social 
structure, make inhospital work an essential 
item for inclusion in his rehabilitation pro- 
gram. The most important factor for con- 
sideration is that the industrial assignment 
must be made as therapeutic as possible for 
each patient. 

Personnel should be taught to evaluate the 
emotional climate of the job situation and the 
psychological needs of the patient, and should 
be guided in correlating the two in industrial 
assignment. It is necessary that hospital 
staff develop an attitude of patient-orienta- 
tion rather than job-orientation with the job 
fitted to the patient. With this attitude and 
this method of patient assignment our goal 
of industrial therapy will be realized. In ad- 
dition, the patient whose needs are met in 
his work will be more productive than the 
one who is simply assigned to a job, and 
the hospital may receive as a by-product of 
industrial therapy some economic benefit. 

To further utilize work as therapy, hospital 
personnel should be taught to make job 
analyses of the various work activities in 
the hospital and to apply these to meet the 
needs of the patients for retraining in pre- 
viously learned skills and techniques, and for 
prevocational and vocational training. To 
expand the vocational aspects of industrial 
therapy, hospital staff should be trained to 
work with vocational rehabilitation officers 
for making proper patient referrals and for 
coordinating the patient’s inhospital training 
with that planned for him in the community 
when he leaves the hospital. 

Finally, since industrial therapy is often 
the patient’s last treatment prior to leaving 
the hospital, the staff should be trained to 
utilize the industrial therapy assignment as 
a test for the patient. Here, under super- 
vision, the patient’s growth in many areas 
can be tested, e.g., in his ability to meet job 
requirements and to accept job responsibili- 
ties, and in his ability to handle group te- 
lationships at work—all of which can be 
valuable in determining the patient’s readi- 
ness to leave the hospital. x 

Although all the foregoing discussion 1 
pertinent to therapists and aides in therapy, 
the mental hospital, particularly the large 
state hospital, by its very structure and ad- 
ministration presents problems that thera- 
pists would not usually face in other hospital 
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situations. Therefore, it is essential that the 
therapists be equipped in every way possible 
to handle these problems inherent in the men- 
tal hospital in order to obtain the maximum 
benefits from their specialized skills. 

In general, schools and hospital intern 
programs train the occupational and other 
therapists for intensive treatment with the 
individual patient or with small groups. Thus 
the therapist arriving for duty in a state hos- 


pital finds herself in a situation where pa-- 


tient overpopulation and limited staff prevent 
much intensive work with individuals. Many 
therapists become extremely dissatisfied with 
their work because of the frustrations en- 
countered. A more extensive training is in- 
dicated to acquaint the therapists with group 
therapy, its values and handicaps, to enable 
them to utilize it effectively with their spe- 
cialized techniques, 

Many of the problems of mental hospitals 
previously mentioned, such as overpopulation 
and limited personnel, plus the fact that the 
physical plant, materials, and equipment 
available for use of adjunctive therapies are 
usually far from what is to be desired, de- 
mand that therapists be extremely resource- 
ful and adaptable in order to achieve effective 
therapy programs with minimum facilities. 
It is generally agreed that each person is born 
with innate capacities and abilities and that 
most people require training for develop- 
ment. Thus it is necessary that teaching and 
training emphasize knowledge and methods 
that will aid the therapists in developing re- 
Sourcefulness, Therapists must be resource- 
ful in many areas, e.g., in adapting existent 
materials, equipment, and therapy facilities 
for multiple purposes ; in remodeling and re- 
pairing equipment ; in utilizing scrap, salvage, 
and obsolete materials for new purposes ; and 
in training volunteers and patients for leader- 
ship under supervision in order to expand 
and provide variety to activity programs. Fi- 
nally, relative to the intangible, therapists 
heed guidance in adjusting and acclimating 
themselves to the frustrations, changes, and 
Varying needs presented by psychiatric pa- 
tients and mental hospital conditions. 

_Another field in which it is felt that thera- 
pists and therapy aides have not had adequate 
background is knowledge relating to adminis- 
trative detail. Schools and, in particular, hos- 
pitals should make available more adequate 
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information and guidance pertinent to budg- 
eting, procedures for requistioning supplies 
and equipment, sources for materials, pro- 
fessional reporting, charting patients’ prog- 
ress and reactions, inservice training for 
employees and students, principles of super- 
vision, etc. 

With the field of occupational therapy in 
particular, it has become obvious that the 
teaching curricula and the student and in- 
service training programs need to be re- 
evaluated in relation to their present empha- 
sis on the role of arts and crafts media. Psy- 
chiatrists and therapists have realized that 
the occupational therapy program in many 
mental hospitals is centered almost exclu- 
sively around the use of arts and crafts, 
limiting the flexibility of treatment and ignor- 
ing many of the basic connotations implied 
by the term occupational therapy. 

It is admitted that arts and crafts have a 
definite and valuable place in the occupational 
therapy program. They are important in the 
acute stages of illnesses and for the patients 
on medical treatment in establishing contact, 
in providing opportunities for socialization, 
and in offering the patient creative outlets for 
expression, Arts and crafts are also a method 
of enriching the patient’s life through new 
avocational interests. However, the primary 
purpose of these media should be as a means 
to preparing the patient for other steps in a 
graded treatment plan leading toward an 
end—either return to the community or, for 
the long-term patient, better inhospital ad- 
justment, Thus the occupational therapy de- 
partment and the occupational therapists who 
follow only arts and crafts work have limited 
their value as members of a psychiatric treat- 
ment team. 

Occupational therapists need further 
knowledge, training, and guidance in expand- 
ing their programs to include instruction in 
practical activities and preindustrial and pre- 
vocational training programs. 

There is a large group of psychiatric pa- 
tients, both men and women, who will not 
need prevocational or preindustrial training. 
Included are the women who will return to 
being housewifes and mothers, and the men 
and women who will return to previous jobs 
and professions. Many of this group may 
have had economic problems that they were 
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poorly equipped for handling and that may 
have been contributing factors in their ill- 
nesses. Many patients in this group can bene- 
fit from acquiring practical knowledge and 
skills pertinent to their role in the family and 
the community. For these patients occupa- 
tional therapy should provide a variety of 
courses of a practical nature, e.g., for 
women: child care, household management, 
food preparation, sewing, and home decora- 
tion; for men: woodworking, painting, wall- 
papering, gardening, and upholstering. Ac- 
tivities of this nature have an excellent carry- 
over into the patients’ home life and can be 
of value both economically and in assisting 
them in reassuming their role in the family 
and the community. 

It is essential that occupational therapists 
adapt their programs to work closely with in- 
dustrial therapy and vocational rehabilitation, 
Arts and crafts techniques should be care- 
fully analyzed and used for their effective- 
ness as graded treatment leading to prein- 
dustrial training. The media should be uti- 
lized for testing manual dexterity, attention 
span, work tolerance, ability to accept and 
follow instructions, responsibility, and other 
factors. In addition the techniques should be 
used as actual pretraining in skills. Occupa- 
tional therapists must also return to main- 
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taining as an actual part of their program 
preindustrial and prevocational training 
shops. A variety of elementary skills should 
be offered so that when patients are ready for 
industrial assignment they will have some 
knowledge and simple skills related to the 
job. This will enable the industrial super- 
visor to train the patient more effectively 
and will ensure a more carefully graded 
treatment program. As part of the over-all 
program occupational therapists need guid- 
ance in making referrals to physicians and 
industrial therapists on patient progress, ap- 
titudes and interests, and readiness for in- 
dustrial assignment. . 

Unless occupational therapists and others 
realize the value of expanding occupational 
therapy facilities in mental hospitals to in- 
clude programs of this nature and work to- 
ward achieving this expansion, occupational 
therapy will become limited in its versatility 
and applicability as a treatment tool. 

In summary, while we have outlined the 
3 areas: communication, team approach, and 
specific teaching and training; in actuality, 
they are 3 interdependent aspects of a teach- 
ing goal that must be achieved in order to 
provide an occupational therapy or adjunc- 
tive therapy program designed for the psy- 
chiatric team. 


EDUCATIONAL ACTIVITIES IN MENTAL HOSPITALS 
II. How Swart rr Be TAUGHT? + 
KARL M. BOWMAN, M. D., SAN Francisco, CALIF. 


In the two previous sections of this sympo- 
sium Dr. Duval has mentioned the large num- 
ber of positions for which some type of 
training should be given in the hospital; and 
Mrs. Taggert has limited her discussion 
largely to what shall be taught to the occupa- 
tional therapist. Manifestly, there is not 
enough time to discuss how one will teach 
all the different groups mentioned by Dr. 
Duval, and so, after first discussing some 
broad principles that apply to all groups, I 
shall also discuss rather specifically how one 
will teach the occupational therapist for that 
part of his training that takes place in a 
psychiatric hospital. 

For over 30 years I have been associated 
with psychiatric hospitals that were affiliated 
with medical schools and that carried out 
training in many ancillary fields of psychi- 
atry. Hospitals have their individual person- 
alities and their individual atmospheres. This 
is true not only from the standpoint of the 
patient and his treatment, but also from the 
standpoint of training. 

This atmosphere of a teaching institution 
is one of the first intangibles that I would 
emphasize. The more and different types of 
teaching that go on in such a hospital, the 
greater the chances of each individual spe- 
cialty to offer better training. If medical 
students, nurses, social workers, psychol- 
ogists, occupational therapists, and others are 
all being trained in a particular institution, 
something comes from the association of 
these different groups. By being thrown 
together with students of other disciplines 
who are learning their specialties associated 
with the field of psychiatry, the student gets 
a much broader background for his training 
and a greater realization of the teamwork 
engaged in by all of the varied groups. The 

tscussions and interchanges of opinion with 
students from other groups are of the great- 
ést value, and in such an atmosphere we may 
— 
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say that the student often acquires a great 
deal by a process of absorption. 

It is obvious that there must be persons 
to carry out the teaching and training of the 
various groups. Without question the selec- 
tion of the personnel who do the training and 
teaching is of the greatest importance, and 
many institutions that are otherwise not out- 
standing may be among the finest for train- 
ing because of the personality and skill of the 
teachers. There is probably common agree- 
ment on what is the ideal type of teacher and 
I will not spend the rest of the time in a 
discussion of the traits one wishes in such a 
person. 

One may further say that, in training, 
example is more important than precept. If 
the important figures in the hospital exem- 
plify the higest ideals in psychiatry and the 
affiliated groups, the student will commonly 
seek to imitate the conduct he sees in these 
individuals. Osler was one of the outstand- 
ing teachers of medicine of all time. His 
humanitarian attitude, his kindness, and his 
tolerance of others were copied by a great 
number of those who trained under him—a 
good example of how the personality of the 
teacher and his behavior affect the students 
far beyond the technical teaching of his spe- 
cialty. It was Emerson who said, “What 
you are stands over you the while and thun- 
ders so that I cannot hear what you say to 
the contrary.” It is possible to give excellent 
didactic instruction to pupils about how they 
should conduct themselves and then by one’s 
own behavior and attitude undo the good 
effect of any of the formal teaching. Such 
a teacher is usually regarded by the pupils as 
a bad example and one not to be followed. 

Several ways of teaching should be listed 
and briefly discussed. There are the formal 
didactic lectures, the reading of textbooks, 
varying types of seminars and conferences, 
the observation of others carrying out special 
procedures, and, finally, the doing of things 
by the student himself. All these procedures 
are important and all should be used in a 
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training program. In general, formal didac- 
tic lectures are being used less and less in 
teaching. If there are large groups and a 
limited number of instructors the lecture 
method must be used for certain parts of the 
program, preferably for instruction in fun- 
damentals. Likewise a certain amount of 
information can quite properly and satis- 
factorily be given by formal lectures. 

At the present moment there is an amusing 
reversal in medical education, In most of the 
medical schools, students are getting fewer 
formal lectures, are watching fewer oper- 
ations, are making more examinations of pa- 
tients. On the other hand, in many of our 
hospitals interns and residents are doing less 
work with patients and are spending more 
and more time sitting around listening to 
lectures and participating in conferences and 
seminars, Where more formal lectures are 
being introduced, it is being done with a claim 
that actually better teaching and training are 
being given the student. I am not sure that 
this is always the case, and I view with a 
good deal of suspicion the present trend of 
resident training, which puts less and less 
emphasis and time on working with patients. 

The reading of textbooks and current lit- 
erature is obviously an important part in any 
training program. Time should be allowed 
to permit the student to become familiar 
with what has been and is being writ- 
ten about his specialty. It is probable that 
some degree of checking on the reading and 
the use of such a device as the journal club 
would be helpful in getting the students toglo 
more reading. One of the important points 
to keep in mind is that, when students finish 
formal training and go into the practice of 
their profession, their ability to keep abreast 
with what is being developed in their spe- 
cialty will depend to quite an extent on 
whether they have formed good habits of 
reading and keeping up with the related 
literature, 

_ Seminars, conferences; and small group 
discussions are an important part of a train- 
ing program. There has been a steady in- 
crease in their use during the past few years 
and they are replacing many of the formal 
lectures. There can be no question of the 
great value of this method of teaching. The 
only question is how much time should be de- 
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voted to them and whether at present the 
trend is to increase their use so that they oc- 
cupy a disproportionate part of the training 
program. 

The observation of others who are carry- 
ing out special procedures is indeed impor- 
tant. I know of one professor of neurology 
who does a large part of his teaching by 
having students watch him do a neurological 
examination. The professor explains the 
tests that are being done and the interpreta- 
tions that can be made from them. Although 
watching a highly qualified and skilled person 
carry out a procedure is of the greatest value, 
this has been greatly overdone in some fields 
such as surgery. It seems probable that the 
use of colored television will revive consid- 
erably the teaching of surgery by having 
students watch the skilled surgeon carry out 
an operation, especially since the field is 
greatly enlarged and easily visible to all of 
the students and the professor can explain 
each step in the operation. An additional 
valuable device is a two-way microphone so 
that students may ask questions, or the in- 
structor may question students as the oper- 
ation proceeds, 

Granting full credit to this method of 
teaching, the final stage, learning by doing, 
necessarily follows. This part of training has 
at times been emphasized to the exclusion of 
other techniques, but in general I think it has 
been underemphasized and there is need to 
point out that no one has ever learned how to 
do a thing until he has actually done it him- 
self. To be sure, some of the old apprentice 
types of learning in nursing and social work 
were largely a way of getting cheap labor. 
On the other hand, they did allow a great 
many students to develop a sense of respon- 
sibility and a skill that many would not have 
achieved under more formal and supervised 
training. The late C. Macfie Campbell used 
to emphasize that training students was like 
feeding them; that some teachers insisted on 
spoon-feeding the students while others set 
excellent food out on the table and then let 
the students help themselves. This latter 
technique was employed by “Dr. Campbell 
during the 14 years I worked with him at the 
Boston Psychopathic Hospital. Perhaps be- 
cause of this association with him I have 
myself come to emphasize learning by doing, 


“thus giving the student some degree of in- 
dependence, treating him as a grown-up and 
not as a child. 
y The apprentice type of training for nurses 
and social workers was discredited on the 
ground that the students were being ex- 
| ploited, which was to a considerable extent 
true, Nevertheless, I think that a great many 
of these nurses and social workers became 
_ extremely competent. However, exploitation 
_ of the nurses as cheap labor caused the pen- 
dulum to swing violently in the opposite di- 
rection, This was equally bad, if not worse. 
_ There developed in some places the attitude 
_ that to allow the student nurse to do anything 
" useful was exploiting her. The student nurse 
‘was accordingly given much theoretical in- 
| struction; she hung around on the fringes but 
_ was very limited in her participation, and did 
_ comparatively little learning by doing. Thus 
_ many nurses were graduated who had never 
_ really taken full responsibility for a ward of 
patients and who were not equipped to go out 
_ and actually assume the role for which they 
_ had been trained. I remember some 15 years 
ago at Bellevue I finally persuaded the nurs- 
ing staff and the teachers to allow the student 
nurse to run a number of the psychiatric 
_ wards on Saturdays. The student nurses 
_ Were all much interested in doing this, and 
_ they were able with slight supervision to do 
it in a very satisfactory manner. My argu- 
_ nent was that to graduate a nurse as trained 
= and qualified to go out and carry on nursing, 
w without ever having given her really adequate 
_ €Xperience and responsibility, was not fair to 
_ the nurse or to her prospective patients. 
© It isa difficult problem to know what is the 
_ Proper proportion of time to be given to each 
‘of the techniques I have mentioned. It will 
< Not be the same for all the groups that are to 
_ be taught the various specialties. I am sure 
that there will be a great difference of opinion 
= Concerning this point. Perhaps we cannot 
_ Say that there is one best way of teaching 
and that all other ways are inferior. In al- 
_ Most all techniques of tedching and train- 
_ ing there are both advantages and dis- 
advantages. For my part, I would be opposed 
_ toany attempt to rigidly standardize training. 
_ I believe that we need a number of training 
Centers whose techniques of training are 
_ Somewhat different. It is by such variations 
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that we learn and progress in our methods. 
Once we accept rigid standardization we be- 
come fixed and sterile and fail to progress. 

Another general principle in teaching is, I 
think, that we should individualize the type 
of training. What is good for one student 
may not be good for another. Some students 
become easily discouraged, and unless some- 
one is there to supervise and help them over 
difficulties they may fail completely. Other 
students, however, do their best work only 
when things are difficult, and when they feel 
a sense of challenge. Ideally, then, we should 
pay attention to the personalities of our 
students and adapt our teaching to them as 
individuals rather than set up a rigid pro- 
gram and insist upon conformity. 

In recent years considerable emphasis has 
been placed on orientation programs. Per- 
sons coming into a training program should 
have some orientation to the hospital setup 
and the place of their training program in the 
over-all plan of the hospital. What is ex- 
pected of them should be clearly defined. 
They should know what their rights and 
privileges are and their relationships with 
other persons. Lines of authority should be 
explained to them, There should be a spe- 
cific assignment of work. It must be made 
clear what the purpose of the hospital is— 
that it is to help patients get well. The stu- 
dent in occupational therapy may want to 
make a great artist out of the patient. This in 
itself is not harmful, but the point for the 
student to keep in mind is that his work with 
the patient is for the purpose of getting the 
patient well, not to make him an expert 
craftsman. These are some of the general 
points about the training of various groups 
in a mental hospital. 

When we come to the training of a single 
group such as occupational therapists, we 
can perhaps be more specific about the way 
in which they should be taught. A stable, 
well-organized treatment program is assumed 
as a matter of course. This involves a regular 
program of activities that contacts as many 
patients as possible and is individualized to 
meet each patient’s needs insofar as possible. 
There should be a good relationship and com- 
munication between members of the ther- 
apeutic team that will facilitate referral of 
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the patient by the physician, establishment 
and adaptation of treatment, and exchange of 
observations on the patient’s behavior. 

The occupational therapy trainee in this 
program should be allowed to carry some 
responsibility and at times even do some su- 
pervising of work in order that he may learn 
as much as possible about his role in psy- 
chiatric treatment and be able actually to 
treat patients to the best of his capacity. The 
supervision of the student should be close 
enough that the staff member is aware of 
both the strength and weaknesses of the stu- 
dent’s work, but it should not be so close as 
to discourage the student from using his own 
ingenuity and initiative. There should be 
regularly scheduled opportunities for the 
trainee to review his knowledge of psychiatry 
in terms of his current clinical experience. 
This may be done by means of classes, dis- 
cussion groups, and conferences. Some of 
these should be limited to the occupational 
therapy group, but others should be in con- 
junction with groups such as nurses’ classes, 
special lectures, and psychiatric movies. The 
student should be taught how to study and 
analyze the case material with which he is 
working. Methods for writing up and de- 
scribing the patient’s behavior are an impor- 
tant aspect of training. He should at times 
participate in the case presentations to the 
rest of the hospital staff. 
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The main emphasis of the training in the 
occupational therapy department itself is to 
teach the students: 

1. To think of their activities in terms of 
the way they may be used to help the patients, 
For instance, lathe-turning is a skill and an 
interesting activity in itself; it takes a good 
deal of work simply to teach the techniques, 
The occupational therapy student should also 
learn when this particular activity may be of 
specific value to a hostile, aggressive, par- 
anoid man. 

2. To adapt the emphasis of the particular 
activity as the patient changes. For instance, 
the confused patient may have been started 
on a simple clay project that involves rolling 
a piece of clay and pressing it into a simple 
mold. As he becomes more able to function 
he should be graduated into a project requir- 
ing more skill, for example, designing and 
building a bowl, which requires more plan- 
ning and coordination than did the earlier 
piece. 

3. To maintain the actual physical facil- 
ities of the department and to know how to 
make the fullest use of supplies and equip- 
ment available. ; 

4. To use and understand the need for 
records. 

5. To learn the importance of interpreting 
the work of the department to the rest of the 
hospital and also to the community. 


THE SELECTION OF PSYCHIATRIC PATIENTS FOR RESEARCH: 


NATHAN S. KLINE, M.D.,2 ASHTON M. TENNEY, M. S.: 
GEORGE T. NICOLAOU, M.D.,* AND 
BENJAMIN MALZBERG, Pu. D.’ 


Despite tremendous strides in the institu- 
tional care of mental patients during the past 
25 years, there has not been anything like a 
comparable advance in specific therapies or 
understanding of mental illnesses. This fail- 
ure to produce new and significant informa- 
tion about causes and cures may be due in 
part to improper classification of the patients 
being studied rather than to unsuitable testing 
techniques. There exists a considerable body 
of evidence that seems to indicate that this is 
the case: 


1. Although the most convincing “proof” 


‘that the present system is inadequate will be 


the substitution of a more productive one, 
the paucity of real progress despite promis- 
ing leads suggests that the present classifica- 
tion may be the major deterrent. 

2. Sharp disagreements as to how particu- 
lar patients are to be diagnosed as well as 
striking variations of diagnostic statistics 
from hospital to hospital indicate that the 
criteria for diagnosis are poor.’ Vague cate- 
gories would give rise to just such vague 
criteria, 

3. The theories “justifying” these cate- 
gories do not actually require that these par- 
ticular diagnostic groups, and no others, be 
used. It is a weakness of both the system of 


1 This paper was presented at the annual meeting 
of the American Association for the Advancement 
of Science, Dec. 29, 1952, at St. Louis, Mo. 

2 Director, Research Facility, Rockland State 
Hospital, Orangeburg, N. Y., and Department of 
Neurology, College of Physicians and Surgeons, 
Columbia University, New York, N. Y. 

8 Senior Research Scientist, Research Facility, 
Rockland State Hospital, Orangeburg, N. Y. 

.* Supervising Psychiatrist, Rockland State Hos- 
Pital, Orangeburg, N. Y. 

5 Director, Bureau of Statistics, Department of 
Mental Hygiene, Albany, N. Y. 
ic. In Maine only 3% of patients are diagnosed as 

involutional,” in contrast to 24% of the patients in 

New Hampshire state hospitals. Patients in Men- 
tal Institutions Federal Security Agency, Public 
Health Service, National Institute of Mental 
Health, 1949. 


classification and the theories that they are 
not more intimately related. 

4. If the assumption is made that the pres- 
ent classification is inappropriate, many puz- 
zling and apparently contradictory facts can 
be explained, such as the following: 

(a) Differences in test results by different 
investigators (or even by the same investi- 
gator on different occasions) would result 
from inadequacy of a diagnostic system since 
fundamental differences might still exist be- 
tween groups of supposedly similar patients. 
The frequent disagreements and “failure to 
confirm,” despite exact repetition of test 
techniques, suggest this to be the case. 

(b) The low level of statistical significance 
of differences between test and control groups 
suggests “impurity” of the diagnostic cate- 
gory rather than either imperfections in test- 
ing technique or the choice of tests. In those 
few instances where a currently used cate- 
gory does appear adequate (as in general 
paresis) positive findings are specific and are 
present in all cases instead of only a pro- 
vocatively small portion of the cases. 


Deliberate effort should be made to estab- 
lish and empirically justify a more adequate 
diagnostic system. This is an extensive as 
well as an expensive procedure and certainly 
does not require that all other research be 
suspended until such a system is found. It 
does, however, impose an obligation on in- 
vestigators in this field: that patients selected 
for research should neither be chosen nor de- 
scribed solely in terms of these categories. 

In the absence of certainty as to what the 
important variables are, patients should be 
described as comptofely gs possible. At pres- 
ent, only sex and age are customarily given. 
The itemization of a large nuinber of ap- 
parently nonrelevant attributes is sttongly 
discouraged by editors as well as neglected by 
the investigators themselves. It can only be 
suggested that relationships will become evi- 
dent only if sought for. If such ‘ahcillary 
data are refused publication, they can at least 
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be investigated, indication given that they 
have been obtained and notation made of 
significance (or lack of it). Data reported 
only in terms of means, modes, medians, or 
averages of patients as a diagnostic group 
will be of no further use if the particular 
diagnostic category is discarded whereas, 
also, test results should be described in rela- 
tion to individual patients as well as in rela- 
tion to diagnostic groups. 

Any attribute (described or undescribed) 
must be considered as potentially influencing 
test results unless it has been investigated and 
found to be unrelated. The greater the num- 
ber of such uncontrolled variables the more 
difficult it is to evaluate the known and the 
controllable factors, Significant relations will 
become much more evident if they are not 
diluted by extraneous influences. Thus the 
population selected for study should be as 
homogeneous as possible. When they cannot 
be reduced in number the range of response 
within the variables should be limited so far 
as possible. i 

It may be objected that the very variables 
for which one is searching may be eliminated 
if this technique is used. This is not the case. 
If important attributes are inadvertently held 
constant those that are varied may prove un- 
telated in future testing and will no longer 
need to be controlled. By systematically re- 
peating this procedure, “releasing” one vari- 
able at a time, the important ones will evi- 
dence themselves. Once a relationship has 
been demonstrated, it is necessary to test the 
validity of a conclusion for groups of patients 
with other attributes to determine its gen- 
erality. If there are additional significant re- 
lationships, these will be recognized as the 
different groups (with their different limiting 
criteria) are investigated. 

What should be the limiting criteria used 
initially to try to select a relatively “homo- 
geneous” group of patients? Despite all the 
controversies, there is agreement that, among 
mental hospital patients, some of the probably 
important variables are as follows: sex, age 
on admission, duration of hospitalization, 
present age, and continuity of hospitalization. 

By limiting the range of each of these 5 
variables, particularly if patients are selected 
from a. currently accepted diagnostic cate- 
gory, it is possible to increase greatly the ho- 
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mogeneity of a patient population. The choice 
of range to be used for each of these variables 
should be determined by the nature of the 
study to be undertaken. Later in the paper, 
reference is made to the Rockland State Hos- 
pital Research Facility (see Appendix 2) in- 
vestigation, and the reasons for particular 
range choices are given as one example of 
how such ranges can be determined, 

Once the criteria have been decided upon, 
the entire available population of patients in 
the hospital who fall within these limits 
should be determined. There is a great dan- 
ger of unconscious bias and the unknowing 
use of other criteria, if, for instance, “the first 
10 patients” who meet the qualifications are 
taken as a sample. From this group that sat- 
isfies the requirements, there are 4 means of 
selecting a sample: 


1. Randomization—by use of a table of 


random numbers or some other arbitrary’ 


method the number of patients needed for 
the sample is drawn from the population, 

2. Representativeness—by the introduc- 
tion of additional criteria (such as marital 
status, weight, blood count), a sample is se- 
lected such that these additional criteria are 
present in the sample in a known proportion 
to the total population decided upon. 

3. Predetermined criterion—if a particular 
attribute (such as blood type, or basal meta- 
bolic rate, or sibling order) is the focus of 
the study, then the sample can be selected to 
provide the widest range of this particular 
factor. 

4. Cluster analysis—a number of variables 
may be interrelated and “types” of patients 
evolved by multivariate analysis. Once such 
types or clusters have been established, 4 
sample can be chosen by random selection 
from each of the clusters separately. 


Should the selection of research popula- 
tions and samples by such a procedure prove 
of value, new limiting criteria could be added 
as they become evident, so that the problem 
of classification and investigation of mental 
diseases could be carried on simultaneously. 

The steps in giving effect to this design are 
briefly summarized as follows: 

1. Primary limiting criteria—Since 1° 
study can include every possible type of sub- 
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ject, it is important to describe the parameters 
of the group actually studied. The limits of 
the parameters as well as their choice should 
be determined by the objectives of the par- 
ticular study. In investigations of hospital 
patients with mental disease, however, there 
are certain criteria that are probably perti- 
nent in all cases. If these were universally 
observed, it would greatly simplify the re- 
duplication of patient groups. These minimal 
limiting criteria include age on admission, 
duration and continuity of hospitalization, 
sex, and present age. New criteria could be 
added as they were demonstrated as perti- 
nent. 

For a different class of patients (¢.g., clinic 
patients, untreated patients), it is obvious 
that different limiting criteria should be 
agreed upon as minimal. 

2. Primary rejecting criteria—All sub- 
jects in the available population who meet the 
primary limiting criteria are then examined 
to determine their suitability as test subjects 
in the particular study. In certain investiga- 
tions, patients who satisfactorily meet the 
limiting criteria may be unsuitable because of 
other attributes that confuse the findings. 
Unless the objectives of the study involve 
determining relationship between severe so- 
matic disease and mental illness, patients with 
such conditions as tuberculosis, cancer, or 
other serious illness, should be rejected. Even 
when the study attempts to relate a particular 
somatic condition to some aspect of mental 
illness, a rejection criterion is necessary to 
eliminate concomitant conditions that would 
also confuse results. 

3. Sample selection—As previously indi- 
cated, one of the 4 following methods should 
be used: (a) randomization, (b) represen- 
tativeness, (c) predetermined criterion, (d) 
cluster analysis. 

4. Sample rejection.—It is often impracti- 
cable to examine large numbers of patients to 
determine whether or not still other factors 
are present that also would lead to their re- 
jection from the population to be studied. For 
instance, a particular test procedure might re- 
quire a permit from the family. In addition to 
the effort involved in obtaining several hun- 
dred permits, it would be difficult to explain 
to a patient’s family why the permit was not 
used, after it was obtained. In a case of this 
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sort, it is much simpler first to select the 
sample and then reject from it those patients 
for whom the necessary permits could not be 
obtained. It is important that these individ- 
uals actually be completely rejected from the 
sample, and not be retained as a “control 
group.” If the sample is to be divided later 
into test and control groups, it is essential 
that the 2 groups actually be drawn from the 
population. Unless permits” have been ob- 
tained for both groups, the population is not 
the same. This, of course, introduces what 
may be an extraneous and nonrelevant re- 
jecting criterion, but the 4 methods of sample 
selection all implicitly assume that any sys- 
tematic bias is made explicit in either the 
limiting or the rejecting criteria. 

A patient may be rejected from the sample 
for reasons other than lack of permit, such as 
the following: 

A. Unavailability—(1) The patient may 
be on the rolls of the hospital but actually off 
the grounds on visit. (2) The patient may be 
permitted short but frequent home visits and 
so may be questionably available when certain 
of the tests are to be administered. (3) The 
patient may be too disturbed to be a fit sub- 
ject for the tests. (4) The patient may be 
known to be leaving the hospital (by transfer 
or discharge) prior to the termination of the 
experimental period. 

B. Failure of confirmation of primary 
limiting or rejecting criteria—It may de- 
velop, for instance, that physical examination 
of patients whose clinical records indicated 
no somatic illness reveals that they were ac- 
tually suffering from hitherto unsuspected 
cancer or tuberculosis. It would have been 
impracticable to include detailed physical in- 
vestigation as a primary limiting criterion 
since this might involve hundreds or thou- 
sands of hours of medical tests. The same is 
true for all the other primary limiting criteria 
and therefore individual and detailed exami- 
nation of the records and person of a patient 
initially selected may require his rejection 
from the sample. 

C. If the therapy is to be evaluated, un- 
likelihood of placement outside the hospi- 
tal-—Until more adequate methods are de- 
veloped, the best crude index of evaluating 

7 Although the problem of explaining to families 


why the permits granted by them were not used is 
not entirely eliminated, it is markedly reduced. 
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improvement remains whether or not the pa- 
tient improves sufficiently to leave the hos- 
pital on short visits, on extended visits, or to 
be discharged as no longer needing hospital 
supervision. In a number of recent studies, 
it was found extremely difficult to evaluate 
the beneficial effects of a particular therapy, 
since it was impossible to provide facilities 
whereby the patient’s extramural adjustment 
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PRIMARY LIMITING CRITERIA 


As has been stated, the primary limiting 
criteria for the type and range of subjects 
should be determined by the objectives of the 
study. The major objective of the Research 
Facility at the Rockland State Hospital is to 
develop a unioperational system for the de- 
scription of personality organization. It was 


TABLE 1 
Synopsis or PATIENT SELECTION PROCEDURE 


Suggested for Mental Hospitals 
Entire population of patients currently on 
hospital rolls 


Rockland Project 
Specifications 


Approx. 7,500 patients 


General 
Total Population 


Reduced by 
Primary Limiting Criteria I. sex I1. male 
2. age on admission 2. older than 16 
3. duration of hospitalization 3. more than 3 years 
yielding 4. present age 4. 20-35 
5. continuity of hospitalization 5. more than 3 years 
6. currently accepted diagnostic category 6. schizophrenia 
Test Population A relatively homogeneous segment of the Approx. 350 patients 


total population 
Reduced by 
Primary Rejecting Cri- 
teria 
The remaining undergo 
Sample Selection by one 
of the following proced- 
ures: 
1. randomization , 
2, representativeness 
3. predetermined criteria 
4. cluster analysis 


Somatic complications Somatic complications 


Procedures 1-4 Procedure 4 - 
(cluster analysis of 


biosocial attributes) 


Screened by 
Sample Rejection I. lack of permit I. lack of permit 
2. unavailability 2. unavailability 
3. failure of confirmation of primary limit- 3. failure of confirma- 
ah ing or primary rejecting criteria tion (see left) 
yielding 4. unlikelihood of placement (if concerned 4. not applicable 
with evaluation of therapy) 
Test Sample Test Sample Test Sample 


could be evaluated, since no one was available 
to accept the responsibility of caring for the 
patient outside the hospital. Adequate social 
service investigation of each patient is there- 
fore necessary to ensure that the family is 
not only willing but also suitable to take care 
of the patient should he improve. 

5. Sample replacement.—The original 
process of sample selection should always be 
continued beyond the actual number of cases 
desired, so that alternates are available in 
case of sample rejection. 


The Rockland State Hospital Research 
Facility has carried out this as outlined in 
Table 1. 


agreed that this study should use an homo- 
geneous group of patients as the initial group. 
The range of the primary limiting criteria 
was selected as follows to accomplish this 
end: 

Age—Since we wish to avoid the bio- 
chemical, physiological, and psychological 
disturbances of adolescence, only patients 20 
or more years of age at the time of initiation 
of the study are to be included. By setting 
the upper age limit at 35, we minimize the 
possibility of including subjects who may be 
undergoing either involutional changes of 
those due to aging. 

Sex—Other work has suggested that 
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many of the functions we wish to measure are 
cyclic or periodic in nature. Therefore, it is 
obviously simpler to study males rather than 
females since the menstrual cycle would com- 
plicate analyses of test results. In addition, 
we have found that ward management as 
well as ease of obtaining permits for research 
procedures is simpler with male patients. 

Age on Admission—When patients are 
admitted to a mental hospital at an early age, 
it may be because of unusual social circum- 
stances. Further, the type of illness from 
which these individuals suffer may be dif- 
ferent from the disease of individuals who 
are not hospitalized until they are somewhat 
older, It was therefore decided in order to 
increase the homogeneity of the population 
that individuals who were first admitted to a 
mental hospital before the age of 16 were not 
to be included. 

Duration of Iliness—After the first 3 
years of hospitalization, the probability of 
discharge reaches a stable level of about 10%. 
Therefore, it is from patients hospitalized for 
at least 3 years that subjects will be selected 
with the expectation that the research group 
will remain reasonably intact over the fairly 
extended period of time that it is anticipated 
that the study will require. Selection on this 
basis also serves to some degree to separate 
the “acute” from the “chronic” forms of 
mental illness, 

Continuity of Hospitalization—Patients 
who are not continuously in the hospital have 
been subjected to relatively uncontrolled and 
unobservable social and physical influences, 
as contrasted with continuously hospitalized 
Patients. Since homogeneity of recent en- 
Vironment is also desirable, subjects are 
chosen who have not been out of the hospital 
(or at most for a very brief period) during 
the minimal 3 years of required hospitaliza- 
tion. There is also greater expectation that 
these patients will be in continuous residence 
during the period of study. 

Diagnosis.—Schizophrenia (dementia prae- 
Cox) is the only diagnostic category that has 
a large enough population for the selection of 
an adequate sample, since the subjects must 
also meet the other primary limiting criteria. 
Further justification for use of these patients 
is that schizophrenia constitutes one of the 
Most insoluble of psychiatric problems, and 
Successful description and understanding of 
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this condition could open the way for under- 
standing of other mental diseases. 

The utilization of these primary limiting 
criteria naturally results in the selection of a 
small but relatively homogeneous segment of 
the total hospital population (approximately 
350 of the 7,500 Rockland patients). The re- 
liability of conclusions drawn about this par- 
ticular population would be increased because 
of its relative homogeneity. However, before 
generalizing about any findings, it would be 
necessary to test such conclusions as to their 
validity for other and different segments. 

It is not only possible but highly probable 
that some of the other segments would pro- 
vide different results. The range or variable 
in which this new group differs from the 
original segment would be a demonstration 
of its significance as a pertinent variable that 
would be worth further investigation. In 
those segments that yielded essentially the 
same data the differences in range or variable 
of the criteria for selection would be non- 
pertinent for those methods used to test the 
subjects and could be omitted in the selection 
of patients for future investigation of sub- 
jects for these particular test procedures. 


PRIMARY REJECTING CRITERIA 


Since it is not a primary objective of the 
present study to determine relationships be- 
tween somatic disease and mental illness, and 
since the inclusion of such subjects would 
complicate analysis of the data, patients suf- 
fering from somatic conditions that might 
distort or obscure physiological, biochemical, 
or other data have been rejected. 


SAMPLE SELECTION 


Our method for developing a uniopera- 
tional frame of reference involves multivari- 
ate (cluster) analysis both in the selection of 
patients for the sample and of the data ob- 
tained from the sample. Patients are to be 
classified according to certain biosocial cri- 
teria as listed in Appendix 1. 

On the basis of a similar type of analysis 
done on an entirely different group of pa- 
tients, there is evidence that patients with 
these attributes do fall into clusters. It is not 
likely that all the patients will possess full 
membership in a cluster nor that all the attri- 
butes will contribute to the clustering, but it is 
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expected that significant clusters will emerge. 
To insure against unconscious bias the order 
of patients within each cluster will be de- 
termined by reversing the last 3 digits of the 
case folder numbers. By applying a table of 
random numbers to patients thus ordered, a 
sample will be selected from each cluster. 
This sample will be so selected that the same 
number of individuals will represent each 
cluster (regardless of the actual population of 
the cluster). A minimum of 4 individuals 
must be selected from a cluster since this is 
the minimal number for statistical manipula- 
tion. The maximum number of individuals 
selected for each cluster will depend upon the 
total number of clusters found (up to a total 
of between 25 and 30 patients, which is the 
maximum the research ward is designed to 
handle) : i.e., 7 clusters allow a sample of 4 
patients, 6 clusters allow a sample of 5 pa- 
tients, ete. If less than 4 individuals display 
the same attribute patterning, it will be noted 
that there is evidence of a potential cluster 
but the experimental design is such that this 
cluster cannot be used in this study.’ 


SAMPLE REJECTION 


The problem of patients being unavailable 
for testing has been largely avoided by setting 
as a primary limiting criterion the require- 
ment that all subjects be continuously in the 
hospital for 3 years prior to the commence- 
ment of the experiment, so that their con- 
tinued presence is highly probable. 

Since it is not expected that any radical test 
procedures will be necessary, there should be 
relatively little difficulty in obtaining permits 
whenever needed, Patients for whom permits 
cannot be obtained will be rejected not only 
from the test sample but from the total test 
population. 

No patient should be rejected on the basis 
of past behavior. Since “disturbed” patients 
often respond to increased individual atten- 


8 In order to standardize procedures and to make 
final selection of the sociological, psychological, and 
biological methods and tests to be used, a separate 
“trial group” of patients has been chosen for pre- 
liminary investigation, These patients were se- 
lected with the same criteria as the group described 
above, except that the age range is from 36 to 40 
rather than 20 to 35. The method of sample selection 
for this “trial group” is by a predetermined cri- 
terion (morphology) rather than the cluster analysis 
of biosocial attributes. 
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tion, a patient so characterized should pe 
given an adequate trial on the research ward 
before determination on this point is made, 

The confirmation of the primary limiting 
criteria involves checking the data obtained 
from the hospital records, in respect to age 
by obtaining birth certificates. The psychi- 
atric diagnosis carried on the hospital records 
must be unanimously concurred in by 5 of 
the psychiatrists working on the research 
service. Patients will be worked up for case 
study and “staffed” before tentative admission 
to the ward, and a final diagnostic staff will 
be held after 3 months of observation. Since 
the primary rejecting criteria are physical 
conditions, complete medical examination will 
be independently made by 2 qualified physi- 
cians, using whatever laboratory tests or ob- 
servations may be indicated, before final ac- 
ceptance of the patient. 

It is important to point out that, because 
the present study is not designed to evaluate 
therapies, it is not necessary to be assured 
that residence for the patient outside the hos- 
pital will be available in the event that this 
becomes possible and desirable. 


SAMPLE REPLACEMENT 


The itemization for order of selection as 
described under “Sample Selection” was ex- 
tended to include all individuals in each 
cluster, so that the order of replacement 
(should this be necessary) has already been 
determined. 

In our case, it will also be necessary to con- 
firm the biosocial attributes of patients in the 
sample. If these prove to be inaccurate to the 
extent that the individual was incorrectly as- 
signed to a particular cluster, he must be re- 
jected from the test sample but not the test 
population, This checking requires transcripts 
of educational records, birth certificates or 
naturalization papers of parents, war service 
discharge papers, etc. 


SUMMARY 


Evidence is presented that the present psy- 
chiatric diagnostic categories are inadequate. 
By selecting homogeneous groups of patients 
for study, both reclassification and investiga- 
tion of mental disease can proceed together. 
The steps necessary to increase homogeneity 
of samples of patients are outlined and an ex- 
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ample given of the application of this method 
at the Rockland State Hospital. 


ACKNOWLEDGMENT 


Gratitude is expressed to the Wenner-Gren Foun- 
dation for Anthropological Research, for their as- 
sistance and interest in this and related work. 


APPENDIX 1 
Brosocta, History CRITERIA 


1. Nativity (country of birth and grouping by 

ethnic categories) 

2. Citizenship (native born, foreign born and 

naturalized, foreign born and not naturalized) 

3. Age or ea (below 20, 21-25, 26-30, 

31-35 
. Parental nativity, paternal (breakdown as in 1) 
. Parental citizenship, paternal (breakdown as 
in 2) 
Parental nativity, maternal (breakdown as in 1) 
Parental citizenship, maternal (breakdown as 
in 2) 

. Sex (male, female) 

. Race (Caucasian, Negro, Oriental, other) 

Religion (Roman Catholic, Greek Orthodox, 

Protestant, Jewish) 

11. Education (less than 5th grade, less than 8th 
grade, completed grammar school, some high 
school, high school graduate, some college, 
college graduate or more) 

12, Environment (urban, small town, rural) 

13. Date of present admission (month and year) 

14. Age at time of present admission (16-19, 20-23, 
24-27, 28-32) 

15. Duration of hospitalization (3-5 years, 6-9 
years, 10-18 years) 

16. War service (not a veteran, honorable dis- 
charge, medical discharge for neuropsychi- 
atric reasons, medical discharge for other 
than neuropsychiatric reasons, dishonorable 
or other discharge) 


Som NA ap 


17. Marital status (single, married, divorced, 
other) 


18. Present age (20-24, 25-29, 30-35) 


APPENDIX 2 
Rocktanp RESEARCH FACILITY 


The Rockland Research Facility is an association 
of investigators motivated by the desire to develop 
an integrated interdisciplinary framework for the 
description of personality organization by the uti- 
lization of the knowledge, interest, and skills of neu- 
ropsychiatrists, sociologists, psychologists, physiolo- 
gists, endocrinologists, biometricians, biochemists, 
geneticists, anthropologists, statisticians, nurses, at- 
tendants, and an electrical engineer and a mathe- 
matical logician. 

The group, which began to train together in Sep- 
tember 1952, expects to achieve this end by concen- 
tration of research on the same patients, who will 
be studied simultaneously and continuously by the 
various investigators over an extended period of 
time, with continuing effort to evolve empirically 
verifiable concepts that are adequate to describe in- 
dividuals per se, rather than only limited aspects of 
their behavior. 

It is our hypothesis that individuals so described 
tend to cluster into identifiable groups: that any 
particular group has characteristic parameters of 
expression, as measured by the techniques of each of 
the biosocial sciences; and that an interdisciplinary 
approach such as the present one will establish re- 
liable and valid indices for determining to which 
group any given individual belongs. 

It is our expectation that such a procedure may 
ultimately make possible prediction of individual be- 
havior under specified circumstances and that, by 
providing a method of formulating personality or- 
ganization, it would lead to an improved “explana- 
tory” system. This, in turn, should stimulate tech- 
niques of control of human behavior (including the 
prevention and treatment of mental illness). 


RECENT TRENDS IN APHASIC RESEARCH 
ESTI D. FREUD, New York, N. Y. 


Since Broca presented his first account of 
a disorder of speech that he called “aphemie” 
resulting from a profound but accurately cir- 
cumscribed lesion at the base of the third 
frontal convolution, more than 30,000 books 
and publications on the problem of aphasia 
have appeared and a lifetime of study would 
not suffice to review them all. This article 
will be confined to a very limited survey of 
contemporary literature and research on the 
subject; older works will be quoted only 
when they are the starting point of modern 
investigations. 

Three distinct approaches to the subject of 
aphasia may be noted. For purposes of classi- 
fication they may best be called the anatomic- 
physiologic, the psycho-mechanistic, and fi- 
nally the structural-linguistic approaches, 

The idea of localizing mental qualities in 
different parts of the brain and specifically 
that of speech in the frontal lobes was pro- 
pounded by Gall in Vienna at the beginning 
of the roth century. He went to Paris and 
there, in collaboration with Spurzheim, he 
launched the science of phrenology. This “sci- 
ence” soon fell into disrepute and received its 
fatal blow when Flourens proved by experi- 
ments on animals that all parts of the brain 
serve the same function and that one portion 
could substitute for another in case of injury 
or disease, 

The controversy still persists as to whether 
function is localized in specific parts of the 
cerebral hemisphere or whether the brain acts 
as a whole. However, recent investigations 
by Penfield and Rasmussen(1) seem to pre- 
sent some clarification of the problem, espe- 
cially in regard to function and restitution of 
function in the human and the animal brain, 
which show certain dissimilarities. 


THE Anatomic-Prystotocic APPROACH 


Penfield(1) in his research on stimulation 
and ablation of the cortex used methods simi- 
lar to those employed earlier by Sherrington 
(2); however, his investigations were on 


1From VA Regional Office, 


Mental Hygi 
Unit, Newark, N. J. SEN 
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human subjects while Sherrington worked on 
anthropoid apes. Other aids in his study 
available to Penfield were observations of 
epileptic patterns, electroencephalography, 
and the testimony of conscious patients dur- 
ing operation. As the chief interest in this re- 
view centers around vocalization, word ar- 
ticulation, and arrest of speech, it is obvious 
that Sherrington’s observations on apes do 
not offer important facts although he dis- 
covered a series of new data concerning the 
capacity of integration of movements and 
the ability of substituting for lost function. 
At the time of Sherrington’s research he 
and his co-workers could not explain the 
ape’s more rapid and complete recovery as 
compared to that of man after similar in- 
juries; Penfield, on the other hand, was able 
to draw certain conclusions in regard to the 
control of the synthesis of cortical motor and 
cortical sensory processes in apes and in man. 
The earliest act performed by a human in- 
fant after breathing is instituted is to cry. 
The second, a more complicated performance, 
he carries out almost at once—sucking with 
lips and tongue and swallowing in which the 
pharynx is used expertly. This observation 
leads to the conclusion that control of vocali- 
zation and control of lips, tongue, and phat- 
ynx is carried out by what may be termed in- 
born patterns of neuronal connections. Pen- 
field noted that these rather complicated 
movements are activated in the cerebral cor- 
tex and have a partially bilateral representa- 
tion in the sensorimotor strips. Electric 
stimulation of the cortex in these areas of 
either side is apt to produce these move 
ments. Penfield also found that higher up 0 
the sensorimotor strip motions of arms an 
legs may be activated. It is interesting that 
the movements of arms and legs in adults 
never become more complex than those that 
are performed by the newborn infant. 
Penfield writes : 
The adult learns dexterous movements of hands and 
feet, but the stimulating electrode applied to the cof- 
tex is unable to produce them. Similarly, the adult 
learns to speak but the stimulating electrode aP- 


plied to the cortex does not produce speech or words. 
Tt does sometimes cause cessation of speaking if aP- 
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plied to the sensorimotor zone of either side. In the 
dominant hemisphere in certain areas outside the 
sensorimotor zones, it may arrest but can never pro- 


duce speech. 


Penfield’s observations prove that in the 
fronto-parietal cortex the stimulating elec- 
trode is able to activate certain inborn func- 
tions but its only effect upon acquired func- 
tions is to paralyze them. 

In 1935, while using thyratron stimulators 
on the precentral gyrus of a conscious patient, 
Penfield (1, p. 88) found: 

.». . a well-sustained vowel cry could be produced. 
When the patient was asked to try not to make a 
noise, he did his best but the cry followed stimulation 
just the same and the patient said humorously that 
“if he could just come around to the other side of his 
head so that he could get his hands on the operator 


„he would be able to stop it.” 


This vocalization is a vowel sound, a cry with- 
out words. If allowance is made for the 
larger structure of the larynx in the adult, 
which emits deeper tones, this cry might be 
found to resemble that of the newborn infant. 
Penfield has shown that electrical stimulation 
of the Rolandic as well as the superior frontal 
area may elicit vocalization and, in addition, 
arrest of speech. 

Besides the frontal vocalization areas and 
the Rolandic area, interference with speech 
could be caused by stimulation in 3 cortical 
zones of the dominant hemisphere—the 
frontal, parietal, and temporal. 

In the frontal region stimulation brought 
about aphasic arrest so that the patient knew 
what he wanted to say but could not say it. 
This aphasic arrest could be ascertained by 
Penfield on 1 or 2 convolutions just anterior 
to the precentral gyrus and above the fissure 
of Sylvius. He is convinced that this is the 
essential part of the speech area discovered 
by Paul Broca, and bearing his name. 

Jn the parietal speech area the threshold of 
stimulation for a positive reaction was con- 
siderably higher. It made the patient refer to 
objects by a wrong name and resort to ex- 
planations and substitution for the word he 
could not pronounce. This speech arrest on 
ee 


_ 2By the dominant hemisphere the side of the brain 

i meant in which the special areas for speech are 

i cated. This is always the left hemisphere in right- 
anded individuals. Speech may, however, have its 

ese representation in either the right or the left 
lemisphere among left-handed people. 
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stimulation of the frontal or parietal area was 
characterized by temporary confusion of 
words similar to that which confronts pa- 
tients with so-called “amnestic aphasia.” 

Penfield noted a third area, located in the 
posterior temporal cortex of the dominant 
hemisphere, where aphasic speech arrest 
takes place. Research in this area is now in 
progress. 

The important findings by Penfield that 
should be kept in mind are these: (1) stimu- 
lation does not bring to mind disconnected 
words, nor does it produce acquired move- 
ments such as using the fingers to play the 
piano or the motion of the player’s foot upon 
the pedal and therefore gives no positive evi- 
dence of the nature of the acquired neurone 
connection pattern; (2) the stimulating elec- 
trode on the temporal cortex only may pre- 
sent to consciousness visual memories, audi- 
tory memories, or combined memories; (3) 
the elements of these memories may come 
from actual experience, from the individual’s 
reading or from his dreaming. 

Penfield’s experimentation revealed that, 
when each major region of the cortex dis- 
charges its function, its activity forms just 
one part of a reaction that is taking place also 
in the subcortical structure to which it is most 
closely related. Compared to the case in lower 
animals, the cortex in man is much more in- 
dispensable. The most important means of 
coordinating function of cortical areas is not 
the association mechanism within the cortex, 
as was formerly believed. Such coordination 
is provided largely by the integrating action 
of subcortical centers that appear to lie within 
the mesencephalon and the diencephalon. 

The “seat of consciousness,” if such a term 
is to be used at all, is not represented by the 
prefrontal areas as suggested by earlier au- 
thors, but it should be applied to the old 
brain. According to Penfield’s hypothesis the 
diencephalon is “that nervous center to which 
the most heterogenous impressions are 
brought.” From it issue those effector neuro- 
nal impulses that are capable of summoning a 
memory, of causing the lips to speak or the 
arm to move. 


Tue PsycHo-MEcHANISTIC APPROACH 


The first investigator to use a dynamic ap- 
proach to the problem of integration of nerv- 
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ous and cerebral functions and thus to ob- 
serve the actual behavior of the aphasic 
patient as an entity was Hughlings Jackson 
during the seventies in London. It was he 
who expressed the opinion that language 
could be divided into 2 distinct elements that 
might become separated by disease. He dif- 
ferentiated intellectual or superior language 
—the power to convey propositions—and 
emotional or inferior speech—the ability to 
express stress of feeling. 

According to Jackson, intellectual language 
suffers in all respects in aphasia, primarily in 
its most obvious manifestations such as 
words, but also in writing and sign making. 
Emotional language is preserved, manifesting 
itself in variations of voice, in smiles, and 
also in its simplest representation, gesticula- 
tion. 

Jackson was first to recognize and describe 
a disturbance of recognition or identification 
not only of objects but of concepts as well 
and called this symptom “imperception.” 
Freud (3) later coined the term “agnosia” for 
this condition, a term now universally ac- 
cepted, Influenced by Jackson and Charcot, 
Freud propounded the hypothesis that there 
actually was no such thing as a speech center 
and declared that all aphasia was conduction 
aphasia, He pointed out that a word is not 
heard, or visualized only, but is also composed 
of a kinesthetic written image, a visual image, 
a kinesthetic spoken image and a sound 
image. Some words have other images as 
well, all forming part of the word. According 
to his theory, aphasic disturbances consist not 
so much of the loss of function as of the in- 
ability to actualize or activate the function. 

The theory that stresses the importance of 
conduction and coordination of brain proc- 
esses has been very recently discussed by 
Norbert Wiener(4). In his work on “Cyber- 
netics or Control and Communication in the 
Animal and the Machine” he compares the 
human brain to a highly complicated calculat- 
ing machine. Such a machine is capable not 
only of “thinking” on the basis of previous 
information stored in its electric cells, but evi- 
‘dences many similarities to the functioning of 
the human nervous system. Wiener writes 
(p. 114): 

For effective action on the outer world it is not only 
essential that we possess good effectors but that the 


performance of these effectors be Properly moni- i 
tored back to the central nervous system and that 
the readings of the monitors be properly combined 
with information coming in from the sense organs 
to produce a properly proportioned output of the 
effectors. 


In other words, our effector organs—our 
hands, feet, and vocal apparatus—must not 
only receive directions from our central nery- 
ous system on how to act, but our sense or- | 
gans must give us information on what is 
happening in our environment in order to 
control a corresponding sensible reaction of 
our effector organs. Something quite similar 
happens in a mechanical system. Wiener de- 
scribes the functioning of a signal tower ona 
railroad as an example (p. 114) : 

The signalman controls a number of levers which 
turn the semaphore signals on or off and which regu- 
late the setting of the switches. However, he may 
not assume blindly that the signals and switches 
have responded to his orders. It may be that the 
switches have frozen fast or that the weight of a 
load of snow has bent the signal’s arms and that 
what he has supposed to be the actual state of the 
switches and signals—his effectors—does not cor- 
respond to the orders given. To avoid the danget 
inherent in this contingency, every effector, switch 
or signal is attached to a telltale back in the signal 
tower which conveys to the signalman its perform- f 
ance. In this system there is a human link in the — 
chain of transmission and return of information. ' 


Wiener calls this “the chain of feed back,” It 
is true that the signalman is not altogether a 
free agent, that his switches and signals are 
interlocked either mechanically or electrically | 
and that he is not free to choose some of the 
more disastrous combinations. n 

Wiener also describes feed-back chains in 
which the human element is completely ex- 
cluded, such as the ordinary thermostat that 
regulates the heating of a house. On the 
thermostat is a setting for the desired room 
temperature; whenever the actual tempera 
ture of the house falls below this figure, 4 
mechanism is activated that opens the dampet 
or increases the flow of fuel oil and thus 
brings the temperature up to the desired level. 
The constancy of this level depends com: i 
pletely on the design of the thermostat. 
badly constructed thermostat may bring about 
Violent oscillations of the temperature com- 
parable to the motions of a man suffering 
from cerebellar tremor. 

The human and animal nervous systems, 
which resemble to some extent an electric 
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computator system, contain neurons or nerve 
cells that act as relays. In their ordinary phys- 
iological function they are at rest or they go 
through a series of changes almost independ- 
ent of the nature and intensity of the stimu- 
lus. Thus the nerve may be regarded as a re- 
lay with essentially 2 states of activity: (1) 
firing and (2) repose. Leaving aside the neu- 
rons that receive messages from free endings, 
the end of the sense organ, each neuron has 
messages fed into it by other neurons at the 
points of contact known as synapses, It is the 
state of the incoming impulses at the various 
synapses that will determine whether the neu- 
ron will fire or not, but no important message 
is entrusted to a single neuron for transmis- 
sion, nor is any important action entrusted to 
a single neuronal mechanism, according to 
Wiener. 

This description he calls an oversimplifica- 
tion of the function, for the threshold may 
depend not only on the number of synapses 
but also on their weight, on their geometrical 
relations to one another, and on the neuron 
into which they feed. In addition there is 
convincing evidence for the existence of “in- 
hibitory synapses” that may either completely 
prevent the firing of the outgoing neuron or 
may be capable of raising its threshold to the 
level of stimulation of the ordinary synapses. 
Wiener asserts (p. 142) : 

What is pretty clear; however, is that some definite 
combinations of impulses on the incoming neurons 
having synaptic connections with a given neuron 


wt cause it to fire, while others will not cause it to 
re. 


Another vital function of the nervous sys- 
tem, the importance of which is equally true 
of the function of a computing machine, is 
that of memory—the ability to preserve the 
results of past experience for use in the fu- 
ture. There is one kind of memory that is in- 
tended to be part of the files or the permanent 
record of the machine or the brain. This 

memory” has to contribute to the elements 
of future behavior during at least a single run 
of the machine. It is this residual memory 
that characterizes one of the fundamental dif- 
ferences between the brain and the machine. 
The machine can, if necessary, be completely 
cleared, The brain never even approximately 
one its past record. This fact, in Wiener’s 
inion, is of deep significance in psycho- 
pathology and in Bee tiles hig 
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Specific brain lesions such as injuries, tu- 
mors, clots, and the like are accompanied by 
psychological symptoms and may produce a 
large part of their effects. This is accom- 
plished not so much through the destruction 
of tissue that they involve and by alteration 
of synaptic thresholds, as by the secondary 
disturbances of traffic, the overload of the re- 
maining nervous system, and the rerouting of 
messages that must follow such primary in- 
juries. Just as a telephone switching service 
involving many stages may show no obvious 
signs of failure until the traffic approaches 
the critical level, when it goes completely to 
pieces, so man, who of all animals has the 
best developed nervous system, will succumb 
to a serious catastrophe. When by some ac- 
cident or injury some of the channels carry- 
ing traffic are physically removed, the normal 
traffic allotted to these channels will not have 
enough space. Under these circumstances the 
faculties that require the longest chains of 
neurons will be affected first. Processes that 
call for symbolic formulation such as speech, 
reading, writing, and arithmetic—that is, 
faculties involving several centers—are the 
first to suffer. 


Tue Structurat-Lincuistic APPROACH 


The third approach to the problem of apha- 
sia, the structural-linguistic, has its origin in 
the research of Arnold Pick(5), who at- 
tempted to analyze the process underlying 
the “understanding of speech.” He noted the 
various interrelated factors such as (1) the 
perception of speech as different from total 
acoustic impression; (2) the recognition of 
words as phonetic units; (3) the correct 
understanding of the musical parts of speech 
and (4) the consciousness of meaning by way 
of word sequences (Satzkonstruktionen) 
through which the words are brought into 
relation and given the proper emphasis. He 
observed 3 groups of characteristic changes 
in language expression: (1) confusion of 
words, which he called paraphasia; (2) er- 
rors in grammatical forms and word order, 
which he terms paragrammatism, and (3) 
disturbed word-finding. Paraphasic distor- 
tions appear both in the structure of the 
word and in the use of words. The confusion 
of letters and their order within the word 
may be so great that the word becomes badly 
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garbled and unrecognizable. Pick called such 
gross speech disturbances jargon aphasia. He 
also observed that in word confusion the sub- 
stituted word belonged in the same general 
sphere as the correct one. The patient, for ex- 
ample, may say that the lawyer sent him to 
the hospital when he intends to say the doctor 
gave the order. The paragrammatism, on the 
other hand, is characterized by confusion in 
grammatical forms such as auxiliaries, pro- 
nouns, prepositions, and by changes in word 
order. These errors point to uncertainty in 
the grammatical and formal aspects of sen- 
tence construction. 


Since Pick’s investigations just before the . 


first world war there has been an increasing 
rapprochement between philology and psy- 
chology—between the science of language and 
what we do with language. Epistomological 
insight indicates that it is not the fact of 
higher sensitivity nor longer memory or even 
quicker association that sets man so far above 
animals. On the contrary, it is the power of 
using symbols—the power of speech—that 
makes him lord of the earth. The capacity of 
symbol using is paramount in the study of in- 
telligence and its forms of deviation. Sir 
Henry Head’s extensive study on aphasia and 
kindred disorders of speech after the first 
world war was based on this new school of 
thought. His observations on patients who 
suffered from aphasia produced by gunshot 
injuries led him to formulate the following 
conclusions ; 

An aphasic is an individual struggling to adapt 
himself to the havoc wrought in those parts of the 
dominant hemisphere which surround the Sylvian 
fissure; therefore, aphasia cannot be classified as an 
isolated affection of speaking, reading and writing 
but rather as a disturbance of symbolic formulation 
and expression of various fields of behavior. 


According to this opinion the patient has to 
regress to simpler, more primitive modes of 
behavior and thinking. Head was able to dis- 
tinguish 4 different categories of aphasia, 
which he called verbal aphasia, syntactic 
aphasia, nominal aphasia, and semantic de- 
fects in the use of language. 

The verbal defects, Head explains, are re- 
vealed by the patient’s inability to find the 
words he needs for ordinary conversation, 
which, in severest cases, may be limited to 
“yes” or “no” accompanied by a few expres- 
sions that he employs exclusively under the 


influence of emotion. This disorder is ac. 
companied by a loss of power in writing and 
a defective memory for the content of sen- 
tences read silently. 

Head’s syntactical aphasia consists essen- 
tially of defects in grammatical structure 
and rhythm. Words are poorly enunciated 
and the patient tends to talk jargon; he pro- 
duces words that do not correspond to any 
recognizable language symbols. Such patients 
are able to understand what they read to 
themselves and all can copy correctly but are 
unable to write spontaneously. 

Tnability to recall names or to grasp the 
meaning of nominal expressions presented 
either orally or in print characterizes the dis- 
turbance that Head terms nominal aphasia, 
This form consists essentially in the loss of 
power to use names correctly and to select 
words of appropriate meaning. Reading and 
writing are extremely difficult and, though the 
patient can usually count, he cannot carry out 
simple problems in arithmetic. 

Semantic defects, according to Head, pro- 
duce little or no disturbance in the mechanism 
of articulate speech but interfere seriously 
with the activities of daily life. Patients with 
this form of disorder have difficulty in col- 
lecting the objects required for setting a table, 
they have lost their sense of orientation and 
do not recognize familiar landmarks. Their 
form of aphasia is characterized by loss of the 
power to formulate general deductions from 
a connected train of thought. 

Tn one of the most recent investigations, 
the importance and usefulness of the linguis- 
tic approach to aphasia has been stressed. The 
Dutch scientist Grewel(6) follows the line 
of the recently developed linguistic school of 
structuralism originally founded by the great 
Geneva linguist DeSaussure and expounde 
psychologically by the Viennese psychologist 
Karl Buehler. 

Language in his opinion is composed of 4 
polydimensional system of signs. It possesses 
(2) a system of distinctive sound elements, 
the phonemes, (2) a system of words that are 
phonetic semantic units, (3) a system of pos- 
sibilities of word formation, (4) a system of 
possibilities of sentence construction, and (5) 
a system of accents such as pitch, strength, 
thythm, and melody. These different systems 
permit us to express ourselves linguistically 
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ina subtle and shaded manner. In an aphasic 
patient these various factors may suffer; 
sometimes all are impaired, sometimes only 
one single system. 

Grewel believes that aphasia has to be 
studied as a disturbance of the “faculté lin- 
guistique par excellence, celle d'évoquer les 
signes d'un language regulier,” as DeSaus- 
sure expresses it, which means a disturbance 
in the ability to evoke the signs of a special 
language. On the basis of these linguistic 
principles Grewel describes a series of dis- 
orders in the use of language in the aphasic 
patient. * 


First there are the vocabulary or lexical ` 


losses that correspond more or less to Head’s 
nominal aphasic disorders. The word may be 
present subconsciously but its formulation is 
impossible. Words of the same sphere may 
be forced out instead of the word searched 
for, e.g., butterfly instead of bird. 

Independent of the vocabulary-finding dis- 
turbances are those that involve the system of 
phonemes. In these disorders the patient may 
lose the ability to differentiate phonological 
oppositions such as “pull” and “bull.” R, L, 
and W have lost their value in linguistic dif- 
ferentiation. On the expressive as well as the 
receptive side the greater difficulties will arise 
when these sounds are mixed up. The confu- 
sion is due nôt to cortical hearing disorders 
as Kleist assumed, but to loss of the interpre- 
tation of meaning attributed to sound differ- 
ences, 

A quite different phenomenon occurs when 
the patient is unable to give the phonemes 
their appropriate configuration in a word—in 
other words, when he has difficulty in com- 
Posing compound words. He will say, for ex- 
ample, paterkiller instead of caterpillar. 
Grewel interprets the agrammatism and para- 
grammatism of Pick as a loss of the syntactic 
schemes governing sentence construction. 
Telegram style and jargon aphasia would be 
classified under this heading. 

Disturbances in melody, rhythm, and pitch 
are related to the disorders of gesture lan- 
guage, pantomime, and mimicry, and mani- 
fest injury in the realm of the expressive 
a An example frequently observed 
shee patient who always shakes his head 

when he really wants to nod “yes.” 

en the pantomimic movements are exag- 
gerated the regulating power of ordering and 


IQI 


inhibiting in the normal use of language has 
been lost. 

In all these phenomena, fundamental dis- 
turbances on the biological side go hand in 
hand with impairment of the choice of con- 
ventional signs and codes. Although aphasia 
cannot be explained on the basis purely of 
linguistic defects, this faulty condition can ac- 
count for many symptoms in an aphasic pa- 
tient that are not adequately understood with- 
out the aid of modern linguistics. 


DISCUSSION 


As stated in the introduction, there are 3 
different approaches to an explanation of the 
pathological phenomena of speech and lan- 
guage that bear the name of aphasia—the 
anatomic-physiological, the psycho-mecha- 
nistic and the structural-linguistic. An at- 
tempt to correlate these different approaches 
may be of value in bringing some unification 
of the problems involved. Freud’s hypothesis 
that aphasic manifestations are the conse- 
quence of disturbed conduction—the inability - 
to actuate or activate a function—is accepted 
by Wiener, who compares the human brain 
and nervous system to a highly complex cal- 
culating machine or to a telephone switch- 
board service. He is of the opinion that any 
injury that disrupts or alters the neuronal 
chains motivating complicated functions in- 
volving a long chain of neurons and several 
synaptic thresholds will result in catastrophe. 
Processes that rely on several centers, differ- 
ent motor processes, and different association 
areas such as speech, reading, writing, etc., 
will be the first to suffer. 

These deductions have been confirmed by 
Penfield’s and Rasmussen’s anatomical find- 
ings on the operating table. They were never 
able to produce speech by means of electrical 
stimulation although they could evoke primi- 
tive vocalization resembling the cry of an 
infant. They differentiated inborn and ac- 
quired connection patterns. The discoveries 
of Penfield and Rasmussen indicate that the 
association areas are not transcortical, as for- 
mer authors assumed, but that the mechanism 
responsible for coordination of the highly 
specialized centers is probably mediated by 
subcortical projection pathways. 

Their hypothesis is confirmed by previous 
observations made by Sherrington and his 
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co-workers who carried out ablations of dif- 
ferent portions of the stimulable motor cor- 
tex laterally and bilaterally in anthropoid 
apes. The animals, Sherrington observed, 
were surprised that the affected limb did not 
respond. He concluded (1, p. 18): 

The forerunning idea of action intended was still 
present and as definite and promptly active as usual. 
The surprise of the animal at this non-performance 


seemed to argue that the function of the part of the 
cortex ablated was indeed inframental. 


These facts and Lashley’s(7) studies of 
learning in rats after removal of cortical 
areas seem to indicate that in subhuman mam- 
malians the midbrain plays a more important 
role than in men in the learning of functions. 
The cortex in man evidences a greater degree 
of indispensability, and the nature of cortical 
response shows some evolutionary develop- 
ment and additional capacities. As a conse- 
quence of the extraordinary enlargement of 
the cortex in the human brain, especially in 
the parietal, temporal, and anterior frontal 
regions, it seems that more space is needed 
for those complex neuronal patterns neces- 
sary for complicated mechanical skills and in- 
tellectual functions of a new order, so that 
man’s diencephalon has essentially become a 
clearinghouse for coordination and that, in 
contrast to infrahumans, the acquisition of 
learning of such functions is exclusively 
limited to the cortex. This hypothesis may ex- 
plain why, after ablation of different portions 
of the stimulable motor cortex on one or both 
sides in anthropoid apes, the animals after an 
initial severe limb paresis recovered in each 
case, even to the extent that comparatively 
fine movements were possible again, and that 
this recovery is much greater than takes place 
in man after similar removals. 

Penfield, again, was able to carry out nu- 
merous excisions above and anterior to the 
area of frontal speech arrest without produc- 
ing aphasia. His excisions have also de- 
limited the anterior borders of the area of 
arrest of parietal speech and the area of tem- 
poral speech arrest. Since these cortical re- 
movals could be made with impunity around 
these zones of speech representation, Penfield 
suggests that the mechanism responsible for 
the coordination of these highly specialized 
centers must utilize subcortical projection 
pathways rather than transcortical association 
paths. It is this suggestion that contributes 


evidence to the previously expressed specula- 
tion. 

As already mentioned, Penfield and Ras- 
mussen have shown that stimulation and epi- 
leptic discharge in the cerebral cortex give no 
positive evidence of the nature of acquired 
neuron connection patterns with the excep- 
tion of the temporal cortex. The organization 
of the temporal cortex is evidently different 
since electrical stimulation and epileptic dis- 
charge are able to activate acquired synaptic 
patterns. In a temporal cortex the stimulat- 
ing electrode may present to consciousness 
visual memories, auditory memories, or com- 
bined memories. In some way the stimulating 
electrode is activating acquired patterns of 
neuronal connections that are involved in the 
mechanism of memory. Penfield and Rasmus- 
sen deduce from this that apparently “mem- 
ory” is stored or “filed” in the temporal cor- 
tex. It is those things and events that a man 
may remember by an effort of his memory. 
The authors observed that ablation of the 
temporal lobe must be limited to a certain 
area in order to avoid aphasia and that word 
memory patterns are, for the purpose of 
speech, apparently situated only in the cortex 
of the dominant hemisphere. Stimulation does 
not bring to mind disconnected words. 

It is Penfield and Rasmussen’s opinion that 
in the period of the learning of speech the 2 
temporal lobes are functioning in a duplicate 
manner as each new word is learned, but that 
in the coordinated flow of speech new areas 
of representation are established within the 
speech areas of the dominant cerebral hemi- 
sphere only. 

The observations of Grewel in regard to 
aphasic patients whose linguistic faculties 
have suffered may point to lesions in the tem- 
poral lobe of the dominant hemisphere in 
those areas where ablation produced aphasia. 
It is in these areas, according to Penfield and 
Rasmussen, that the temporal cortex needs 
neuronal activation by means of voluntary 
activity originating within a centrally placed 
area of gray matter, thus providing from 4 
high level of neuronal integration the original 
formation of memory patterns. The cortical 
projections serve to elaborate afferent and ef- 
ferent mechanisms, It is in these areas that 
further studies may clarify the problem and 
indicate not merely the location of the lesions 
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that produce those linguistic disturbances 
described in Grewel’s paper, but also the ex- 
act location of those lesions that caused these 
different disorders in acquired interrelated 
connections and neuronal patterns. 

According to the investigations reviewed in 
this paper, the heterogenous symptoms of 
aphasia can best be explained as disturbances 
either in an acquired function or in an ac- 
quired memory pattern or both. This loss of 
function is caused by lesions located in one or 
several parts of the cerebral cortex of the 
dominant hemisphere. Such lesions have dis- 
rupted acquired patterns of neuronal connec- 
tion or, in other words, have destroyed ac- 
quired afferent and efferent synaptic chains of 
neuronal mechanisms. 


SUMMARY AND CONCLUSIONS 


This article is confined to a limited survey 
of contemporary literature and research on 
aphasia, An attempt has been made to cor- 
relate 3 different approaches to the subject in 
order to bring some unification to the prob- 
lems involved. 

These 3 approaches investigate the patho- 
logical phenomena of speech and language, 
labelled aphasia, from the anatomic-physio- 
logical, the psycho-mechanistic, and the struc- 
tural-linguistic points of view. 

Wiener’s theory, which compares the hu- 
man brain and nervous system to a highly 
complicated calculating machine or to a tele- 
phone switchboard service, was confirmed by 
Penfield and Rasmussen’s anatomical findings 
on the operating table. Their findings refute 
the theory of previous authors that associa- 
tion areas utilize transcortical pathways. Pen- 
field suggests that the mechanism responsible 
for the coordination of the speech centers is 
more probably mediated by subcortical pro- 
Jection pathways. 


Penfield distinguishes between inborn and 
acquired connection patterns. With the ex- 
ception of the temporal cortex, Penfield and 
his co-workers could not discover any posi- 
tive evidence for acquired neuron connection 
patterns. In the temporal cortex only, electri- 
cal stimulation and epileptic discharge were 
able to bring to consciousness visual memo- 
ries, auditory memories, and combined mem- 
ories. They deduce, therefore, that “memory” 
is filed in the temporal cortex. 

The linguistic-structural point of view is 
represented by the Dutch scientist Grewel. 
His observations in regard to aphasic patients 
whose linguistic faculties have suffered seem 
to indicate the presence of lesions in the tem- 
poral lobe of the dominant hemisphere, Ac- 
cording to Penfield and Rasmussen it is there, 
as a result of a high level of neuronal integra- 
tion, that memory patterns activating speech 
are formed. 

The different phenomena of aphasic dis- 
turbances can best be explained by lesions in 
the dominant hemisphere that involve the de- 
struction or disruption of acquired patterns of 
neuronal pathways. The symptoms may evi- 
dence injuries to acquired afferent and ef- 
ferent synaptic chains of neuronal mecha- 
nisms. 
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WITCH-FEAR AMONG 


THE AIVILIK ESKIMOS: 


EDMUND S. CARPENTER, Pu. D., Toronto, CANADA 


The Aivilik Eskimos, who are a branch of 
the Iglulik, live in scattered communities 
along Roes Welcome, north of Hudson Bay. 
On Southampton Island they total about 120 
individuals, or roughly half the native popu- 
lation. The remainder belong to the Okomiut, 
Akianimiut, and Kidlinikmiut groups. 

Although the Aivilik are gradually being 
drawn into the world economy, life on 
Southampton Island is still ruled by the old 
ecological cycle. Subsistence is by the chase 
—hunters prey upon all nonhuman animals 
around them. In recent years trapping in- 
comes have been supplemented by stevedore 
work and employment on scientific expedi- 
tions. But at heart the Aivilik remain hunt- 
ers; the only labor in which they delight is 
the chase. They not only depend on game for 
most of life’s necessities, but they have the 
hunter’s outlook on the world. Although ac- 
culturation processes have by no means left 
their culture “purely” aboriginal, changes are 
often more apparent than real. The Aivilik 
of today, in spite of their dependence upon 
civilization, represent in thought and act in- 
dividuals foreign to the Western mind. 

Earlier writers on Aivilik life have stressed 
the importance of magic, recording literally 
thousands of formulas for controlling game, 
disease, weather. In these activities the 
magician did not cause things to be done ; he 
did them. Just as the hunter with his mate- 
rial implements harpooned the seal, built the 
igloo, or paddled the kayak, so the magician 
with his various formulas “drove out the 
evil spirit,” “stopped the wind,” or “took the 
bear’s spirit.” This was not influence, nor the 
force of magic; rather it was “to magic.” 
Magical action was understood as action, not 
cause. The validity of the magical spell lay 
not in results, nor in proof, but in its very 


1 Published by permission of the Secretary of the 
Arctic Institute of North America. Fieldwork, 
financed by the Arctic Institute of North America 
and the University of Toronto, was carried out be- 
tween June and November 1950 and from Novem- 
ber 195r to January 1952. A detailed report on 3 
cases of schizophrenia described here, including 
clinical analyses, is being prepared for publication 
by Prof. Morton I. Teicher of the Toronto Psychi- 
atric Hospital. 


being. It lay in its inheritance and its being 
performed by the appropriate person within 
a patterned activity. To seek validity through 
proof was foreign to Aivilik thinking. 

Today most of this is gone. By 1950 
magic was almost completely a thing of the 
past, a memory. Yet witch-fear was every- 
where. Bewitching was a constant threat. 
Every man’s hand was suspected of being 
against every nonrelative. Tension, jealousy, 
suspicion were always present. Even mat- 
riage did not necessarily guarantee suspen- 
sion of hostility, for a wife came from out- 
side the trusted circle, Indeed, she above 
all others was not to be trusted. Only within 
the extended family, the nuclear economic 
unit—and even here only with close relatives 
—could one find a haven. Witchcraft has 
replaced magic, 

Records of over 100 cases of Aivilik magic 
and witch-fear indicate that witch-hunting 
dated back no further than about 1930 when 
the Aivilik found their survival imperiled by 
tuberculosis and a declining food supply. Its 
life was brief but colorful. It developed 
gradually during the ‘thirties and ’forties 
until by 1950 it reached a point where it 
dominated the thinking and behavior of every 
native. Then suddenly many of the forces 
that brought it into existence lessened, and 
today witch-fear is definitely on the wane. - 

Witch-fear, then, was neither an aborigi- 
nal nor a “normal” phenomenon in Aivilik 
society. Fundamentally, it was a socially dis- 
integrating philosophy based on a belief in 
the potential malevolence of other people and 
reflecting great insecurity in interpersonal re- 
lations. This insecurity appeared to derive 
not from traumatic situations of early child- 
hood, retained throughout life, but from con- 
temporary situations that frustrated the Aivi- 
liks’ feeling of safety in their environment. 

The Aivilik had sound reasons for feeling 
insecure. Deadly diseases had increased tre- 
mendously following white contact. Game 
herds had been decimated. Hostile Eskimo 
groups lived in close proximity on South- 
ampton Island where they competed for 
women and an ever-decreasing food supply: 
The economy was based in part on the un- 
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certain fox trade. There was a general loss 
of traditional values, of methods of meeting 
crisis situations, and of fear-reducing mecha- 
nisms. As the aboriginal religion changed, it 
became increasingly difficult to blame mis- 
fortunes or antisocial behavior on either 
angry deities or malevolent ghosts; instead 
most were blamed on human agents. Where 
once misfortune was a community problem, 
now it became a personal one. Instead of 
community cooperation to appease a deity or 
drive out a ghost, now there was interper- 
sonal strife. This was no joking matter in a 
society where large families spent the long 
arctic winter face-to-face in small igloos and 
where some women literally did not leave 
these igloos for months on end. And finally, 
a general loss of faith in the effectiveness of 
the magician’s tools led to their discard. Yet 
belief in psychic powers persisted and took 
the form of witchcraft. 

For Aivilik witchcraft was a psychic art. 
Practitioners performed no rites, uttered no 
spells, possessed no medicines, They could 
injure others in virtue of some inherent 
quality that had no external symptoms. Aivi- 
lik did not profess to understand the mechan- 
ics of witchcraft. At times a witch was actu- 
ally unknowing. A malicious thought, by no 
means rare among these people, apparently 
sufficed. That it could kill and injure was 
obvious. Beyond this they did not inquire. 

Belief in witchcraft did not in any way 
contradict empirical knowledge of cause and 
effect. On the contrary, natural and mystical 
causation supplemented one another, the 
former explaining how, the latter why. Most 
misfortunes had their natural cause; to 
witchcraft was attributed the role usually as- 
Signed to fate, coincidence, or accident in our 
Society, i. e., selecting the sufferer, the occa- 
Sion, and the means. In short, witchcraft 
explained the particular conditions in a chain 
of causation that related an individual to a 
natural happening in such a way that he sus- 
tained injury. 

Thus all Aivilik willingly conceded that 
the cause of disease was bacteria, insofar as 
they understood such modern concepts. What 
concerned them, however, was why a par- 
ticular person should be singled out for ill- 
i Tf someone were not bewitching him, 

Ow else could one account for this selection? 

teria caused the disease, true. But every 


Aivilik was exposed to the same bacteria, and 
yet not everyone became ill. Why? Because 
no witch brought them into relation with 
germs in such a way that they suffered. 


Let me give another illustration. On two occa- 
sions Towtoongi was shot while hunting. There 
was nothing remarkable in this. Most Aivilik 
owned rusty rifles and faulty ammunition, neither 
of which was used with caution. On hunts, boats 
were generally overcrowded. Yet little care was 
exercised, and it sometimes happened that a hunter 
was standing in the line of fire at the time of an 
accidental discharge or careless shot. That a rifle 
should go off accidentally was easily intelligible to 
the Aivilik. They knew that this was caused by 
a worn sear, and they repaired it. That a careless 
hunter should stand in front of a muzzle was also 
understandable. He was probably excited and 
moved forward to obtain a better shot. But why, 
the Aivilik asked, should these two events have oc- 
curred at precisely the same moment in time and 
space? Witchcraft, of course. 

It was by no means illogical for them to con- 
clude, in this instance, that Ookpuktowk, recog- 
nized enemy of Towtoongi’s father, was the agent 
responsible for these 2 woundings, although in 
neither case had he actually fired a weapon. (The 
charge went undenied.) Nor did this exclude a rec- 
ognition of natural causation. It was merely a logi- 
cal interpretation of the whole problem in terms of 
Aivilik culture. 

To our mind the only relationship between these 
2 independently caused facts was their coincidence 
in time and space. We offer no explanation of why 
2 chains of causation intersect at a certain time and 
a certain place, for, unless we accept witchcraft or 
hold that the cosmos is controlled by an omnip- 
otent power, we recognize no interdependence be- 
tween them, 

Aivilik philosophy supplied the missing link. It 
explained what we do not. The world known to the 
senses was as real to them as it is to us. They were 
well aware of the immediate, natural causes of 
Towtoongi’s wounds. But they recognized plurality 
of causes, and they selected for emphasis that cause 
that to them was the socially relevant one. Thus it 
was not simply that the flesh had been torn, but 
that a hunter—a food-provider—had been disabled. 
It was also the attempted murder of a member of a 
family and a community. Of the 2 causes of in- 
jury, natural and mystical, the latter alone had 
social significance. 

Proof of witchcraft was twofold: the oc- 
currence of misfortune, particularly disease 
and death, and confessions. Since witchcraft 
caused death, therefore death was evidence 
of witchcraft. A confession confirmed the 
fact; counterwitchcraft avenged it. 

This doctrine of witchcraft was not used 
to explain every failure or tragedy. It often 
happened that the social situation demanded 
a common-sense, and not a mystical, judg- 
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ment of cause. Thus if a man lied, or stole 
from another man’s traps, he could not elude 
punishment by saying he was bewitched. 
Here witchcraft was quite irrelevant; for it 
was not necessary to seek a witch when a 
man stole—the culprit was already known 
and had to be stopped. 
. But generally all sickness, particularly the 
fatal case, was explained in terms of human 
agents. For death from disease, heart at- 
tack, or stroke was much more difficult to 
understand than somebody’s dying because 
he was mauled by a bear or murdered by 
someone who hated him. Natural death was 
far less understandable than unnatural death. 
The following example is a case in point: 
Kainuk and Mikkoshark remained married for 
years, although the union proved singularly un- 
pleasant. In the end he bewitched her, causing her 
death in 1951, But before she died, Mikkoshark 
realized what Kainuk had done and publicly stated 
that, though she could not kill him in her lifetime, 
her ghost would take him after her death. 
Following his wife’s death, Kainuk’s behavior be- 
came so unbalanced that there was talk of doing 
away with him. He became convinced that the 
goddess Sumna was irrevocably determined to be- 
tray him at every turn in his life and to torture him 
eternally in the next. He was visited by apocalyptic 
visions; mind-freezing apparitions of his wife 
shrieked in his ears. On several occasions, mistak- 
ing a daughter for his wife’s ghost, he attacked her 
with rocks and edged weapons. Everyone expected 
his wife’s spirit to take him quickly, but then he 
seemed to recover and for the better part of one 
day was calm and restful. The next morning he 


did not awaken from his sleep, and all knew that 
his wife at last had won. 


In cases like this, where no natural cause 
of misfortune was known or suspected, mys- 
tical causation stood alone. This was par- 
ticularly true in fields like mental illness 
where the natives were, by our standards, 
quite ignorant, It would appear that, before 
the Aivilik assimilated many European ex- 
planations of natural crises such as sickness, 
they had but a single interpretation for a 
given phenomenon. But as they learned the 
white man’s explanation of disease, they ac- 
cepted this new knowledge and made it com- 
plementary to the older belief. Natural and 
mystical causation thus came to exist side by 
side, offering a dual, though not conflicting, 
interpretation. Whether this duality existed 
in aboriginal belief or not is difficult to say, 
but all eviderice points to the contrary, and 
it is probably safe to regard this as an ac- 
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culturation phenomenon. Today in those 
fields where the whites do not, or cannot, 
offer the Aivilik a natural explanation, only 
one interpretation is made. We might call it 
a mystical interpretation, but to the Aivilik 
it is merely the interpretation. Let me give 
a striking example of this: 


A young Okomiut woman named Shenarkiyark 
had long suffered at the hands of a cruel father, 
This was exceptional for generally children were 
treated with kindness and respect. But among other 
things he beat her and abandoned her without pro- 
visions for over a week at a time. She developed 
the habit of stealing from neighbors. These thefts 
were widely known but overlooked. However, on 
one occasion, in the winter of 1042, fearing her 
father’s anger, she stole a fox from an Aivilik 
hunter, Ookpuktowk, to replace one destroyed by 
dogs. This theft was regarded as serious, but at the 
time Shenarkiyark was not suspected. 

That spring she married and the next year gaye 
birth to a daughter. She had always been con- 
sidered rather simple, but it was only just before 
the birth of the child that her behavior occasioned 
any comments. After the delivery she became quite 
unstable. She kept rubbing her stomach and com- 
plaining that there was something within her. 
Others felt of her abdomen and agreed. One old 
woman commented that she must have committed 
some crime to which she had not as yet confessed, 

A few days later Shenarkiyark admitted to the 
theft of the fox, and the artifact in her abdomen 
was immediately identified as the stolen animal. 
Once during the middle of the night she declared 
that she heard a fox barking outside and asserted 
that it had gone beneath the igloo and was at that 
moment approaching her from the direction of the 
entrance. Her husband searched outside but found 
nothing. 

Shenarkiyark continued to insist that the fox was 
within her, and once, baring one of her feet, said, 
“Look! My foot is like a fox’s!” And, according 
to witnesses, it was. She said she had conceived 
orally and at one point tried to deliver the fox in 
this manner. She reached down her throat to grab 
it and, grasping several whiskers, tried to hold the 
fox by pinning these against her inner cheek. But 
she succeeded only in tearing a corner of her mouth, 
Later she screamed that the fox was coming out 0 
her vagina, and on another occasion pointed to a 
great penis coming up through the igloo ae 
One old woman, who had long suspected her ©! 
incest and mechanical eroticism, was inclined to a$- 
sociate the penis with these activities. 

Finally when her daughter was taken from het, 
she went completely mad. She was unable to café 
for herself, constantly hummed tunes, imitat : 
others, barked like a fox until she was hoarse, an 
had to be forcibly restrained from biting people. 
A coffin-like box with bars across the top was con” 
structed, and she was imprisoned within it. There 
she remained for months. ea nid 

Up to this point she had been treated with kind- 
ness and concern. But gradually the natives became 
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terrified, and limitations to this kindness were set. 
Finally, when the natives felt their lives endangered, 
they prepared to take the matter into their own 
hands, However, at this point Shenarkiyark was 
evacuated by the Royal Canadian Mounted Police 
to Brandon Mental Hospital where her case was 
diagnosed as schizophrenia, catatonic type. 

In 1951 Ookpuktowk, owner of the fox, was 
asked why all this had happened to Shenarkiyark. 
His reply was brief. He said, “Akumnit anawaka- 
teelaogoma (paternal uncle mine—clothes-sharer 
was with me).” What he meant was that his late 
uncle, a renowned hunter, was his anawakatee, that 
is, had given him at birth an old piece of clothing. 
This gift established the uncle as Ookpuktowk’s 
guardian and guaranteed that the uncle’s spirit 
would always look after the younger man. In this 
particluar case, even though restitution was made 
by the girl’s father, it was quite impossible for 
Ookpuktowk to call off the evil powers afflicting 
her, for the owners were not his, but his uncle’s. 
And even if he had been so inclined, he would not 
have dared rebuke his guardian. To do so would 
have offended the spirit-ghost of his uncle, who 
might then have withdrawn his support or even 
turned against his ward. All were agreed that an 
earlier confession by Shenarkiyark might have 
averted this tragedy. 


At times it was held that sins had been in- 
herited, an aboriginalbelief given added sup- 
port by the biblical threat about visiting the 
iniquity of the fathers upon the children unto 
the third and fourth generations. Even here, 
ho matter how far removed, there was always 
the implication that, at some time and place, 
a wrong was committed. In the past, the in- 
heritance of sins related to immanent justice 
or offended deities. In 1950 the revengeful 
agent was an angry witch who achieved 
Satisfaction against enemies by harming their 
children, 


Let me illustrate with 2 cases of women who 
were hospitalized as catatonic schizophrenics in 
1945 and 1044 respectively. The first, Oomayoar- 
ae an Akianimiut, had been unstable since birth, 

his condition became pronounced shortly after she 
pe deserted by 2 successive husbands, both white. 

1 1941 she moved from Sugluk to Southampton 
i and, where she felt herself unwelcome and denied 
free sti8e to which she felt entitled. When she 
bad came ashore, it was observed that she smilingly 
an one of her hands as a looking glass. She con- 
can in this habit, spending hours each day ex- 
he oe her nonexistent image. (This point may 
ik nore, than passing interest, for in both Aivi- 
amom Akianimiut philosophy an individual's 
Age >» OF spirit-name-soul, is regarded as sepa- 
ke oe his body and visible as a reflected image 

se low.) From this point on she was with- 
even’ a Jicompetent, promiscuous, hostile, at times 

Violently dangerous. Voices from beyond 


maks to her, and she obeyed their irrational com- 


She was never asked to confess and thereby 
achieve absolution and relief, for it was recognized 
that since birth she had been possessed not by her 
own tungnik, but by that of an evil guardian. There- 
fore her affliction was attributed either to sins she 
had committed in an earlier life or, more probably, 
to sins inherited from her parents. Since they were 
not available from whom to exhort a confession, 
her case was regarded as hopeless. She was treated 
kindly, but with caution, perhaps even fear. Until 
evacuated, she was confined for months in a barred 
chamber off an igloo. 

The second case was remarkably similar. The 
woman had long been regarded as a bit odd. Like 
Oomayoarluk, she was an “outsider,” a Kidlinik- 
miut who came to the Island in 1939 from Port 
Burwell. (When selecting natives for transfer to 
other posts, the fur traders generally choose those 
individuals whom they regard as the least desirable; 
it is quite possible that both women were selected on 
this account.) While in her middle twenties, she 
experienced a series of personal conflicts of con- 
siderable magnitude and in consequence became 
convinced that she was engaged in several witch- 
craft duels, the most deadly with her new step- 
father. It will suffice to state that her life at this 
time was marked by almost incredible fears and 
stresses. Her behavior became increasingly un- 
stable. There were scenes of uncontrolled anger. 
On several occasions she attacked children. She 
imitated others, constantly hummed and talked to 
herself, and refused to cooperate in daily tasks. 
Things became so bad that she and her mother were 
turned out of one igloo after another. 

In spite of this, the community generally showed 
only kindly tolerance and concern, But one night, 
according to a young man’s account, she was ob- 
served being raped by a great hairy beast, who was 
none other than the goddess Nuleeiayuk’s husband, 
an incubus who rose from the nether world to rape 
and bring disaster. The terrified community acted 
quickly. She was tied up and tortured until she 
confessed her transgressions. When these proved of 
little consequence—the worst was masturbation— 
the community was certain of what it had long sus- 
pected: she was being forced to suffer for parental 
sins. For it was widely known that her mother was 
responsible for her father’s death. Clearly her ill- 
ness was punishment for her mother’s sin, To make 
his wife suffer, the ghost of the father had actually 
driven the fungnik from his own child. He had 
achieved revenge against his wife even though it 
meant striking down his own daughter. 

Realizing that her case was helpless, the girl re- 
quested that her name, within which her soul re- 
sided, be given to a child in utero. The community 
readily assented, for this guaranteed that there 
would be no malevolent ghost seeking revenge. 
While she stood by and actually watched, the an- 
cient ceremony of reincarnation was performed and 
her soul was incarnated in the body of another. In 
short, she attended her own funeral. 


Both of these cases, plus the preceding 
one, parallel standard Western forms of cat- 
atonic schizophrenia. What influence social 
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factors may have had in precipitating latent 
disorders here, increasing or minimizing their 
intensity, and aiding or hindering their reso- 
lution, is difficult to ascertain. We know that 
unbridled fear is a powerful and destructive 
force in life. In individual cases it can dis- 
rupt bodily processes and sometimes even 
kill. Anthropologists have noted that in 
primitive societies the incidence of mental 
disorder appears to increase during the pe- 
riods of acculturation. If this is so, then per- 
haps it is not coincidental that these 3 cases, 
which were the only ones known from mem- 
ory, all occurred at a time of great anxiety 
and social unrest. 

Moreover, in one case the individual was 
burdened with a sense of guilt that was 
deeply rooted in native philosophy and cor- 
roborated by her associates. And finally, all 
3 regarded their cases as beyond remedy. 
They were without spirit-souls, indeed with- 
out names, without identity. In fact, in one 
case, the woman’s “soul” had actually been 
reincarnated in the body of a child. 

The will to be cured must have been 
greatly minimized by such convictions. And 
the 3 women probably had little faith in, or 
understanding of, modern medicine, so that 
they were left without the benefit of their 
culturally prescribed techniques of disease- 
curing and fear-reduction. Even before they 
were evacuated, they were left alone with 
their problems and fears, cut off from 
friendly associates and deprived of what 
emotional support a sustaining and hearten- 
ing philosophy might possibly have offered 
them. Caught thus with anxieties unresolved 
by institutionalized and socially sanctioned 
facilities, these women were forced to face 
their problems alone. _ 

Now I am not for a moment suggesting 
that social factors here were a sufficient 
cause, but I do believe that they were con- 
tributing factors, and in several cases per- 
haps even necessary ones. Each of the women 
had been unstable for years. That there was 
a constitutional basis or component for their 
disorders, possibly of genetic origin, can 
hardly be questioned. The postpartum factor 
in Shenarkiyark’s case is clear. But that 
there are maladies here that, as Dostoievsky 
said, “arise from the abnormal conditions of 
society,” also cannot be denied. It is my 


opinion, perhaps because of my anthropologi- 
cal bias, that these conditions, when pro- 
jected into a philosophy of witch-fear, not 
only determined the content of the psychoses 
but increased their intensity, hindered their 
resolution, and, in the 2 latter cases, perhaps 
even acted as a “trigger mechanism,” chang- 
ing latent or mild mental disorders into se- 
vere ones. 

We know, for example, that violent, de- 
structive fears, culturally inspired and pre- 
scribed, when let loose on unfortunate vic- 
tims “in the interests of society,” can be 
disastrous. This is especially true when such 
fears have validity within the philosophy and 
value systems of that society. 


The case of Santainna, a mature, athletic Aivilik 
hunter, is relevant here. I had come to know San- 
tainna quite well. So when, in the winter of 1952, 
I learned that he was in distress, I immediately went 
to see him. I found no fever, no obvious symptoms 
or signs of disease. He complained of pain, but said 
it was not localized. First it was here, then there. 
It was obvious, however, that he was not only 
seriously ill and extremely weak, but partially 
paralyzed. Then I learned that he was convinced 
that his wife’s ghost had bewitched him and that 
consequently he must die. Several years earlier she 
had been evacuated to a tuberculosis sanatorium 
where she remained until her death late in 1951. 
Before she died she became convinced that her 
husband was the cause of her sickness and that he 
was killing her so that he might take a younger 
wife. Indeed, Santainna’s behavior did much to 
encourage her in this belief. While she lived he 
evidenced little fear of retaliation for, obviously, his 
was the greater power. But in Aivilik belief it is 
held that after death an individual’s spirit ac- 
quires powers often greater than those it knew in 
life. When Santainna learned of his wife’s death, 
he was literally paralyzed with fear. 

Since no medical facilities were available, I de- 
cided upon a harmless experiment: I gave him 2 
aspirin tablets, which I assured him were counter- 
charms designed to offset bewitching. The relief 
was almost instantaneous: within a few hours he 
was back on his feet, apparently happy again and 
without complaint. The next day he left for his 
traps. 

The question naturally arises as to how trust- 
worthy were my critical judgments in this particu- 
lar case. Was there a physical cause for the ailment 
that I failed to observe? How fearful, sensitive, 
and suggestive was Santainna as a particular indi- 
vidual? And finally, what other life stresses may 
he have been undergoing at that moment? These 
questions must all remain unanswered. But while 
conceding their cogency, it is still my impression 
that Santainna was, perhaps in the true sense of t! at 
word, bewitched. I believe his fears were of sufi- 
cient magnitude to actually disrupt bodily processes. 
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They might conceivably have proved fatal. Aivilik 
witch-fear, then, was not only a socially, but at 
times a biologically, disruptive philosophy. 


As a final comment it is interesting to note 


` that within the last 2 years the intensity and 


destructiveness of witch-fear in Aivilik life 
have greatly diminished as a direct result of 
improved economic and social conditions. Tu- 
berculosis has been brought under partial 
control, at least temporarily. Government as- 
sistance has helped to stabilize the economy. 


Eskimo ingenuity has resulted in improved 
housing conditions. And intentionally or 
otherwise, Catholic mission activities have 
given the natives new rites for fear-reduc- 
tion and have reaffirmed the validity of the 
confessional. Fear of witches is lessening. 
And gradually the Aivilik and their neighbors 
are embracing a less colorful, but a more co- 
operative and perhaps more practical, phi- 
losophy that emphasizes natural rather than 
mystical causation. 


THE “BASE LINE” OF SCHIZOPHRENIA 
Part 1. THe VISUAL PHENOMENA 
J. R. SMYTHIES, M. B., B. Cum., D. P. M., WEYBURN, SASK. 


Many people find it difficult to understand 
schizophrenia or to form empathy with schiz- 
ophrenics because they are quite unable to 
imagine what it would be like if they them- 
selves were to become schizophrenics thus 
the experiences of schizophrenic people 
appear quite foreign to them. We can all im- 
agine what it would be like to have any 
common neurological condition and we may 
be able to say on meeting a person with a 
severe anxiety state or depression, “There, 
but for the grace of God, go I.” Schizophre- 
nics, however, do not commonly evoke this 
response. We are familiar enough with 
anxiety and depression in our own lives and 
we can conceive of a spectrum of such states 
stretching from our own mild and short-lived 
experience of them to the degrees of increas- 
ing severity and chronicity of neurosis. We 
can even see in our everyday mood swings 
the prototype of manic-depressive psychosis ; 
but where in our common experience is the 
corresponding “base line” of schizophrenia? 
Are the experiences of the disease wholly 
foreign to normal people or does the disease 
represent the pathological exaggeration of 
normal processes by the causative factors of 
the disease whatever they may be? It is my 
purpose in this paper to present the evidence 
in favor of the latter hypothesis. 

Whatever opinion we may hold of the na- 
ture of mind it is at least certain that the 
swift and accurate working of the individual 
mind is dependent upon the proper working 
of the brain. Thus when the brain, in schiz- 
ophrenia, fails to work properly, disorders of 
2 kinds result: 

(1) The function of the brain as the 
transmitter of stimuli to the sense-fields of 
consciousness and its integrative, computing, 
and mnemonic functions are distorted. These 
disorders may be explained in simple mechan- 
ical terms and to them may be traced the 
thought disorder, perceptual illusions, and the 

disintegration between the environmental sit- 
uation and the emotional response character- 
istic of the disease. 


(2) That which is normal psychic | 
ground becomes psychic foreground, 

If we are to search for the “base line 
schizophrenia it is to this psychic backgr 
Kretschmer’s sphaira, that we mu 
since if schizophrenic experiences 
normally in the psychic foreground our 
lem would naturally not arise. What 
the actual nature of the sphaira and hi 
it behave in normal people? The prol 
complicated by the fact that most peop 
not well acquainted, through lack of 
vation, with their own sphairas, and b 
most psychiatrists still base their s 
thinking on the philosophical theory 
ception known as naive realism. Th 
regard their own visual fields as being 
views of the external physical worl 
with common-sense objects such as | 
tables, and stars, which are thus supp 
be present directly in experience as 
selves. The visual field presents itsel: 
rect experience as a unitary, coloured, 
spatially extended whole built up from 
vidual conjoined patches of colour | 
sensa. In the theory of naive realis 
coloured and extended sensa are sup 
literally to be the surfaces of external ph 
cal objects. Naive realism has long been í 
sidered as unsatisfactory by philosophi 
scientists, who have, however, nevi 
able to agree on any one alternative 
The philosophy of science is at present | 
on varieties of critical realism that 
recognising that sensa are not literally 
faces of external physical objects. 
realist philosopher has ever been able 
a coherent and plausible account of wha 
actly, sensa are or what their relation to 
corresponding neural events may be. Ni 
theless, critical realism is a much more 
isfactory theory than naive realism, a! 
uncritical and indeed unconscious acc 
of the latter theory by psychiatrists h 
an unfortunate effect on psychiatry- 
failure to understand schizophrenia 
traced directly to this cause. The situa 
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rendered even more curious since much of 
the evidence that has been used by philoso- 
` phers to discredit naive realism has come 
' from psychiatry itself and more especially 
from neurology and physiology(1, 2). 
Osmond(3) has defined schizophrenia as 
follows: “[An illness] in which disturbances 
of perception, thought, mood and behaviour 
occur, often accompanied by eruptions of 
subconscious and superconscious material 
into consciousness.” The affective changes 
are probably the most important but the 
changes in perception are hardly less so and 
are more amenable to analysis. The basic 
questions we must answer concern, then, the 
nature of hallucinatory experience. To estab- 
lish our base line we must determine to what 
extent hallucinations can occur in normal 
healthy people, and whether these hallucina- 
tions belong to the same natural order as do 
those of schizophrenics. The reason for the 
neglect of this subject may be traced to the 
present cultural prejudice against such ex- 
petiences and to the fact that psychiatrists 
have not established clearly the essential 
unity of hallucinatory experience (excluding 
hallucinations due to simple mechanical inter- 
ference with the signaling mechanism). 
Visual hallucinations, in the form of hyp- 
nagogic and eidetic imagery, occur so fre- 
quently in normal people that they cannot 
reasonably be considered as abnormal or 
pathological in themselves and it is only our 
Own erroneous preconceptions that make us 
think that they are. The formation of hallu- 
Cinations is a normal activity of the mind. 
In schizophrenia we are not dealing with 
disorder of thought and feeling and the path- 
ological occurrence of hallucinations but with 
disorders of thought, feeling, and halluci- 
Nations, which latter merely become patholog- 
ically increased. The cause of these errors 
of judgment on our part may be found in the 
Pernicious influence of naive realism for 
these reasons. Since the visual field is sup- 
posed actually to be the external physical 
world of common sense it “ought” not to 
cange in any way independently of events 
in the common world, Since, however, it is 
an undeniable fact of experience that it does 
5o change—as when we merely deflect one 
‘ye to produce the 2 visual worlds of double 


vision—all such changes are dubbed illusory 
and are regarded as being in some subtle but 
undefined way “untrue.” Likewise sensa, or 
collections of sensa, may certainly be expe- 
rienced, either with the eyes open (when they 
may or may not be integrated with the rest 
of the visual field), or with the eyes shut, 
that correspond to no object in the physical 
world. They are called hallucinations, though 
the sensa of which they are composed are 
indistinguishable in their intrinsic nature 
from any other sensa. They are thus thought 
of as being “unreal.” This verdict is not 
satisfactory for 2 reasons: 

(1) It is based on the unconscious as- 
sumption of the entirely erroneous theory of 
perception of naive realism. If we are to 
bring psychiatry into line with contemporary 
science it is absolutely necessary to abandon 
naive realism and to substitute one of the 
forms of critical realism in its place. 

(2) For the purely pragmatic reason that 
this verdict leads to the neglect of halluci- 
nations as, being “unreal,” they are supposed 
to lie outside the scope of natural science. 
Science is, however, merely the application 
of the scientific method to the facts of human 
experience(4). Human experience is pri- 
mary, and the only satisfactory definition of 
the real is that which can be experienced. 
Hallucinations certainly deserve the careful 
investigation, the search for constant fea- 
tures, and the formulation of causal laws that 
constitute the scientific method. 

In normal people in our culture the sphaira 
manifests itself in rather shadowy and un- 
satisfactory form as the spontaneous flow of 
fantasy, in more concrete form as hypnagogic 
and eidetic hallucinations, and in the fully 
developed form of the mescaline phenomena.* 
In the following analysis of the hypnagogic 
phenomena it will be apparent that they be- 
long to the same natural order as the phenom- 
ena witnessed under mescal and that these in 
turn differ from those experienced by schizo- 
phrenics only in the different time factor, 
more complex biochemical changes, greater 
sociological stress, etc. in the latter. 


1Mescal must produce its effect by inhibiting 
those processes of the brain whose natural func- 
tion it is to inhibit in turn the spontaneous inherent 
and natural activity of the sphaira. 
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A Srupy or Hypnacocic PHENOMENA” 
GENERAL CHARACTERISTICS 


Incidence —While relatively common in 
children hypnagogic experience is by no 
means rare among adults. Havelock Ellis 
refers to them as occurring in “nearly all per- 
sons, when children”; Sir John Herschel 
says they are “no very uncommon thing.” 
Probably about 10% of persons have such 
experiences at one time in their lives. 

Frequency—This varies between “a single 
occurrence in a lifetime to the habitual seeing 
by day, whenever the eyes are closed, and by 
night with the eyes open or shut.” 

Method of Formation—Here 3 different 
processes may be distinguished: (1) An in- 
distinct blob or cloud of color may start to 
swell and change and quickly build up into a 
fully formed object such as a vase or face. 
(2) The fully formed pictures may suddenly 
flash on and off in the darkness. (3) They 
may swing in from one side across the whole 
field of vision and disappear on the other 
side. All these processes are also found in 
the mescal phenomena. 

Subject Matter —This follows closely the 
mescal phenomena. Formless clouds and 
patches of color and dim mosaics are very 
commonly seen if the visual field be carefully 
inspected in the dark at any time. Galton(6) 
says that before he thought of carefully try- 
ing “I should have emphatically declared that 
my field of vision in the dark was essentially 
of a uniform black, subject to an occasional 
light-purple cloudiness and other small vari- 
ations. Now, however, ...I have found 
out that this is by no means the case, but 
that a kaleidoscopic change of patterns and 
forms is continually going on.” Ladd(7) 
notes that the darkness is a black wall with a 
multitude of yellow spots. I myself have 
frequently been able to make out bands of 
faint blues, greens, and reds in the darkness. 

Next in the range of complexity come the 
designs and patterns. These again are clearly 
the same phenomena as seen under mescal. 
They have the same characteristics of sym- 
metry, regularity, and extreme beauty and 
the same forms—finials, curves, spirals, 

leaves, blossoms, latticework, arabesques, etc. 


2 Much of the information is derived from refer- 
ence 5. 


The more complex patterns are described as 
wall patterns or tapestries. For instance 
Lang once saw “a very remarkable wall pat- 
tern in crimson, which I could not, when 
wide awake, invent or design.” 

A good example of how visions of formal 
objects may be built up is quoted by Leaning 
(5): “I saw some lovely lace a short time 
ago of most elaborate pattern. As I watched 
it, it changed gradually into a case full of 
pierced silver spoons and forks and other , 
things of that kind. These in turn slowly 
became silver needlework, which then faded 
away.” Almost any object may be seen: ani- 
mals, both known and fantastic, masks, stat- 
ues, faces, flowers, etc. 

Landscapes are found only in adults and 
are usually spoken of in terms of admiration: 
“fine landscapes,” “vivid and charming land- 
scapes in natural colors,” “highly picturesque 
and pleasing.” One percipient described his 
experiences as follows: “I also see places, 
houses, mountains, and very often cloud 
formations, which break and give a view of 
distant valleys or scenery in great bright- 
ness.” 

Lastly, scenes may be depicted of people 
engaged in some activity in a natural setting. 

Aesthetic Qualities —A\so to be considered 
is the boundless variety—it is very rare for 
any vision to repeat itself—and their extreme 
beauty. This effect is obtained thus: the 
colors are usually beautiful in themselves 
and very highly saturated; forms are ex- 
quisite in themselves and in their mutual 
relations; many pictures are in fact major 
works of art such, it is commonly agreed by 
the percipients, as are beyond the scope 0 
any terrestial artist. For instance, Professor 
Ladd(7) notes: “By far the purest, most 
brilliant, and most beautiful colours I have 
ever seen, and the most astonishing artistic 
combinations of such colours, have appear 
with closed eyes in a dark room.” 


BEHAVIORAL REACTIONS 


People may react to these visions in 3 
ways: fear, surprise and interest, or aston- 
ishment and reverent awe. Fear is founi 
commonly in children. Greenwood admitted 
that “no words and no skill in using the™ 
can describe an intensity of meaning Whi 
is sometimes too vivid, too invading, t00 
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terribly convincing to be borne.” Compare 
this with the reaction of one of Rouhier’s (8) 
subjects to her mescal-induced visions: “It 
was an experience of unimaginable art, un- 
forgettable, and of an intensity for which 
there are no words to describe and which it 
is necessary to experience to understand ;” 
and with Weir Mitchell’s(g) reaction to the 
same phenomena: “I find it hopeless to de- 
scribe in language the beauty and splendour 
of what I saw.” 


ORIGIN 


If one thing is certain it is that these vi- 
sions do not represent the visual recall of 
personal memories. The percipients will 
recognise a number of the objects as of 
recent experience or thought but the vast 
majority of the images will be quite strange 
to them. For instance, Herschel(10) found 
“No reference or resemblance to any objects 
recently seen or even recently thought of.” 
Greenwood described them as “strikingly 
distinctive, but never remembered.” Lang 
tried to see faces of his friends but saw only 
“the unknown, the uncalled for, the unex- 
pected strange faces, fair or hideous, sweep 
past; never, never once, the faces of our 
desire.” 

Neither is any theory of explanation in 
terms of the release of lower neural centers 
tenable, for the reason that these collections 
of hallucinatory sensa possess an evident and 
intrinsic spatio-temporal structure. They are, 
in the final analysis, colored geometrical 
shapes, and these are equally evidently incon- 
gruous with any possible pattern of neuronal 
activity in any part of the brain. (This is the 
Same argument as may be used to refute the 
theory of psychoneural identity since all 
sensa are distributed over the interior surface 
of a hollow sphere, as Price(11) noted, the 
evident structure of the visual field, which 
primary shape cannot be produced by the 
highly convoluted cerebral cortex or by the 
Complicated shape of corticothalamic connec- 
tions.) The first person to understand their 
actual origin was Sir John Herschel(10), 
who had experience of regular geometrical 
Patterns in the hypnagogic state. He rea- 
Soned that the construction of regular geo- 
metrical patterns implied the exercise of 


thought and intelligence, and that here was 
evidence of “a thought, an intelligence, work- 
ing within our own organisation distinct from 
that of our personality.” Alexander(12), 
after a careful study, reached these conclu- 
sions: First, although retinal stimuli might 
be a furthering condition, the images are not 
of peripheral origin since “there is no dis- 
coverable, nor indeed conceivable, relation 
between such stimulation and the objects 
perceived,” and when they are of auditory 
form, still less does the eye arouse them. 
Secondly, it is self-evident that, not being 
memories nor things seen or previously im- 
agined, they are mental constructs. Thirdly, 
they are the work of a highly differentiated 
mental compartment, without any apparent 
connection, emotional or volitional, with the 
aims, interests, or feelings of the person 
concerned. 

We may now identify this “mental com- 
partment” with the Jungian Collective Un- 
conscious. In this connection, Jung(13) 
comments: “I welcome unreservedly your 
idea of the Platonic mundus archetypus be- 
coming visualized under the influence of 
mescaline.” It is noticeable that the phenom- 
ena experienced by different people are much 
more similar to each other than they are to 
any experiences or determinable factors in 
these people themselves. Furthermore, the 
images have all the qualities of beauty, splen- 
dor, inexhaustible fertility of imagination 
and fantasy, as Jung has discovered in the 
archetypal world through its other manifes- 
tations in certain “clear” dreams. These phe- 
nomena are not brain-dependent events. They 
appear when the activity of the brain is 
damped down through incipient sleep, fa- 
tigue, drugs, or endogenous toxins including 
the hypothetical toxins of schizophrenia. 
They are purely mind-dependent events and 
are derived from those depths of the in- 
dependent psyche that have been recognised 
through the ages under various names— 
Myers’ “Subliminal Self,” the “Divine 
Ground” of the perennial philosophers, the 
Tibetan “Bardo,” etc. It is surely the same 
source whence comes artistic inspiration of 
all kinds, especially such “spontaneous” art 
as Mozart’s or “Kubla Khan.” 

It is not surprising that the schizophrenic, 
in whom this other world has come to life 
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because his brain has ceased to be able to 
suppress it, soon sinks into contemplation of 
this inner world and thence to the apparent 
apathy and stupor of the disease. Schizo- 
phrenics do not talk much about their expe- 
riences but a few may write about them. The 
following passage is taken from Hennell’s 
personal account of a schizophrenic illness 
(14) and shows to what extent the Collective 
Unconscious may manifest itself in the ill- 
ness. 


And yet, all night long, with what rapt intensity 
would the mind concentrate on the new existence 
which was opened to it, returning, sometimes with 
conscious difficulty, to material necessities when 
day was renewed. . . . The life of solitary, supreme 
experience, where a vision being worked up for, 
as to a climax, would be vouchsafed marvellously 
yet momentarily—seeming almost always to be be- 
trayed by an involuntary movement of the brain, to 
some spiritual enemy who was ever on the watch, 

As to the visioned creations, these were of finer, 
thinner stuff than iridescent bubbles, in all the de- 
tails of their forms more minute and miraculous 
than anything upon earth. Indeed, they would have 
had little significance, had they been such as could 
conceivably have been proyided, or invented, from 
the experience of a human lifetime. There were 
small suns and strange twilit worlds of lakes and 
islands—not conceived as spinning balls, like our 
earth, but having definite yet changeable limits, as 
drops of oil which float on water. Planets, with 
their peculiar signs, came near, the sun was broken, 
and the face of the earth was changed, the land- 
scape was never so enchanted. An ancient cave, 
passage, or hollow ladder, seemed to connect new 
earths; perhaps this was such as Jacob saw, for it 
‘was an image of remote antiquity. 


Many of the experiences of schizophrenics 
have all the qualities of splendor and tran- 
scendental beauty of the mescaline phenom- 
ena(15). If we survey the whole field of 


human experience, visual sensa are thus seen 
to belong to 2 very different systems. In one 
they form the stable visual field of everyday 
experience in which, obeying the laws of 
psychophysical relation, they mirror con- 
stantly and accurately the external physical 
world. In the other they form an equally 
organised collection but they no longer obey 
the laws of psychophysical relation but ap- 
parently those of aesthetics and poetry. 


BIBLIOGRAPHY 


1. Russell, Bertrand. Human Knowledge. Lon- 
don, Unwin, 1948. 

2. Brain, Russell. Mind, Perception and Science, 
Oxford, Blackwell, 1951. 

3. Osmond, Humphrey. Psychosis, Alienation 
and Insanity. In press. 

4. Dingle, Herbert. Through Science to Philoso- 
phy. London, Oxford University Press, 1937. 

5. Leaning, F. E. An introductory study of 
hypnagogic phenomena. Proc. Soc. Psychical Res, 
35: 289, 1925. 

6. Galton, Francis. Enquiries into Human Fac- 
ulty. London, Macmillan, 1883. 

7. Ladd, G. T. A contribution to the psychology 
of visual dreams. Mind, 1: 299, 1892. i; 

8. Rouhier, A. Le Peyotl. Paris, Gaston Doin, 
1927. 

9. Mitchell, S. Weir. Remarks on the effect of 
Anhalonium Lewinii. Brit. M. J., Dec. 5, 1896. 

10. Herschel, Sir John. Familiar Lectures on 
Scientific Subjects. London, Edinburgh, 1866, 

11. Price, H. H. Perception, 2d ed. rev. London, 
Methuen, 1950. f 

12, Alexander, H. B. The subconscious in the 
light of dream imagery and imaginative expression. 
Proc. Am. Soc. Psychical Res., 3 : 623. 

13. Jung, C. J. Personal communication. 

14. Hennell, Thomas. The Witnesses. London, 
Peter Davis, 1938. 

15. Smythies, J. R. The mescaline phenomena. 
Brit. J. Phil. Sci., 3:339, 1953. 


i 


RESEARCH ABSTRACTS* 


AN OXIMETRIC ANALYSIS OF EMOTION AND THE DIFFERENTIAL 
PLANES OF AWARENESS SEEN IN HYPNOSIS 


JOHN W. LOVETT DOUST, M.B.?, Toronto, CANADA 


The interdependence of affect and con- 
sciousness is apparent in the clinical exami- 
nation of psychiatric patients, in the sleep 
and dreams of healthy people, and in certain 
other experimentally controlled situations. 
Previous work has suggested that a variable 
common to each of these states consists in 
the deviations of the arterial oxygen satura- 
tion of the blood, as estimated oximetrically. 

Hypnosis provides a satisfactory method 
for the artificial production of emotion and 
change in awareness, It was employed in a 
series of 14 observations on 3 female neu- 
rotic patients whose arterial oxygen satura- 
tion was monitored regularly by discontinu- 
ous spectroscopic oximetry. Unpleasant 
(anxiety, depression, and rage) and pleas- 


ant (euphoria and ecstasy) affects were 
induced by the hypnotist in the form of 
“dreams” and the effects of deepening and 
lightening the hypnotic “sleep” were also 
investigated, 

It was found that peripheral oximetry pro- 
vided an accurate index of the depth of hyp- 
nosis and hence of the plane of relative un- 
awareness attained. It was also seen that 
unpleasant emotion, when allowed to persist 
as a posthypnotic suggestion, was accom- 
panied by relative anoxaemia, while pleasant 
emotion under similar conditions tended to 
be associated with a raised blood oxygen 
saturation when this was compared with 
baseline values, 


BEHAVIOR PATTERNS, READING DISABILITIES, AND 
EEG FINDINGS 


TAYLOR STATTEN, M.D.8, MONTREAL, CANADA 


This study reveals a group of children who 
were referred to the psychiatric outpatient 
clinic of the Children’s Memorial Hospital. 
Failure to do well in school was the most 
common reason for referral, There was usu- 
ally a marked reading disability and there 
were frequently long behavior problems. 
The group became isolated from other chil- 
dren with similar problems because of inter- 
esting correlations found in their histories, in 
their psychological tests, and in their EEG 
findings. A high percentage of children of 
this group had a history of brain-damage. 
They all had educational problems and most 
of them were especially retarded in reading. 
Se 


? The items hereunder are brief abstracts of re- 
Ports presented at the Regional Research Confer- 
"Ae Montreal, Canada, November 1952. 
si hysiological Psychiatry Laboratory, Univer- 

aaor Toronto, Department of Psychiatry. 
Unicom the Department of Psychiatry, McGill 

niversity, Montreal, 


Testing of the group showed visuomotor 
disturbances. This was apparent in psycho- 
logical testing most markedly in the object 
assembly subtests where there is often an 
extreme drop in this score in the children’s 
Wechsler. The coding and block design sub- 
tests are also affected. In these 3 subtests 
the object assembly, the coding, and the block 
design, where the absolute score did not re- 
veal any score, often the quality of perform- 
ance did. Performance IQ’s on the Wechsler 
were frequently lower than verbal IQ’s. The 
over-all IQ’s as revealed in the tests were 
below what was felt to be the IQ potentiali- 
ties. The drawings of people in nearly all 
cases pointed out a visuomotor problem with 
the Goodenough IQ score ranging from 30 
to 38 points below the children’s Wechsler 
IQ. Psychiatric evaluation of this group 
showed them all to be severely emotionally 
disturbed, and most of them had been prob- 
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lems to the family since the first years of 
life. In many cases parents felt that this 
child was different from all the other children 
in the family. Hence interpersonal relation- 
ships were usually extremely poor and char- 
acterized by distortions ranging from with- 
drawal to aggressiveness. 

The EEG findings all showed a similar 
type of disturbance. Many of them had dif- 
fuse disturbances on all usually slow 2-to-3- 
per-second waves in the occipital region. 
Two speculative thoughts were presented. 


Have we identified a group of children who 
have had minimal brain damage in the early 
years of life? In this minimal brain damage 
responsible for the visuomotor disabilities on 
the EEG findings? Have the anxieties and 
emotional problems arising out of this brain 
damage interfered with the maturation at all 
levels at psychophysical integration produc- 
ing visuomotor abnormalities and the EEG 
findings? 

More research is necessary before we can 
move on in a knowledge of this problem, 


PSYCHOPHYSIOLOGICAL BASIS OF MEDICAL PRACTICE‘ 
SYDNEY G. MARGOLIN, M.D., New York Ciry 


Most clinics that apply the psychosomatic 
point of view arrive empirically at the reali- 
zation that so-called “superficial psycho- 
therapy” is the psychological management of 
choice. Such treatment consists of a com- 
mon-sense approach by means of kindness, 
tolerance, indulgence, allaying of anxiety by 
any available trial-and-error means, demon- 
strative friendliness and reassurance, deliber- 
ate omniscient and omnipotent behavior in 
the doctor for the purpose of enhancing con- 
fidence in him, total somatic care in terms 
of nutrition, medication, hygiene, and an 
agreeable environment. All the auxilliary 
personnel of a home, clinic or hospital en- 
vironment can participate in this program. 
In addition to suppressive and inspirational 
approaches, there may be a good deal of 
manipulation of the external environmental 
circumstances of the patient. In short, super- 
ficial psychotherapy is an aspect of a patient- 
physician relationship that can be recognized 
as the supreme form of the art of medicine. 

For severely somatically ill patients, ex- 
pressive and uncovering psychotherapy, 
aside from practical disadvantages, not infre- 
quently exacerbates the acute phase of the 
morbid process. Those physicians who are 
successful in their management of such pa- 
tients with psychosomatic illnesses appear to 
possess the “art of medicine” in the highest 
degree. This faculty is a characterological 


'# Associate Psychiatrist, The Mount Sinai Hos- 
pital, New York City; President, American Psy- 
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asset in a given physician and cannot be 
communicated or.taught. This paper is con- 
cerned with the analysis of this “art” with 
the expectation that its elucidation might 
make it an aspect of the science of medicine. 

One striking feature of remission and re- 
lapse of this group of chronic recurrent ill- 
nesses is the association of mood changes. 
Peptic ulcer, ulcerative colitis, neuroderma- 
titis, are several observed to relapse in de- 
pressed states, whereas remission is acceler- 
ated during elevated moods. Asthmatic 
symptoms of a dry spastic state, are fre- 
quently aborted or relieved by affects asso- 
ciated with tearfulness. In other words, 
emotions, affects, and moods are psychophysi- 
ological states in which the pathophysiologic 
characteristic of a given disease is either in- 
creased or diminished. On the basis of this 
hypothesis, a study was made of, first, what 
transpires between a somatically ill patient 
and his physician who provides comprehen- 
sive medical care and, second, the nature of 
the mood change in the patient associated 
with alterations in his disease process. The 
systematization of the observed empiric 
data was that of psychoanalytic psychology: 

Patients with psychosomatic disease teni 
to regress to more infantile behavior in rela- 
tion to the treatment situation than patients 
in whom the psychological factor is less 1- 
tense. 

For the purposes of control, the therapet 
tic situation was structured as consisting 0 
3 phases. The first phase consisted of ret 
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forcing the patient’s regressive drives. All 
discipline or compulsory formalities were 
dispensed with to the greatest extent possible. 
Instead of formal daily scheduled interviews, 
the therapist sought the patient out wherever 
he was, several times a day. The guiding 
principle of this frequency is analogous to 
. that of the demand-feeding schedule. Vari- 
ous devices have been developed to impress 
this pervasive atmosphere of interest and 
concern upon the patient, during the times 
when the therapist is absent from the hospi- 
tal. Physiological needs of hunger, thirst, 
the excretory functions, fondling, rest, sleep, 
and play are anticipated and indulged. For 
example, food may be prepared and provided 
by the therapist, usually in the form of high 
caloric milk mixtures. It is available on de- 
mand and often is given to the patient by his 
therapist. The goal of physiological remis- 
sion was invariably associated with a change 
in mood. The clinical psychiatric states 
might indicate considerable psychopathology, 
e.g., a patient with peptic ulcer showed para- 
noid trends, a patient with ulcerative colitis 
manifested schizophrenia, another with re- 
gional illeitis became destructively aggressive 
towards her parents. It is of considerable 
Significance that the families of these patients 
bitterly resented the altered psychological 
State and in some instances declared that they 
would rather have the somatic disease back. 
This suppressive, intolerant reaction in the 
families was an unconscious perpetuating 
factorin the somatic disease of the patient. 
The first phase of the treatment is desig- 
nated as Anaclitic Therapy to indicate in psy- 
chonanalytic terms that the patient-physician 
relationship is that of a mother and her in- 
fant. It is, so to speak, an active, nonverbal 
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form of communication. In the second 
phase, the therapist continued to gratify the 
expressed and unexpressed needs of the pa- 
tient while verbally interpreting the patient’s 
wishes. This verbal activity by the physician 
is perceived by the patient as an act of sepa- 
ration, in that reality and a consciousness of 
stimulus and response are created. In short, 
a kind of weaning is attempted. Inasmuch 
as this separation process is an aspect of in- 
terpersonal relationships to which such pa- 
tients react with the highest sensitivity, it is 
conducted with the greatest caution. If it is 
premature, psychological affects and somatic 
relapse may indicate it. In general, the guid- 
ing hypothesis is to have the patient regress 
affectively to that genetic and dynamic phase 
that antedated the traumatic period of his 
development. This implies the taking-over 
of certain of the patient’s ego functions by 
the therapist. The problem in weaning is 
to restore these ego functions without invok- 
ing a pathophysiological reaction. This ap- 
pears to be accomplished by means of the 
continuing regressed relationship to the ther- 
apist while undertaking more mature atti- 
tudes towards activities and environment. 

The third phase consists of continuing re- 
education and extensive expressive psycho- 
therapy as, for example, psychoanalysis. 

This investigation tends to support the 
view that psychosomatic disease is a form 
of psychophysiological regression in which 
the patient struggles to relive and reenact 
the traumatic genetic early experience of his 
life. Superficial psychotherapy appears to 
act favorably when a iatrogenic regression is 
established that induces a mood state whose 
psychophysiology opposes the pathophysi- 
ology of the disease. 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: There is still confusion about the 
relationship of the Child Study Center of 
Yale University, of which I am Director, 
and the Gesell Institute of New Haven. 

The Gesell Institute, which publishes syn- 
dicated newspaper articles and has television 
programs, has no relationship to Yale Uni- 
versity. It is a private institution, and Dr. 
Gesell and his associates have no tie what- 
ever with the Yale Child Study Center. The 
Yale Clinic of Child Development, popularly 
known as the “Gesell Clinic,” was brought 
to an end when Dr. Gesell retired from Yale 
in 1948. 

I would appreciate it if these facts could 
be brought to the attention of your readers. 

Mixton J. E. Senn, M. D., Director, 
Yale University Child Study Center 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: I have read with interest the editorial 
by S. C. in the May issue of the JOURNAL, 
entitled “For a Generic Classification of 
Certain Psychoses.” The author is critical 
of the new nomenclature of the Association, 
especially with regard to the group of dis- 
orders that rejoice in the subtitle of “Dis- 
orders of Psychogenic Origin or Without 
Clearly Defined Physical Cause or Structural 
Change in the Brain.” Many others share a 
feeling of dissatisfaction with the definitions 
and groupings, especially of this category. 
Pinel was neither the first, nor the last, to 
criticize previous nomenclatures. Truly, the 
way of the nosologist is hard! 

It is to one particular sentence, however, 
that I direct my remarks, namely the aston- 
ishing statement, “The broader and (at pres- 
ent) more accurate use of ‘psychosis’ is to 
denote any patient legally ‘insane.’” With 
this statement I am totally unable to agree. 


The word is difficult to define (the a 
of the new nomenclature [p. 12] evi 
found it so, too!), but if there is one 
with which it is not synonymous i 
sane” ! In the first place, the latte: rc 
a variety of meanings, depending on the ¢ 
text (wills, deeds, crimes, guardian 
commitment, for instance). For certain; 
poses, a mental defective or psychone 
or even a “sociopathic personality” 
“insane,” whereas many persons wi 
chosis would not be considered legally i 
We are often critical (and justly) « 
lawyers’ attempt to make us speak 
language; there is no need to capitu 
on this score at least! i 
WINFRED OVERHOLSER, M. 
Washington, 


Editor, AMERICAN JOURNAL OF PSYC 


Sir: It was good of you to show 
Overholser’s letter and to give me a í 
to answer it. I hold no brief for tl 
“psychosis” nor for the term “insani 
would be glad to see both of them 
I was merely stating what I conside 
the vulgar and generally accepted use of ti 
term “psychosis.” Probably I should 
said “the broader and (at present) 
common use of “psychosis” ! 

I don’t see why Dr. Overholser is i 
ished at my statement when Stedman’. 
ical Dictionary defines psychosis as 
order of mind, insanity and Webster di 
psychosis as mental disease; any Si 
mental derangement, and insanity as 
rangement of mind, adding that it i 
mental disorder resulting in inability i 
range one’s own affairs. Far be it fro 
to argue with Dr. Overholser on any 
implications. In that field he is an a 
and I am an amateur. 

Srantey Cogs, M. 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


THE ONE HUNDRED AND NINTH ANNUAL MEETING 
LOS ANGELES, CALIFORNIA, 1953 


The rogth annual meeting of The Ameri- 
can Psychiatric Association was held in Los 
Angeles, California, at the Statler Hotel, 
May 4-8, 1953. The official opening meeting 
was called to order by Dr. D. Ewen 
Cameron, President, at 9:45 A. M., Monday, 
May 4, in the Pacific Ballroom of the Statler 
Hotel. Dr. E. Vincent Askey, Past-Presi- 
dent of the California Medical Association 
and the Vice-Speaker of the American Med- 
ical Association, gave a most cordial address 
of welcome, to which Dr. Cameron re- 
sponded appropriately. 

Dr. Cameron, with a few words of praise 
and congratulations, introduced to the mem- 
bership the President-elect, Dr. Kenneth E. 
Appel. The sixth annual report of the Med- 
ical Director, Dr. Daniel Blain, was given 
and received with interest and appreciation. 
Dr. Cullen Ward Irish, Chairman of the 
Committee on Arrangements, added a word 
of welcome, and spoke briefly on diversional 
activities available in moments free from 
academic and organizational activities. Dr. 
Cameron thanked Dr, Irish and his Commit- 
tee for the tremendous task they had per- 
formed. Dr. David A. Young, Chairman of 
the Program Committee, expressed apprecia- 
tion to the Officers and Council for helpful 
advice and suggestions in the preparation of 
the program, and thanked the many mem- 
bers and guests who were participating. He 
Stated that his committee always experienced 
a*problem in the selection of papers and in 
learning from the abstract the content of the 
Paper. He requested that all abstracts follow 
this plan: (1) Give the proposed title and 
briefly the general nature of the paper. (2) 
Give the aim of the paper and any hypothesis 
to be proven. (3) State the method em- 
Ployed in the study. (4) State the limits of 

€ study, such as the number of cases in- 
Pa duration of study or follow-up. (5) 

ve the findings of the study, and (6) state 


the conclusions that can be drawn from the 
material. Dr. Young called the attention of 
the membership to the November 1, 1953, 
deadline for papers, films, exhibits, etc. 

In the absence of the Secretary, Dr. R. 
Finley Gayle, Jr., Dr. Frank Curran reported 
the total membership as 7,609, including 
1,995 Fellows, 4,147 Members, 1,026 Asso- 
ciate Members, 262 Life Fellows, 27 Life 
Members, 24 Honorary Members, 78 Cor- 
responding Members and 50 Inactive Mem- 
bers. Dr. Curran stated that the total mem- 
bership last year was 7,105, making an 
increase in membership for the year of 504. 
The next matter of business was the report 
of the Treasurer, Dr. Howard W. Potter, 
for the period April 1, 1952 to March 31, 
1953. This report appears separately as a 
part of these Proceedings, Dr. Cameron read 
a telegram of wishes for a successful meeting 
from the World Federation for Mental 
Health, and asked the membership to please 
clear any statements to the press with the 
Committee on Public Information. 

The President-elect took the chair, and 
President Cameron gave a most interesting 
and stimulating address on “Psychiatry and 
Citizenship.” Following this address, the 
membership rose while Dr. Curran read a 
memorial to deceased members. 

At the next business session for members 
on May's, Dr. Crawford N. Baganz, chair- 
man of the Board of Tellers, gave the results 
of the mail ballot for the election of Officers 
and Council Members as follows: president- 
elect, Dr. Arthur P. Noyes; secretary, Dr. R. 
Finley Gayle, Jr.; treasurer, Dr. Howard 
W. Potter; councillors, Dr. S. Spafford 
Ackerly, Dr. Maurice Levine, Dr. Paul L. 
Schroeder ; and auditor, Dr. Arthur Milsap 
Gee, Dr. R. Finley Gayle, Jr., secretary, 
presented to the membership for acceptance 
the following applications for District 
Branch status: Bronx (N. Y.) District 
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Branch, New York County (N. Y.) District 
Branch, Nassau (N. Y.) District Branch, 
South Central (La. and Miss.) District 
Branch, Central California District Branch, 
Southern California District Branch, Col- 
orado District Branch, Quebec District 
Branch, Virginia District Branch, and North 
Pacific (Ore., Wash., British Columbia) 
District Branch. Dr. Gayle called attention 
to the constitutional requirement that there 
must be a two-thirds vote of those present 
for acceptance of a District Branch. Where- 
upon, each application was voted on sepa- 
rately and accepted. Dr. Cameron then an- 
nounced that, according to the Constitution 
the required number of District Branches 
having been accepted, the Assembly of Dis- 
trict Branches of the APA was thereby 
established, and that the first meeting of that 
body would take place that afternoon at 4:00 
P. M. 

Dr. Cameron asked Dr. Gayle to read 
Regulations Governing the District Branches 
and Affiliate Societies which had been drawn 
up and recommended by Council for adop- 
tion. Considerable discussion followed with 
regard to these regulations, some indicating 
that there should be further study made 
before they were voted upon. On motion, 
duly seconded, it was voted to refer these 
regulations to the Assembly of District 
Branches for consideration and report to the 
membership at a subsequent meeting. Dr. 
Cameron then recognized and welcomed 
official representatives of other organizations 
and colleagues from foreign countries. 

At the business session for members on 
May 6, the recommendations of the Commit- 
tee on Membership, as approved by Council, 
relative to the election of new members and 
changes in status of certain members were 
presented by the Secretary, and duly ac- 
cepted. Dr. Gayle announced a registration 
total of 1,825 plus 300 ladies, and then gave 
his report of the principal and important 
actions of Council taken at its meetings dur- 
ing the past year. These actions, which ap- 
pear separately as a part of these Proceed- 
ings, were approved by the Membership. 

The annual banquet, held on the evening 
of May 6, was a very enjoyable affair. At 
this time, the President, retiring officers, 
councillors and committee chairmen were 
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presented with Certificates of Commen- 
dation. The Isaac Ray Lectureship Award 
was presented by Dr. Frank J. Curran to 
Dr. Gregory Zilboorg, who will deliver lec- 
tures on “The Psychology of the Criminal 
Act and Punishment” at Yale on October 14, 
21, and 28 and November 4, 11, and 18 this 
year. In the absence of Dr. Nolan D. C, 
Lewis, Chairman of the Board, Dr. Cameron 
awarded the Hofheimer Prize for research 
to Dr. Thomas H. Holmes and his co- 
workers, Helen Goodell, Stewart Wolf and 
Harold G. Wolff for their work on the nose, 
The Mental Hospital Achievement Awards 
were presented by Dr. Winfred Overholser, 
Chief Consultant of the Mental Hospital 
Service, to the following: First Award to 
Selkirk Mental Hospital, Manitoba (Edward 
Johnson, superintendent) for pioneering 
volunteer programs in Canadian hospitals; 
Second Award to Enid State School, Okla- 
homa (Mrs. Anna Scruggs, superintendent) 
for actively assisting in raising a bond issue 
for new buildings resulting in full-time ed- 
ucation, medical, and recreation programs 
for all children; Third Award to V.A. Hos- 
pital, Sheridan, Wyoming (E. S. Post, man- 
ager) for developing therapeutic optimism 
throughout the hospital by good administra- 
tive and educational practices; Honorable 
Mention to Polk State School, Pennsylvania 
(Gale H. Walker, superintendent) for estab- 
lishing effective TB treatment and control 
programs; Honorable Mention to Anna 
State Hospital, Illinois (R. C. Steck, super- 
intendent) for the introducation of menta 
health education program; Honorable Men 
tion to Sonoma State Home, Eldridge, Cal- 
ifornia (Charles Ludwig, clinical director) 
for establishing preadmission diagnostic 
service that has cut down waiting lists for 
urgent cases. 

At the business session on May 8, Dr. 
Ivan C. Berlien offered the following resolu- 
tions from his Committee: 

1. Resolved, That the President and Menm 
of The American Psychiatric Association, conven al 
in Los Angeles, California, for their rogth Annt: 
Meeting, do hereby express their appreciation to 
their esteemed fellow physician, E. Vincent Askey, 
M.D., Past-President of the California Medi 
Association, and Vice-Speaker of the American 
Medical Association, for the cordial welcome that 
he accorded us and our Association upon the occa 
sion of our Official Opening of this Convention. 


k 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


2II 


ea) __ soem Oe o at 


2, Resolved, That the Association, now assem- 
bled, herewith express and record our esteem and 
gratitude to its distinguished President, D. Ewen 
Cameron, for his forceful and wise leadership under 
which our Society has experienced real growth, 


and rich benefits during the past year. His interest. 


and devotion to the promotion of better relation- 
ships between our Association and its District 
Branches and Affiliate Societies deserves special 
commendation. 

3. Resolved, That the Association herewith grate- 
fully express its appreciation for the unfailing and 
tueless devotion to the numberless and exacting 
tasks during this meeting and throughout the year, 
to the Officers, Members of Council, Section and 
Committee Chairmen, and Secretaries. 

4. Resolved, That we, Fellows and Members of 
the Association, do herewith extend our sincere 
thanks and. acknowledgment for their enthusiastic 
never-failing service to us throughout the past year 
to Dr. Daniel Blain, Mr. Austin Davies, and their 
valiant staffs who labor mightily but very often 
unseen and unheralded to the end that the rapidly 
multiplying affairs of our Association continue to 
result in real gains and many benefits. 

5. Resolved, That once more we warmly record 
our now really great debt of gratitude to Dr. 
Clarence B. Farrar who has long served with dis- 
tinction as our Editor of The American Journal of 
Psychiatry. 

6. Resolved, That the thanks of the Association 
be extended to the members of the Working Press 
who have so sympathetically and generously re- 
ported and recorded the Scientific Proceedings of 
our rogth Annual Meeting. 

7. Be It Resolved, That our warm thanks and 
appreciation be now made of record to Dr. Cullen 
Trish and Dr. Edwin E. McNeil, Chairman and 
Co-chairman, respectively, of the Arrangements 
Committee, whose magnificent Committee, under 
their inspired leadership, made possible for us one 
of the most memorable Annual Meetings in the 
history of the organization. 

8 Resolved, That in no less measure, this Asso- 
ciation pay special tribute to those two gracious 
ladies and to their Committee Members, Mrs. Glenn 
Myers, Chairman, and Mrs. Charles Tidd, Co- 
chairman of the Ladies Committee, who so success- 

lly planned to make this meeting deserving of a 
falss Pleasant memory for both our ladies and our- 
m Be It Resolved, That our membership here- 
Di express its warm thanks to Mr. Alan Pollock, 

irector of the Los Angeles Chamber of Com- 
RS Mr. Richard Hewitt, and Mr. Maurice 
ES et „both of the Statler Hotel staff, for the 
ae Lae and helpt acts of service and pies 

o us in i ing out this 
Successful meeting, planning, andy cane 


10. Resolved, That we, as an Association and as 
members, again most cordially extend our thanks to 
Dr. David Young and his Committee on Program 
for the excellent and gratifying program which we 
have enjoyed at this ro9th Annual Meeting. 

11. Be It Resolved, That the Association likewise 
and in fullest measure express thanks to Dr. Wil- 
fred Bloomberg, Chairman, and to his Committee 
on Public Education and Relations, and also to 
Mr. Robert Robinson of the Administrative Staff 
for their really outstanding work throughout the 
year and at this meeting. 

12. Your Committee again this year has observed 
with humility the activities of our energetic, but 
patient Budget Committee, and therefore recom- 
mends that: 

Be It Resolved: That once more the Association 
acknowledge with gratitude the untiring and suc- 
cessful labors of Dr. Robert Felix and all the 
members of the Budget Committee who have with 
wisdom and forbearance again achieved that mod- 
ern day miracle—a balanced budget. 

13. WHEREAS, We, the members of the Associa- 
tion have richly enjoyed both scientific and social 
functions during this 1o9th Annual Meeting, and 

Wuenreas, lasting benefits in no small measure 
have accrued to us throughout the meeting, 

Be It Resolved, That we return to our homes, 
and work to maintain and enhance the aims and 
goals of psychiatry with a renewed spirit and 
strength, looking forward to reconvening a year 
hence with our friends and hosts in St. Louis. 

This report of the Committee on Resolutions was 
duly approved. 

The Secretary, Dr. Gayle, reported important ac- 
tions of Council at its meeting on May 7, including 
proposed Regulations Governing District Branches 
and Affiliate Societies as amended by action of the 
Assembly of District Branches, and adopted, as 
amended, by Council. On motion, duly seconded, 
the report of the Secretary was accepted. Dr. 
Winfred Overholser, member of the Budget Com- 
mittee, presented the budget for the coming year, 
which was duly adopted. Both these reports appear 
separately as a part of these Proceedings. 

Dr. Cameron, with appropriate words, presented 
the gavel of office to Dr. Kenneth E. Appel, who 
assumed the presidency of the Association. Dr. 
Appel made a few remarks with regard to areas 
in which he thinks special opportunities exist for 
growth and development of the Association. These 
are the area of personnel resources of the Associa- 
tion, the area of education, and the area of public 
relations. Dr. Appel asked Dr. Overholser to pin 
the Past President’s badge on Dr, Cameron, and 
this done, adjourned the business meeting of the 
tooth annual meeting of The American Psychiatric 
Association. 
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LIST OF DECEASED MEMBERS AS READ AT THE 
1953 ANNUAL MEETING 


Clarence A. Neymann, Chicago, Iil IQ5I 
Paul L. Barnes, Phoenix, Ariz....... 1951 
Ernest A, F. Hirrschoff, Glen Ridge, N. 1951 
Robert H. Rea, Fort Steilacoom, Wash. IQ5I 
Onnie Earle Stevenson, Parsons, Kans 1951 
Willis E. Manney, Wadsworth, Ki 1051 


Died Dec, 18, 1951 
.-Died Feb. 1, 1952 
.-Died Feb. 6, 1952 
«Died Mar. 5, 1952 
..Died Mar. 31, 1952 
..Died April 2, 1952 
- Died April 3, 1952 
Died April 11, 1952 
Died April 23, 1952 
Died April 27, 1952 
Died April 29, 1952 
Died May 2, 1952 
Died May 12, 1952 
Died May 24, 1952 
Died May 25, 1952 
Died May 25, 1952 
Died May 28, 1952 
Died May 28, 1952 


John R. Ostfield, Fargo, N. Dak.. 
Seth F. H. Howes, Franklin, Mass. 
Milburn W. Kemp, N. Madison, Ind, 
Herbert G. Mc Mahan, Westville, Ind.. 
Harrie M. Quackenbos, Lynchburg, V: 


Edgar Maule Blew, Abington, Pa. 
Doris T. Braislin, Rutland, Vt. 
Alan D, Finlayson, Cleveland, 
James Watson, Lakewood, Ohio.. 
Chester Lee Carlisle, Palo Alto, 

Weldon Kenneth Ruth, Denver, Col 
Jacob Copel Kaplan, Cincinnati, Ohio. 
Samuel Richard Rosen, New York, N. 
S. Eugene Barrera, Albany, N. 
Fateh ti pan Cera! a 
oseph L. Cummings, Poughkeepsie, 

Arthur P. Hasking, Jersey City, N. J. 


John J. O'Donnell, Erie, Pa........ Died May 29, 1952 
Robert B. Lamb, Harmon on Hudson, Died June 1, 1952 
Alfred T, Gundry, Catonsville, Md...... Died June 5, 1952 
George William Reeves, Farmington, Mo. Died June 21, 1952 
Phillip Work, Gulfport, Miss............. Died July 1, 1952 
Edmund W. Miller, Anoka, Minn..... Died July 9, 1952 
Marcus Guensberg, Kaneohe, Oahu, T.H.. Died July 11, 1952 
John D. O’Brien, Canton, Ohio ........ Died July 16, 1952 
Charles Brent Sullivan, Boston, Mass. Died July 2 1952 
Carl Tillman, Oakland, Calif... ..... Died July 28, 1952 
Robert A. Kidd, Columbus, Ohio. Died Aug. 1, 1952 
Thomas F., Neil, Sligo, Pa......ecs.eseeeees Died Aug. 3, 1952 
Newdigate Moreland Owensby, Atlanta, Ga.. Died Aug. 10, 1952 
Clarence H, Bellinger, Brooklyn, N. Y...... Died Aug. 12, 1952 
James Francis McDonald, New York, N. Y. Died Aug. 13, 1952 
Manfred L. Gorten, Newark, N. J......... Died Aug. 31, 1952 
Albert S. Palombo, Brooklyn, N. Y... -Died Sept. 7, 1952 
Herbert W. Stein, Washington, D. C.. .Died Sept. 13, 1952 


-Died Sept. 27, 1952 
oaks oe II, 1952 
T r i -Dii ct. 31, 1952 
R, M. Ritchey, Millbra, Calif....... «Died Nov. 3g 1952 
-..Died Nov. 11, 1952 
...Died Nov. 11, 1952 
-+.Died Nov. 16, 1952 
«..Died Nov. 25, 1952 
. -Died Dec. 4, 1952 


Frederick H. C. Baugh, Guelph, Ont, Can.. -< -Died 6,1 
Gilbert M. Beck, Buffalo, N. +. Died fr: 9, fon 
Chester Earle Johnson, Jr., Meridian, Miss -..Died Jan. 9, 1053 


Lillian Delger Powers, Kentfield, Calif. 


SE Di fi 
Baltazar Carayedo, Lima, Peru..... Al eaen 12, 1953 


1953 
6, 1953 
1953 
1953 
1953 
8, 1953 
1953 
1953 
1953 
1953 
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SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE COMMITTEE 
MAY 1952 TO MAY 1953 


This report is of necessity limited to a brief 
summary of the principal activities and important 
actions of the Executive Committee and the Coun- 
cil. No reference is made to the many routine 
matters that require attention at every meeting. 
Only actions of the Executive Committee that do 
not require the approval of Council are reported 
under Executive Committee: meetings since matters 
that require approval are reported from Council. 

Executive COMMITTEE MEETING, JUNE 22, 1952: 
Established a routine procedure for the preparation 
and correction of all Minutes. Decided not to 
authorize special badges for Life Members at this 
time. Granted a request of the CIB that the APA 
approach Councils of State Governments regarding 
support for the CIB. Dr. Blain was asked to im- 
plement this action. Requested Committee on Con- 
stitution and Bylaws to formulate a constitutional 
amendment regarding the machinery for auditing 
the affairs of the Association. Adopted a resolution 
implementing actions of Council with regard to 
changes in the financial setup of the Association, 
namely, designating the Chase National Bank as 
custodian of the General Investment Fund and 
Franklin B. Kirkbride as investment advisor; 


_ depositing U.S. and Canadian bonds, approximate 


value $18,057 in the General Investment Fund, 
transferring cash from the Capital Account, approx- 
imately $5,048, and cash from the Reserve Account, 


approximately $10,055, to the General Investment 


Fund; transferring from the Surplus Account 


_ approximately $2,000 to the General Investment 


Account, and authorizing the Treasurer to secure 
written advice from Franklin B. Kirkbride, Inc., on 
the investment of funds in the General Investment 
Account, and authorizing the Custodian, the Chase 
National Bank, to carry out such investments. 

Referred to the Committee on Preventive Psy- 
chiatry a request from the Round Table on Psy- 
chiatric Problems in Marriage and Parenthood for 
a standing committee in this field. Because of fi- 
nancial considerations declined to participate with 
the Association of American Medical Colleges in 
a project to review psychiatric films. 

Executive COMMITTEE MEETING, SEPTEMBER 14, 
1952: Referred to the Membership Committee the 
Hee of the desirability of limiting Associate 
x embership to persons who have been in the prac- 
ice of psychiatry no more than 3 to 5 years. De- 
oa not to authorize a standing committee on 
AS Mental Health as requested by the Round 
PAE, on College Mental Health but to assign this 
ik an the Committee on Academic Education and 
aah tele to the Committee. Received the 
tern of the CIB stating its needs for more money 
ae een ev the end of the fiscal year. Dis- 
Ba Possible sources of funds, and instructed the 
mie Committee to review the budget of the CIB 
ee its Chairman, Received report of the Nom- 

ng Committee of officers for 1953-54. Re- 


quested the Medical Director to explore further 
the matter of a request from the World Federation 
for Mental Health that the APA participate in the 
development of a section on mental health with this 
Federation. Decided to collect further data on the 
mental health and psychiatric situation in the Car- 
ibbean and Central America, but to defer an on-the- 
spot survey for further consideration. 

Councit MEETING, OCTOBER 31 AND NOVEMBER I, 
1952: Received interim report of Long Term 
Planning Commission, discussing problems which 
should be taken up by this Commission, such as, 
financlal setup and proper budgeting, functioning of 
committees, problems incident to growth in mem- 
bership, etc. Approved resignations and changes 
of status of certain members and determined pro- 
cedure for more expeditious handling of resigna- 
tions in the future. Discussed means of increasing 
the number of Corresponding Members and decided 
to continue policy of sending all APA publications 
to Corresponding Members free of charge. Voted 
approval of the following new District Branches: 
Nassau (N.Y.) District Branch; Bronx (N.Y.) 
District Branch; New York County (N.Y.) Dis- 
trict Branch; and South Central (La. and Miss.) 
District Branch. Endorsed policy of authorizing 
the Executive Committee to refer certain topics to 
the district branches for discussion and opinion. 
Received a report on the feasibility and desirability 
of organizing a Women’s Auxiliary to the APA, 
but decided to give this matter more consideration 
and take it up again at a later date. Approved the 
report of the Ethics Committee which was given at 
the May 1952 meeting with certain changes as 
made by the Executive Committee. Referred func- 
tions of the ad hoc Committee on Endowment 
Funds to the Committee on Public Education and 
Relations, and discharged this ad hoc Committee 
with thanks. Approved the appointment of Dr. 
Henriette R. Klein to the Committee on Membership 
to replace Dr. Douglas Orr. Approved the appoint- 
ment of an ad hoc Committee to Study Problems of 
Psychiatric Outpatient Clinics. 

At the request of this Committee, changed the 
name of the Committee on Psychiatric Social Work 
to the Committee on Social Work. Approved the 
request of the Committee on Psychiatric Nursing 
and the Committee on Hospital Standards and Poli- 
cies that a conference of psychiatric aides and other 
interested medical and nursing groups be held to dis- 
cuss the recognition and training of psychiatric aides 
and technicians. Approved a report of the Com- 
mittee on Clinical Psychology concerning the licen- 
sure of clinical psychologists, and voted that copies 
of this report be sent the district branches and sec- 
retaries of State Medical Societies. Appropriated an 
amount not to exceed $1,000 to the Committee on 
Clinical Psychology to meet with representatives of 
the American Psychological Association to attempt 
to reach an agreement to clarify the relation of 
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psychiatry to psychology. On the recommendation 
of the Committee on Academic Education, asked Dr. 
Blain, Dr. Stevenson, and Dr. Felix to study and 
make recommendation concerning a “clearing house” 
to coordinate mental health activities of the APA, 
NAMH and NIMH. Referred to the Committee on 
Membership a recommendation of the Committee on 
International Relations that the election of all Cor- 
responding Members be endorsed by this latter 
Committee. On the recommendation of the Com- 
mittee on Veterans Affairs, requested the Secretary 
to write a letter to the Medical Director of the VA 
protesting the recent reduction of Consultant and 
Attending Services in the VA budget. On the sug- 
gestion of the Committee on Public Education and 
Relations, decided to put in the Newsletter a mem- 
orandum to the effect that it would be helpful if 
members writing for national lay magazines would 
inform the Medical Director of the topic, time of 
publication, etc., so that other writers may know that 
the subject is being covered. Determined that all 
publicity with regard to the Endowment Fund of the 
Association should be handled by the Committee on 
Public Education and Relations, and approved a 
plan of this Committee for publicity. Adopted a 
plan suggested by the Committee on Public Edu- 
cation and Relations by Dr. Stevenson whereby 
any matter, such as material in the lay press, legisla- 
tion, etc., which demands an immediate comment by 
the APA, may be handled by the President, Presi- 
dent-elect and the Chairman of the Committee on 
Public Education and Relations or the Medical Di- 
rector, or by any of these, subject to the approval of 
2 others of those named. Approved a suggestion of 
the Committee on Public Education and Relations 
that the Newsletter and Mail Pouch be sent to a 
number of leading journalists as a means of keeping 
them informed of developments in the field of psy- 
chiatry. 

Approved a conference between the CIB and 
NCMH to explore their joint problems. Received 
with thanks the report of the Medical Director and 
Executive Assistant concerning the activities of their 
respective offices, Voted to hold the Annual Meeting 
in Atlantic City in 1955, in Chicago in 1956 and in 
New York in 1957. Received the 1eport of the CIB, 
adopting a resolution recommended by it that the 
Committee on Psychiatric Hospital Standards and 
Policies be requested to study and clarify the defini- 
tion of licensing, inspecting and reporting of private 
psychiatric hospitals; and stating its approval of the 
idea of formal reports of the CIB being open to the 
public after 3 months, provided the state authorities 
agree. Thanked Dr. Davidson for codifying the 
actions of the Executive Committee and Council over 
a period of 5 years, and requested that this codifica- 
tion be continued. Endorsed the recommendation of 
the Committee on Research that a section of the 
Journat be established for the publication of such 
special reports as the Regional Research Conference 
reports as the Editorial Board sees fit to publish. 
Voted, subject to the approval of the Journat Edito- 
rial Board, that the JourNAL rates be raised to $12.00 
per annum as of July 1, 1953. Approved the request of 
the Committee on Medical Rehabilitation for per- 
mission to gather data on rehabilitation programs in 
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the U.S. and approved liaison between this Commit. 
tee and the Congress on Physical Medicine and Re- 
habilitation to study the establishment of sheltered 
workshops in the rehabilitation of the physically 
handicapped. At the request of the Committee on 
Medical Education, voted that the APA will be 
officially represented at the meeting of the World 
Medical Association in London in the summer of 
1953; and also voted that the Medical Director, in 
collaboration with this Committee, be requested to 
prepare a brochure briefly describing all recognized 
psychiatric training programs. Granted to certain 
committees additional appropriations which were 
requested and found necessary. Received the report 
of the Budget Committee and approved the general 
principle outlined by this Committee of attempting 
to outline the general program and emphasis in ad- 
vance for the guidance of the Budget Committee, 
Approved recommendations of the Committee on 
Constitution and Bylaws for amendments to the 
section concerning auditors. Received and approved 
with thanks the interim report of the Committee on 
Program. Requested the Committee on Constitution 
and Bylaws to draft an amendment to Article VII 
of the Bylaws providing that a section may be dis- 
solved by action of Council and approval of the 
Membership, or by vote of its own membership. On 
the recommendation of the Program Committee, 
established a Section on Psychotherapy. Passed a 
resolution expressing appreciation to Dr. John 
Whitehorn and Dr. John McK. Mitchell, of the 
Association of American Medical Colleges, for their 
services in connection with the Conferences on 
Psychiatric Education. At the request of the Board 
of Tellers, voted that it be the sense of Council that 
the Board of Tellers should serve as a body regulat- 
ing the election in the Association, and in accordance 
with the Constitution and Bylaws, that it supervise, 
coordinate, and assist in the preparation of ballots 
and the tallying of ballots. Received the report of 
the ad hoc Committee on Qualifications and Train- 
ing for Mental Hospital Administrators, and em- 
powered this Committee to find ways and means for 
the establishment of minimal and optimal qualia 
tions in the field of hospital administration for chi 
executive officers of mental hospitals; the estab 
ment of criteria for training programs in this field; 
and the establishment of an agency to certify T 
competency of mental hospital administrators who 
are psychiatrists. Received the report of the ad Mes 
Committee on Affiliate Societies and eee 
Branches with regard to 3 questions submitted 
these societies and branches. The question of wra 
a Council representative designated to care for 4 
needs of each area seemed to be answered in tie 
negative. On the question of certification or licen: 
sure of psychologists, the replies were almost ee 
imous in favor of certification and opposed to licen 5 
ing. The replies were in favor of a question-ani 
answer column in the Newsletter. 1 
Executive COMMITTEE MEETING, DECEMBER is 
1952: Discussed the Assembly of District Ban 
and decided that publicity should be given the urg 
tions of the Assembly, indicating the antier 
value of the Assembly as a means of communi a0 
tions; transmitted to the District Branches for 


LS =- A 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


215 


a es as 


expression of opinion 3 topics, (1) inspection and 
rating service, (2) single versus multiple nomina- 
tions, and (3) desirability of a women’s auxiliary. 
Because of reported’ restrictions and concellations 
of malpractice insurance particularly with regard to 
electric shock therapy, authorized the executive 
assistant to continue exploration into this matter. 
Received a progress report from the ad hoc Com- 
mittee on APA Services to Mental Hospitals. 
Authorized the Treasurer to make application to the 
Treasury Department for a certification to enable the 
APA to receive Endowment Fund gifts on a tax- 
free basis. Considered an article on antabuse in the 
Reader's Digest which Dr. Bloomberg considered 
contrary to the best interest of psychiatry, and re- 
affirmed the stand of Council with respect to the 
desirability of the Committee on Public Education 
and Relations taking whatever action seems desir- 
able in such instances. Dr. Blain reported on his 
trip to Geneva to participate in the Expert Com- 
mission meeting of the World Health Organiz- 
ation, Received Dr. Blain’s report that a grant of 
$12,000 has been secured from the U.S. Public 
Health Service for a Conference on the Evaluation 
of Therapies. Received Dr. Blain’s report that the 
Guide to Approved Training Centers and the 
Guide to Planning for Training Schools are being 
accomplished in his office. Directed the Medical 
Director to write a letter expressing regret at the 
conflict in dates of the APA Annual Meeting and 
the N.Y, State Medical Society meeting. Asked 
the Committee on Research to consider the problem 
of communications at the Annual Meeting, and if 
they approve, to approach the appropriate depart- 
ment of a university to undertake a study of this 
problem, Decided to send an annual letter over 
the signature of the President to all Corresponding 
Members. Agreed that surpluses from Regional 
Research Conferences should remain with the 
university wherever that university has assumed the 
nancial responsibility for the conference. 
Executive ComMITTEE MEETING oF FEBRUARY 8, 
1953: Referred to the Executive Assistant the 
matter of having an insurance company draw up an 
Accident and Health Insurance Plan for the APA 
similar to one now being developed by the American 
College of Physicians. Referred to the Committee 
on Therapy the problem of drawing up standard 
Procedures to be followed in the administration of 
electric shock to be used in assisting our negotia- 
tions with insurance companies for malpractice in- 
surance, Directed that a notice concerning the 1954 
yuerence of the World Federation for Mental 
ealth be inserted in the Newsletter. Asked the 
i ttee on Public Health to explore the possibil- 
ae of establishing a closer working relation with 
le American Public Health Association, Granted 
a Zequest from the NAMH that a letter be sent 
in members asking their support in its forthcom- 
ie campaign, that an editorial be written for the 
of TNA supporting the campaign and also a series 
me paes in the Newsletter. Requested the Com- 
velop on Research to be responsible for the de- 
of ek of the psychiatric program at meetings 
. American Association for the Advancement 
cience, Recommended to the Committee on 


Membership the name of Dr. Robert Gaupp for 
Honorary Membership. Received a progress report 
from Dr. Blain on his studies of orgone therapy. 
Voted that a letter be sent out to members of APA 
who practice this procedure asking as to the method 
and practice of this treatment and the location of 
other members practicing this therapy. Approved 
in principle the recommendations of UNESCO 
relative to the preparation and publication of 
Synopses. Sent a letter to UNESCO respectfully 
recommending that matters pertaining to mental 
health be considered by them in their program. 
Decided to explore the possibility of a conference 
of representatives of major psychiatric and mental 
health associations in the U.S. and Canada. Dis- 
cussed reports published by a special committee of 
the California Medical Association concerning the 
Stockton Pilot Study, carried on under the direc- 
tion of the California Department of Mental Hy- 
giene. Action had been requested by certain APA 
members on the ground that the report is not 
justified. Determined to refer the matter to the 
Committee on Research. 

Executive COMMITTEE MEETING or MARCH 15, 
1953: Discussed the means by which a closer 
working relationship between the standing com- 
mittees of the APA and the committee structure of 
the district branches and affiliate societies might be 
achieved. With regard to attempts of organized 
groups of clinical psychologists to obtain recogni- 
tion of the right to practice psychotherapy, dis- 
cussed various means of combating this movement 
which will go to Council for approval; asked the 
Medical Director to communicate with the Sec- 
retary of the N.Y. Medical Society and Senator 
Milmo indicating APA support of a bill changing 
the N.Y. Medical Practice Act. Received a report 
from Dr. Leo H. Bartemeier concerning his meet- 
ing with representatives of psychiatric technicians 
and yarious nursing groups in Chicago in Feb- 
ruary. After discussion, denied a request from the 
Committee on Ethics for additional funds to hold a 
meeting prior to the Annual Meeting. Requested 
the Medical Director to explore the possibility of 
a closer relationship with the National Mental 
Health Committee, and asked him to seek the assist- 
ance of the Committee on Public Education and 
Relations in his approach to this organization. 
Discussed the fact that, if the new applications for 
district branch status are approved by the member- 
ship, the Assembly of District Branches would 
be established automatically, and directed the Sec- 
retary to announce this fact to the membership 
with a statement as to the time and place of the 
first meeting. Determined that the work of chap- 
lains in psychiatric institutions should be included 
within the terms of reference of the Committee on 
Medical Rehabilitation. Referred to the Committee 
on Hospital Standards for review a document, pre- 
pared by the Group for the Advancement of Psy- 
chiatry entitled, Outline to be Used as a Guide to 
the Evaluation of Treatment in a Public Psychi- 
atric Hospital. 

Counc. Meretincs or May 2 AND 3, 1053: 
Voted to approve and present to the membership 
the following district branch applications: Central 
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California, Southern California, Colorado, Quebec, 
North Pacific (Ore. Wash., British Columbia), 
and Virginia. Voted to refer to the Executive 
Committee for further consideration the application 
for district branch status of a group in Kansas 
who wish to pull out of the Mid-Continent District 
Branch and become a separate Branch. Approved 
for presentation to the membership the application 
of the Finger Lakes Neuropsychiatric Society to 
become an Affiliate Society. Authorized as current 
operating policy a provision that each and any 
APA member having proper geographical qual- 
ifications, should, on his application, be accepted as 
a member of the district branch in his area; or, if, 
in the opinion of the district branch, he is not ac- 
ceptable, such information as is pertinent to his 
status be referred to Council for appropriate ac- 
tion; no APA Member should be compelled to 
become a member of a district branch. Approved 
the appointment of Dr. D. Ewen Cameron as APA 
delegate to the World Medical Association Con- 
ference on Undergraduate Education to be held in 
London in August 1953. Received and approved, 
with certain amendments, Report of the ad hoc 
Committee on APA Services to Mental Hospitals, 
and discharged this Committee with thanks. Ap- 
proved the addition of 1 new member to the 
Committee on Nomenclature and Statistics. Asked 
the Budget Committee to amend the budget to 
show that $12,000 has been given the Association 
by the U.S. Public Health Service for a Conference 
on the Evaluation of Therapy. Approved action of 
the Executive Committee in having set up an ad 
hoc Committee to consider policies required to 
control the arrangements for the membership list. 
Voted to recommend to the membership ammend- 
ments to the Constitution changing the terms “Cor- 
responding Members” and “Honorary Members” to 
“Corresponding Fellows” and “Honorary Fellows.” 
Considered a proposed Constitutional amendment 
concerning the dissolution of a section, but referred 
it back to the Committee on Constitution and By- 
laws for further study. Determined that the APA 
offices in N.Y, should remain at the present location 
for another year and renewed the lease on the 
Washington offices for 2 years. Approved in 
principle the installation of an Office of Information 
in the Medical Director’s office. Approved the 
following actions of the Executive Committee 
with regard to attempts by clinical psychologists 
to obtain recognition of the right to practice 
psychotherapy: took steps to set up a model 
certification bill for clinical psychologists for rec- 
ommendation to the states and also steps to bring 
about desirable changes in the Medical Practice 
Acts of the states ; authorized statements for release 
to the states concerning the need for careful pro- 
fessional preparation and for the protection of the 
public against the practice of medicine by un- 
qualified persons; took steps to bring this matter 
to the attention of the AMA and the NAMH; 
asked Dr. Blain to communicate the situation to 
the District Branches and Affiliate Societies and 
ask that they work with their local state medical 
societies, press, and radio, etc., in combating the 
situation. Approved appointment of Dr. Jacques 
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Gottlieb as APA representative on the National 
Research Council. Approved, with some changes, 
the recommendations of the ad hoc Committee on 
Qualification and Training of Mental Hospital Ad- 
ministrators that the APA establish a standing 
committee for the certification of mental hospital 
administrators, that this Committee set up stand- 
ards for such certification, to administer examina- 
tions to some classes of candidates and to certify 
qualified applicants, Approved the setting-up of 
an ad hoc Committee on Aging. Approved the 
action of the Committee on Membership with re- 
spect to a roster of names for membership and i 
change of status. Adopted recommendations of the 
Committee on Membership, as follows: that the 
dues of an Associate Member be the same as for a 
full Member after 5 years; that Members or 
Fellows will not be permitted to revert to Asso- 
ciate Membership; that an original applicant for 
membership will not be considered for Associate 
Member if he is eligible for full Membership; that 
certain principles, as outlined, be followed in ad- 
vancing a Member to Fellow; and that all applica- 
tions for Corresponding Fellow be referred where 
possible to the Committee on International Re- 
lations and that all Corresponding Fellows be 
sponsored by at least 2 Fellows of the Association. 
Received with thanks the report of the Medical 
Director, the Editor of the Journ, the Nursing 
Consultant, and the Executive Assistant. Voted 
that the APA publish the annual List of Members 
as soon after this meeting as possible. Elected Dr. 
Karl Bowman and Dr. Jerome Frank as members 
of the Hofheimer Prize Board. Received the Re- 
port of the American Board of Psychiatry and 
Neurology, and elected Dr. Henry Brosin a mem- 
ber of this board. Authorized the use of a fund of 
$5,000 for the publication of the Proceedings of the 
Second Conference on Psychiatric Education which 
would be refunded from sale of these Proceedings. 
Appointed The Honorable Warren MaGee as 
attorney for the APA. Voted to hold the 1954 
Annual Meeting in St. Louis, May 3-7. Endorsed 

a strong liaison between the APA and the Academy 

of General Practice. Approved for presentation to | 
the Membership the acceptance of the Los Angeles 1 
Society of Neurology and Psychiatry as an Affiliate 
Society. Referred to the Executive Committee 4 
proposed Health and Accident Insurance Plan with 
power to start negotiations if they approve 
Approved the formation of a “Federation of Na- 
tional Psychiatric Societies.” Voted to empower the 
Committee on a Permanent Home for the APA ja 
bring in a plan to raise money to buy a permanen! 
home and to ask this Committee to select a site # 
early as possible. Authorized the President to 
appoint an ad hoc Committee on the eee 
Aspects of Psychiatric Practice. Approved 
Report of the Committee on Divisional Meetiont a 
the APA that a divisional meeting be held on ‘i 
West Coast at the time of the Annual Mecha 
Atlantic City in 1955. Authorized the release oA a 
statement that the APA recognizes Mental He 3 
Week and wishes to support the NAMH and eena 
mend Dr. Davidson. Accepted the recommen n 
tions as negotiated with the Joint Commission 
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Accreditation of Hospitals, as follows: that the 
‘APA continue to survey and rate psychiatric hos- 
pitals in the U.S. and Canada; that the Joint 
Commission accept the ratings of the APA and 
publish them in their annual list of accredited hos- 
pitals; that the Joint Commission issue certificates 
to fully accredited psychiatric hospitals; that the 
APA accept the standards of the Joint Commission 
jn rating other than psychiatric (departments in 
psychiatric hospitals, and the Joint Commission 
accept APA standards in rating psychiatric depart- 
ments in general hospitals. Determined that the 
Chairmen of the Coordinating Committees should 
meet with the Executive Committee in order to 
have closer committee contact with that body. 
Approved a proposal of the Committee on Public 
Education and Relations that this Committee pre- 
pare and release to newspapers, law journals, etc., 
a statement concerning the APA Endowment Fund 
and the fact that gifts to it are tax free. Authorized 
the Committee on Public Education, with the 
Medical Director’s office, to take action to apprise 
legislators of the APA’s support or rejection of 
legislation or appropriations affecting mental health. 
Voted to change the name of the Committee on 
Public Education and Relations to the Committee 
on Public Information. Authorized the Medical 
Director, with the advice of Council, to bring to the 
governor of a state the standards and policies of 
the APA, and give publicity to the fact, when a 
mental hospital administrator is under pressure or 
ping manipulated politically, Discussed APA re- 
tions with the AMA Committee on Mental 
Health, and set up 2 Committees, one to plan a 
joint conference for the exchange of ideas, the 
other, an ad hoc Committee to study our relations 
et a ston of the AMA concerned with men- 
ealth, 
Counc, Merere or May 7, 1953: Received 
et announcement of the following appoint- 
s to the inati ittee: Dr. Henry 
Brosin, Chairman, D WA eee James 
Wall, Leo Bartemeier, and Frank Luton. Approved 
es. pease to the Committee on 
ership: Dr. H A ill, Chairman, 
Drs, John D. Griffin Henriette R Klein, Alex- 
us Simon, Joseph Barrett, and Wilbur Miller. 
proved the continuance of the following ad hoc 
5 mmittees: Civilian Defense, Permanent Home 
ai APA, Old Age, and Relations between APA 
Wake Elected Dr. Francis J. Gerty and Dr. 
Abas aes to the Executive Committee. Re- 
è $ 
Paica SER of be ad aD Co on 
E no ces, an continu the Committee 
iia A out a personnel policy that the APA 
Com Me hee nce report of the ad hoc 
a re ich listed 
number of pleas ea ilar cape ; acs 
to cover, and voted b : pies 
Ee tung ed to continue this ad hoc commit- 
to toordtinte AG Ge ae hat i ae 
ommittees in the Professi tot E E 
Received i e Professional Standards group. 
ssembly eek of the first meeting of the 
ations, as Foli tt Branches and its recommen- 
2 ws: that the Nominating Commit- 
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tee present multiple nominations; that the Assem- 
bly approves of statements already made by Council 
concerning the value of clinical psychologists, and 
the necessity that clinical psychologists be under 
the responsible direction of a physician when per- 
forming diagnostic or therapeutic functions; that 
the district branches can effectively cooperate with 
local and state organizations to guard the health 
and welfare of the public through legislation, edu- 
cation, etc., if they are given information from the 
Medical Director’s office; that local steps can be 
taken to solve the problems of the rating and 
inspection of mental hospitals if a copy of the CIB 
report is sent to an authorized officer of the Dis- 
trict Branch as confidential information at the same 
time it is sent to the Commissioner of Hospitals in 
the district involved, that the period before the 
report is made public be shortened to 30 days, and 
that the district branch be permitted, after consul- 
tation with the CIB, to make use of the material in 
the report if they see fit. The Assembly recom- 
mended changes and deletions in the Regulations 
Governing District Branches and Affiliate Societies 
for Council’s consideration. Council went on record 
as welcoming the establishment of the Assembly, 
thanking them for their first report, and recording 
themselves as looking forward to receiving the 
thinking and advice of the Assembly on matters of 
concern to the Association which Council expects, 
from time to time, to refer to the Assembly. Re- 
ceived the report of the Committee on Psychiatric 
Nursing that it had accepted the recommendations 
of the ad hoc Committee on Mental Hospital Serv- 
ices and would proceed to implement parts appli- 
cable to it. Referred to the Committee on Hospital 
Standards and Policies a change in the Revised 
Standards for Mental Hospitals, suggested by the 
Committee on Psychiatric Nursing, which would 
delete the paragraph referring to basic schools 
of nursing in mental hospitals and add a statement 
indicating approval of basic schools of nursing in 
psychiatric institutions which meet approved edu- 
cational standards. Approved recommendations of 
the Committee on Clinical Psychology with respect 
to ways and means of making a more determined 
effort to create a joint solution with the American 
Psychological Association of problems involved in 
the relation of psychology and psychiatry ; decided 
to continue the Committee on Clinical Psychology, 
with a high continuity of personnel and possibly 
additional members, to work, with a similar Com- 
mittee from the American Psychological Associa- 
tion on these problems; to authorize this Commit- 
tee to have a budget of $3,000 and to authorize it 
to receive funds from outside the Association for 
its work. Changed the name of the Committee on 
Leisure Time Activity to The Committee for Co- 
operation with Leisure Time Agencies, at its re- 
quest. Adopted a resolution proposed by the Com- 
mittee on Veterans that Council condemn a bill 
extending again the liability for multiple sclerosis 
as unscientific and without basis in psychiatric fact 
to be forwarded to the House of Representatives 
Committee on Veterans Affairs. Received a report 
that the Committee on Public Information, had 
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prepared a telegram regarding budget cuts as they 
affect the NAMH : Discussed the question of what 
to do about committee members who are inactive, 
and referred the question to the Executive Commit- 
tee for study and a suggested plan. Endorsed a 
resolution protesting an Executive Order which 
states that there is a security risk where an em- 
ployee has had an adjudication of insanity, or treat- 
ment for a serious mental or neurological disorder 
without satisfactory evidence of cure. Approved a 
statement of standards for electroshock treatment 
as presented by the Committee on Therapy, and 
authorized its circulation through the Mail Pouch. 
Received the report of the Committee on Ethics 
relative to psychiatrists charging fees to physicians 
and their dependents, and voted that it be the sense 
of Council that it be ethical for a physician to levy 
fees, negotiated before treatment, against a physi- 
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cian-patient or his dependents if the services in- 
volved are likely to be prolonged. Requested the 
Secretary to write Mrs. Hobby, Secretary of the 
Department of Health, Education and Welfare, and _ 
express the gratification of this Association at the | 
establishment of the new Department and pleasure | 
at her appointment, and invite her to speak at the | 
1954 Annual Meeting. Voted to recommend to the 
membership the inclusion of the Territory of Alaska 
in the area of the North Pacific District Branch, 
Received the Report of the Budget Committee and 
approved it with the addition of an appropriation 
of $5,000 from the reserves to be used for further- 
ing the work of the Committees. Discussed the 
financial situation of the Association, and requested ` 
the Executive Committee to study a way in which 
this problem of financing the Association can be 
accomplished. 


May 2, 1953 


REPORT OF TREASURER FOR YEAR ENDING MARCH 31, 1953 


I. Income (Excluding restricted funds) 
Source 

Membership dues 
Mail pouch newsletter. 

Journat—subscrip. and advert 
Biographical directory ...... 
Mental hospital service and i 
Publications .............+ 
Membership directory . 
Interest 
Rent and services recapture. 
Annual meeting 
Certificates ... 
Miscellaneous .. 


IL, Expenditures (Excluding restricted funds) 


For 
Council and- Committees 
Washington office 
New York office ... 
Journau 


Membership directory .. 
Annual meeting 


Torat Assets (Excluding restricted funds) 
* $7,120 of this charged to last year’s account. 


This year Last year Difference 
+ $137,170 $124,025 +$13,145 
7,120 4,760 + 2,360 
41,510 36,250 + 5,260 
3,060 2,560 + — 500 
42,580 (restricted funds) 
2,125 (not segregated) 
2,955 none + 2,955 
2,170 855 + 1,315 
500 (not segregated) 
23,285 18,155 + 5130 
1,285 945 + 340 
245 1,435 — 1,390 
$264,005 
This year Last year Difference 
$ 20,175 $24,790 +$ 4,385 
38,835 + 12,525 
29,765 + 3235 
52,675 + 8410 
45 = 45 
6,060 + 1,470 
(not segregated) 
none + 9,270 
18,600 + 3,645 


$257,370 (represent exclusion of $7,120 
charged in last year) 


«++ $69,105 
£ 6,635 


—— 


+ $90,795 
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IV. Special Purpose Funds 


These are funds of the Association included in its assets (Section III) earmarked by 
i Council through budget approval for specific operations carried out by the Association. 


A, AMERICAN JOURNAL oF PSYCHIATRY 


Balance, April 1, 1952 . $12,655 


Receipts from subscriptions during year 17,850 
Receipts from advertisements. . 22,980 
Transfer from APA Treasury. 20,770 
Miscellaneous receipts 680 


| Tora, RECEIPTS posato enon oe eao VAN 
Printing and distribution (14 issues) . $54,350* 
Rent and communications........... Ñ 500 
Personal service ......... . 6,020 

a Advertising commission 3,495 
Editorial expenses ....... . 2,060 

Other expenses incl. office supplies..........-...+5 1,780 

TOTAL EXPENDITURES.......... AEE NA 

: BALANCE, MAR SE FOSSecwns she mane sce AN oria iS 

* $7,120 of this charged in last year’s accounts but paid this year. 
B. Mental Hospital Service and Institutes 

Balance April: 1,19522: «0 se aap tines a AE eran $16,180 

Institute enrollments ... ass 9,445 

Service subscriptions ....... 19,795 

Sale of nomenclature manual.. wes 10,305 

Sale of other publications... sfc ... 2,065 

Advertisements ........+ Salve otal ae ah@aehlode viksle 965 
TOTAL RECEIPTS s.ssesoseoececsenenderibetes sosh aee dohe 

Personal service . $13,700 

Printing iis seb eae 16,975 

Information and films. 1,460 

Travels: spneslacensines 5,950 

Office supplies s... sees.. 3,180 

Rent and communications. SS 1,705 

Other expenses) yes. ascinesissecsiciine cesitameae 730 

TOTAL EXPENDITURES «+. seeeeseeeceeeccecseesensuees 


BALANCE, MARCH 31, 1953... 


C. Biographical Directory 


Balance April 1, 1952........seseeesesssese sees —$13,680 
Sales of directory..... 3K 3,060 
Expenditures ........-..+0+ 0,000 


BALANCE, MARCH 31, 1953.. 


D. Membership Directory or List 


Balance April 1, 1952--..esssseseeeuesseerseesees $ 0,000 
Sales of directory.... 2,955 
TOTAL RECEIPTS ...esssssssrerrserrrennerneerrenenen 
Personal service ....----- $ 3,320 
Printing and distribution........++-+++++++++eeee+ 5,950 
TOTAL EXPENDITURES ..++++++eeseeeeeeeeserterecees w 


$74,035 


$68,205 
$ 6,730 


$58,755 


$43,700 
$15,055 


—$10,620 


$ 2,055 
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E. Newsletter and Mail Pouch 


Balance April 1, 1952... 
Receipts mail pouch... 

Newsletter subscriptions 
Other receipts ....... 


BALANCE, MARCH 31, 1953. 


F. Annual Meeting Account (Atlantic City, May 12-16, 1952) 
Balance July 1, 1951. Peat ee $ 
Commercial exhibits ...... i 
Registration and programs, 
Sale of tickets, etc. 


ADOTATSHRCEIBES Vote histo a) a AE Ah A a E $23,305 
Expenses for exhibits.. $ 


Programs printing .. 3,210 
Publicity ... 1,170 
Banquet .... 4,595 
Round table dinners. . 4,810 
Fellowship luncheon . 605 


RAVEENA rayon 


BALANCE, JULY 1, 1952 


V. Restricted Specific Purpose Funds 


These are funds granted or given to the Association for specific projects; none may be 
used for the support of the operation of the APA. In most instances, the Treasurer is 
required to submit an audited account of these funds to respective grantors or donors. 


Balance 
Fund March 31, 1953 
A. Conference on Mental Hospital Architecture, 
Construction and Equipment.............0.00c005 $ 9.26 
B. Commonwealth Fund Committee Project 1,264.46 
C. USPHS Teaching Conference II.......... 6,307.62 
D. USPHS Therapy Evaluation Conference 7,264.54 


E. Isaac Ray Lectureship Fund... . 
F. Hofheimer Price Award Fund............... ++» 21,600.05 
G. Inspection and Rating Service Fund 
Balance April 1, 1952 
For services rendered 
Grant from NAMH.... 


MOTAUN RECEIPTS se vrata ARS CENNE MIIN s AA ds aioe $45,465 
Personal service .. 


Coen T 
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siment Fund 


May 10, 1952 Council authorized the Treasurer to set up an Investment Account 
ie Chase National Bank in New York City as Custodian and approved Franklin B. 
ide, Inc., as the Association’s Investment Advisor. In August 1952 and thereafter, 
i \dvice of Mr. Kirkbride, the Treasurer authorized the purchase of stocks and bonds 
amount of $45,000. As of March 31, 1953 the collective market value of the Associa- 
holdings had increased some $3,000 over the cost and the current yield averages 
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and Members of Council: 


ittee on Budget submits herewith the 
es for The American Psychiatric 
r the year July 1, 1953 through June 


j invited to the fact that the expected 
Association from all sources is $402,- 
expected expenditures under this 
1730, leaving an excess of income 
ires of $365. 

made at Atlantic City for the cur- 


me—$359,230, Expected Expendi- 


income and expenditures cannot be 
because the Budget year does not 
June 30, 1953, and additional expend- 
authorized by Council during the year 
o in excess of $4,000. 
year the increase in expenditures 
th the increase in income so that it 
been impossible to increase the Budget 
s, but it has been necessary to reduce 
imately $6,000, It has been neces- 
other economies in order to bring 
nto balance. 
true that there are resources available 
budgetary deficiency for the coming 
re than 1 year, but Council is in- 
le fact that the requested expenditures 
or more years have been in excess of 


L ACCOUNT .... 


43 percent on the market value of the account, or $2,080 per year. 


REPORT OF THE BUDGET COMMITTEE 


expected income, and any use of sayings or other 
resources would appear not to be remedial in this 
situation, but only palliative. 

The growth of recurring and “fixed” expenses in 
the Budget can be illustrated by calling attention to 
the cost of the central offices exclusive of the 
Journat and the Central Inspection Board and the 
Annual Meeting. Since Committees are member- 
ship work, they are not included. The Budget cost 
of the Washington and New York offices, exclusive 
of these items was $170,190 for the Budget Year 
1952-53, and is estimated at $197,655 for the year 
1953-54. If there is deducted from this $8,500 re- 
maining in grants and $5,000 appropriated for pub- 
lications, which is expected to serve as a revolving 
fund, central office expenses have increased by 
nearly $14,000. This is not to intimate that the work 
of the central offices is not extremely important— 
your committee has had ample evidence to the con- 
trary—but rather to point out that we are in a 
period in our history when our metabolism is so 
great that, if not carefully kept within bounds, it 
may require more than can be supplied, with the 
inevitable result that paradoxically we starve! 

Respectfully submitted, 
CHARLES G, STODGILL 
Jack R. Ewart 
Lawson G. Lowrey 
FREDERICK W. Parsons 
WAINFRED OVERHOLSER 
Howarp W. Porter (ex-officio) 
Rozert H. FeLrx, Chairman. 


ESTIMATE OF INCOME AND EXPENDITURES 
INCOME 


+ $164,375.00 
. 22,850.00 
8,500.00 
48,550.00 
7,390.00 
1,000.00 
12,500.00 
5,000.00 (Tchnq. Conf, #2) 


$402,095.00 
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EXPENDITURES 
I. Orrice or THE MeD. Dir. 
A. Salaries « $34,720.00 
B. Office Expenses + 13,340.00 
—— $48,060.00 
II. PUBLIC INFORMATION OFFICE 
Wms Oalaritay ere haem austere hice ne ross venanice inns $13,600.00 
B Office, Baxpenses a E a ow sein tive veo e acs 6,100.00 
— 19,700.00 
ILL. INFORMATION SERVICE 
A. Salaries ........ f -$3,400.00 
B. Office Expenses 13,050.00 
— 16,450.00 
IV. PUBLICATIONS 5,000.00 
V. GRANTS 8,500.00 
VI. NURSING CONSULTANT'S OFFICE 
A. Salaries ....... $7,490.00 
B. Office Expenses 2,595.00 
— 10,085.00 
VII. CENTRAL Inspection BOARD 
ASi Salaries a naan aaea Mania ca cals E A AAA $66,740.00 
B. Office Expenses .. 20,305.00 
——._ 87,045.00 
VIII. Mentat Hosp. Serv. AND INST. 
Asp SalationWiintserie S a cco ses eE Di au sae ee tens $16,050.00 
B. Office Expenses '......sssessesecees EEE E 28,450.00 
———— 44,500.00 
IX. EXECUTIVE ÅSSISTANT’S OFFICE 
E ar a A AEO AT AE mittee $24,460.00 
B. Office Expenses s.. 12,900.00 
C. Publications .... aed 4,900.00 
D.: Miscellaneous Items ........icccccecsccccccevcsces 3,100.00 
———_ 45,360.00 
X. Am. JOURNAL or PSYCHIATRY 
A. Printing and Distibutig:.. Cu a ii $54,000.00 
B. Advertising Commissions . 3,700.00 
C. Salaries Be 6,750.00 
D. Office Expenses . 5,080.00 
E. Advertising and Circulation 300.00 
70,030.00 
XI. CoUNCIL AND COMMITTEES 


XII. ANNUAL MEETING 
XIII. DONATIONS 


Ex. Comm. and Council. 
Contingent unaa e a T ITA Se EENE 2,000.00 
Annual and Standing Comm. 


Ad Hoc Committees 


Housekeeping 2,500.00 
Coordinating Comm. 
Tech. Aspects of Psy..... 2,050.00 
Professional Standards 2,650.00 
Comm. Aspects of Ps: 1,950.00 


XIV. MHS-Conr. on Psy. Ep. 


TOTAL EXPENDITURES 


[Sept. 


$401,730.00 
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EXPECTED INCOME 


Estimated Actual Estimated Estimated 
zla 7/1/51- 7/1/52- ATER 
I. General Account . 6/30/52 6/30/52 6/30/53 6/30/54 
Membership Dues ....s..en seen sap. osora $120,000.00 $118,390.00 $140,000.00 $153,000.00 
Sale of Membership and Fellowship Cert. 1,600.00 991.00 900.00 1,500.00 
Sale of Membership Lists................ 150.00 96.00 300.00 3,000.00 
Sale of Biographical Directory ae 4,500.00 2,119.36 1,500.00 2,500.00 
Rental Space—N. Y. Office JOURNAL. 200.00 300.00 300.00 500.00 
Interest on Bonds and Savings. 900.00 855.47 900.00 625.00 
HEV ena ae aa oh sea aaea AEA ET ESAE D RAAN E ak 2,250.00 
Fee for’ Certification: as Hosp, Adisa s.c.p | |lsacesas | E |. eabeus 1,000.00 
$149,850.00 $146,035.86 $143,900.00 $164,375.00 
Annual Meeting Account.............++- 22,500.00 23,284.03 18,000.00 22,850.00 
II. Grants $27,000.00 $20,616.42 
NAMH 10,287.00 10,000.00 


Commonwealth—MHS.. 
Commonwealth—Committ 
USPHS No. Te. sapeste iS VENAN 
USPHS No. 2—Conf. on Psy. Educ. 5 
(No. 2 Psy. Conf.) expires 10/31/53; 
carry-over from previous year........  — saeeee a PARRA $3,500.00 
Conference on Therapy Evaluation— 
USPHS 
Special Grant—expires 5/31/53. (Altho 
this grant expires, request may be made 
for extension of grant pending comple- 
tion of final report and possible follow- 
up studies 


4,300.00 4,078.69 
42,633.00 31,291.66 


62,636.00 62,636.00 


a ERRO TU Baye 5,000.00 


$146,856.00 $128,622.77 $19,800.00 $8,500.00 
TII. AMERICAN JOURNAL or PSYCHIATRY 


Subscriptions $19,000.00 $17,692.97 $21,000.00 $23,000.00 
Advertising ........... 16,000.00 16,625.44 18,000.00 25,000.00 
Sale of Back Numbers. 700.00 590.88 500.00 500.00 
Miscellaneous: sses Asses oul pea E ASS a Ea ele 50.00 50.00 


Transfer from Membership Account. .. 18,900.00° 18,900.00 20,770.00° 22,000.00 ° 


$35,700.00 $34,909.29 $39,550.00 $48,550.00 
* Includes non add transfers—MHS-CIB-NC. 


IV. Office of the Medical Director 
Sale of Committee Reports 
Mail Pouch and Newsletter. 


$3,000.00 
(See Informa- 
tion Service) 
Mail Pouch ss sioen a Ret te 
Conference and Seminars... s... «ss... 
Transfer from Conf. Account—Salary Item. 
Transfer from MHS Account—Salary Item. 


1,000.00 (See Pub. Re- 
lations Office) 


Reimbursement—Telephone Service 


Mental Hospital Service....+...+++++++ 500.00; 550.00 
Central Inspection Board. . . sins eee 
Nursing Consultant Service......++++-+ gts nooo 
eimbursement for Rent 

Mental Hospital Service......-++.+0-++ EEO arog 
Central Inspection Board... . : Stns econ 
Nursing Consultant Service.......-++++ fa 340.00 SOO, 


$7,000.00 $5,876.99 $17,180.00 $7,390.00 
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“a 
Estimated Actual Estimated Estimated 
I- I/51- 3 
V. Public Information Office ose) 52 fad 52 E EOE, 
Transfer from MHS Account—Salary Item. | ......00 0 e a $1,000.00 i 
VI. Information Service (Newsletter and Mail 
Pouch) 
Advertising $8,000.00 
Mail Pouch (listed above for previous 
years, under Off. Med. Dir.) 
Classified Notices (Items V, VI, & VII in earlier 2,500.00 
Newsletter—Subscriptions years listed under Office of Med- 300,00 
Sale of Publications ical Director) 200,00 
Reimbursement for printing, official notices, 
program announcements, reports, etc.” 1,500.00 
$12,500.00 
VII. Publications 
Sales of books, pamphlets (such as Conf. on 
Psy. Ed., desk calendar appt. book, etc.) $5,000.00 
VIII. Mental Hospital Service and Institutes 
Mental Hospital Subscriptions (@ $50.00 
CA asc he TAATU EAE Diaa See $13,205.00 $25,000.00 $22,500.00 
Sale of Other Publications...... 2,813.69 10,000.00 6,000.00 
Advertising in Mental Hospitals.......... O nanese O essen 2,800.00 6,000.00 
Mental Hosp. Institute—(Enrollment and 
Sale of Proceedings). 10,205.11 15,500.00 10,000.00 
Carry-over from Preceding 3,925.83 5,000.00 sesser 
$30,239.63 $58,300.00 $44,500.00 
IX. Central Inspection Board 
Contributions and Receipts from onnes and 
other sources (est.).. ay Ree mci) Ou aia $36,000.00 $62,000.00. 
Accounts Collectible from salad 6,500.00 25,430.00 
Anticipated Receipts from States.......... O susse. 20,000.00 teases 
RAAE SN A Nolen $62,500.00 $87,430.00 
Grann Torars ... ++ $373,906.00 $345,684.54 $359,230.00 $402,095.00 
APPROPRIATION FOR EXPENDITURES 
I. OFFICE or THE MEDICAL DIRECTOR Estimated Actual Estimated eee 
A. Salaries: ae a He pA Gal fe B 54 
Medical Director i aisi ooro dedecet on $15,000.00 . $15,000.00 $17,000.00 $17,000.00 
Asst. to Med. Dir. in Pub. 
Ed. and Relations.................. 8,000.00 7,999.92 10,000.00! (See new bud- 
get Pub. Rel.) 
Office Manager .. 4,000.00 3,909.84 4,500.00 2,250.00 
r +. 3200.00 3,199.92 3,400.00 3800:00 4 
Inf. Chief and Editor of Newsletter... 3,800.00 3,790.84 3,600.00 (Seenew bu 
get Inf. Serv.) 
Typists .. 6,500.00 2,778. 100.00 ween tt 
Membership i NBER A ni 2 RA 3,100.00 
StENGMER OMEN GOHAN Sia ea A AA E A aS TA A A a 2,900.00 
Telephone Operator .. 2,600.00 2,390.12 2,800.00 2,950.00 
(Reimb. 1952-53—$800 from MHS- 
Reimb. 1953-54—$850 CIB-NC) 
Clerical Assistance—Membership aae o aaa 1,500.00. 1,500.00 
Secretary (4 time—4 to Nursing Cons. 2 
(10525A naredi CIBENG ISA E e EA E E AN aoaaa 1,020.00 
Honorarium for Leg. Assistance Aun. 0 E E ns euce 200,00 
» 252s 
$43,100.00 $39,158.91 $47,200.00 $34,720.00. 


1Includes transfers—Conf. on Bate Ed. and Mental Hospital Service, 
2 Includes transfers—MHS-CIB-NC. tt aries 
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E ee a 


Eria 7 ited She Estimated Estimated 
1/51- é - 1/53- 
B. Office Expenses: of30, 52 ofso/s2 aches b/s0/s4 
Rent and Utilities..................+. $2,700.00 $2,639.85 $6,330.00  $6,890.008 
Telephone and Telegraph R 1,500.00 1,262.97 1,500.00 1,500.00 
Postage .»e.ss.se. Ye 1,200,00 1,553.18 1,200.00 1,400.00 
Office Equipment 500.00 314.14 250.00 250.00 
ET AET AT 1,500.00 1,590.40 1,000.00 1,000.00 
Office Supplies s:r. cet cacesvesicasne 2,500.00 804.94 1,000.00 1,500.00 
Membership, Printing (new forms) and 
Postage « «sine siv'smnen ce ecanebprais ieee a eae ae ee Sa 500.00 700.00 
Miscellaneous ... 500.00 TISTiO9 Fa fey vse oss 100,00 
Conferences and Seminars. 2,000.00 46.42 EAOQOOO EN ics «+ « 


$12,400.00 $ 9,423.79 $13,780.00 $13,340.00 
Totalts..ceee desae o eA eee .. $55,500.00 $48,582.70 $60,980.00 $48,060.00 
8 Includes transfers MHS-CIB-NC, 
II. PUBLIC INFORMATION 


A. Salaries: 
Office of Adm. Asst. and Public Info... (formerly under Med. Dir. Budget) $10,000.00} 


Editorial Secretary ....s-cseessuseeee 3,600.00 
$13,600.00 
B. Office Expenses: 
Consumable Supplies (paper, envelopes). aaa: sibs AE PATR EA 1,000.00 
Telephone and Telegraph... 600.00 
Postage Ge 1,000.00 
Travel Ne Seite Oh Set OC MR oa 1,000.00 
Publications (ditto, mimeo., prtg.) (news 
releases, brochures, reports, etc.).... Sa 2,000.00 
Purchase of reference materials....... 200.00 
Entertainment of distinguished guests. . 300.00 
Totali eeano ee aaia EE ONAE 6,100.00 
$19,700.00 
1 Includes transfer —MHS (Salary Item). 
II. Inrormatton Service (NEWSLETTER AND 
Mat Poucm 
A. Salaries : 
Information Sey ........sseeeeeeee « (formerly under Med. Dir. Budget) 3,400.00 
3,400.00 
B. Office Expenses: 
Newsletter—Ptg. and Publisher....... oseere © seerne tenes 1,800.00 
Classified Notices, ‘printing.........+++ sees Ba ARE Coen eee nen 1,800.00 
Mail Pouch: Stuffing, assembling, ad- 
dressographing and envelopes.......- 5,000.00 3,200.00 4,000.00 
Mail Pouch: Postage s> Ath A ao SaN D anada 3,500.00 
l Consumable Supplies REA a a aTe a AE enh EEG 450.00 
Misc. Printing, official notices, program 
and réports; etts .sse00000sssesbune ETEY 1,500.00 


$5,000.00 $9,668.83 $5,000.00 $13,050.00 
IV. Pustications 

Operating fund for the printing and distribu- 
tion of books and pamphlets such as reports 
of Conferences on Psy. Education, desk 

calendar appt. book, etc.......sss+e00+ ponte. bean ads ER Tees 
(Recommended that APA establish a Capi- 
tal Fund for the printing and distribution of 
Publications to be utilized on specific auth- 
orization from the Exec. Comm. when it 
appears to the Comm. that the money will 
returned to the treasury through the sale 

of E Pa eano over a reasonable period ; 

IC) nis aeania aee Eee oa Po Seabee eaters ekers) STAA Soar 
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SS IM a 


Tarmad Actual Estimated Esti 
V. GRANTS 1/51- 7/1/51- 7/1/32. ee 
Conf. on Psychiatric Education USPHS o/30/s2 6/30/52 6/30/53 6/30/54 


Grant 18 (No. 2 Psy. Conf.) expires 


TO/BE/SS AA OROEN T E A E ESA $99,269.00? $95,362.812 $19,800.00 ..,,,, 
For Printing, promotion and publ. ae the 
REDE: OF the 1952 CONLIN Psy; EAn sel Ui waiwe E cases cditeemwedics 3,500.00 


Conf. on Therapy Evaluation USPHS Special 
Grant—Expires 5/31/53. For preparation 
of final rept. of the Conf. and such follow-up 
studies as submitted to and approved yy 
MSP ES AE 

Committee Project ... 


4,300.00 ART Re Vache ead eee i 


© $103,569.00 $98,177.04 $19,800.00 $8,500.00 
Total—Items I through V.............5 $164,060.00 $156,428.57 $85,780.00 $099,560.00. 


2 3 Brobably includes $12,000.00 granted during 52-53 for Conf. on Therapy. 
a Probably is rst Psy. Conf. 


VI. NURSING CONSULTANT SERVICE 
A. Salaries: 
Nursing Cons. (2 mos. @ $5,100, 10 mos. 
@ $5,400, (1952-53 included under 


Comm. on PSN—$5,050) -s.s ae. $5,350.00 
Secretary (shared ’52-53 with CIB..... 2,040,004 
Telephone Operator (share for NC)... 100,00 

Aime g time to adea of Med Dir. (VN 0) enh Ea | ateses $7,490.00 
B. Office Expenses: 
ROEA AAAA hick va resale ke boy R 540.00 
Postage ..... 100,00 
Office Supplies ............0e00008 80.00 
Printing and Mimeo. (incl. stationery) 125.00 
Telephone and Telegraph............. 100.00 
MPAveR ENGR MMR D S aa E eea Ipecac Maks dvi 1,500.00 
Office Equipment DBR epee Su chan Stee 50.00 
PAREAN a Sk oana Soir as ANGSA RAT EANA 100,00 
POR Danan Ute bie neue EN PASU ONAE SA C ny NNN $2,595.00 
Sa a ES OF Ree ete ape ae $10,085.00 
VII. CENTRAL Inspection BOARD 
A, Salaries : 
Chief Inspector .........+ SR ATRL Le Obey HUG Soa AN ICN $16,500.00 $16,500.00 
Inspectors (3) . PAEAS PE DaN PEA 19,800,002 39,600.00 
LASERE EAEN AURI a oessa EI AE vas LMS 4,200.00 4,400.00 
Clerk Typists (2)......,... STAM amen OMe OEE TAA TET 6,240.00 
Secretary (shared with NC) Ce OER C EY CR ROR REE iE One A TA 1,430,008 seee 
Telephone Operator (share for CIB) 
(included 1952-53 under communica- 
PIONS ON S Se TAA A AN Asia AN EIN OU O Naa a 200.00 
Spal, 
PAE ENAH E TEENI BARN r G la) OAN A DEYN I ir. AANS $41,930.00 $66,940.00 
*} time sal: ary tease) Sec, to NC. 


B. Office Expenses: 


7,500.00 8,000.00 


Board Expenses 1,000.00 500.00 
Office Supplies and Equipment. 2,200.00 see" 
Office SADES sens. ae U a e ite NA E ALHA SEHA TOR S 1,500.00 
Office /Hauipment! AE ats atas ERN AE sai teehee EERE TT" $1,000.00 
Printing .... $7,500.00 7,000.00 
Commi catons Eta eea CRIEN th EONO Wily O, s 300.00 
Contingencies 700.00 305.00 

pa S 


$20,040.00 $20,105.00 


Total—CIB $61,970.00 $87,045.00 


a 
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VIII Mentat Hosprran Service AND Instirures — : Estimated Severe. Estimated 
K A. Salaries: 6/30/52 6/30/52 e/s0/ss 6/30/54 
Service Advisor See sees $1,000.007 $1,000.00 
Chief, Editorial Dept. a 4,500.00 
} Editorial Assistant .. 3,400.00 
Business Manager . > 
Clerical Assistant ..... RN 
Office Assistant—Advertising 3,000.00 
Office Assistant—Accounts ............ 2,900.00 
Telephone Operator (share MHS— 
$500) (included in Communications 
EE E ole geo iene Er a as AAN PEPEN Pe ay eles 550.00 
Allowed for Reallocation of positions 
and salaries .......+.+5 Srnec PERTY te S AAG in N 700.00 


1 Salary Item—Public Relations Budget ’53-54. 

v Not aie in 53-54 Budget—Est, Carry-over of $11,000 to be used 
MHS which does not become self-supporting in the first year. 

Allowances not made under individual offices for Soc. Sec. Taxes, 


ss...» $14,000.00 $16,050.00 
for long term projects, such as International 


or Workmen’s Compensation Workmen’s Com- 


pensation Premium 1953—$72.64—Audit $30.99. Social Security—14% on first $3,600. 


B. Office Expenses: 
Rent 
Publication—Mental Hospitals (10 is- 

sues) ... y 
Postage .. 
Supplementa; 
Office Equipment (fixed). 
Supplies and Miscellany. 
Miscellaneous 
Office Supplies ... 
Reference Library . 
Stationery ....... 

: Advertising . 
Film Service .. 


Prtg. and Distribution—other publns... 


$41,100.00 
Total—Mental Hospital Services and 
Institutes o eie e aaO ae eee ata 
IX, Execurive AssIstANT’s OFFICE 
A. Salaries : 
Executive Assistant .......-.+++ 
Bookkeeper ......, 
Asst, Bookkeeper .. 
Telephone Operator . 
Secretary ..... as 
Temporary Help .. 


$18,136.00 
B. Office Expenses: 
Rettig. cudiee aay “ $5,364.00 
Printing Office Forms 500.00 
Travel ..... 


Utilities... 
Office Supplies ... 
Telephone and Telegraph 


$9,514.00 


E 1,200.00 1,500.00 
6,200.00 6,000.00 
3,300.00 1,000.00 


$42,519.25 $44,300.00 $28,450.00 
$42,519.25 $58,300.00 $44,500.00 
$10,500.00 $11,000.00 

3,900.00 4,400.00 

2,600.00 2,860.00 

2,600.00 2,600.00 

2,860.00 2,600.00 

1,000.00 1,000.00 

$17,394.77 $23,460.00 $24,460.00 
$5,470.00 $6,000.00 $6,000.00 
1,500.00 1,200.00 

1,200.00 700.00 

300.00 300.00 

1,000.00 900.00 

1,100.00 1,000.00 

2,200.00 2,200.00 

100.00 100,00 

250.00 100,00 

200.00 400.00 

$8,833.28 $13,850.00 $12,900.00 


228 PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION [Sept 
Cs aI a eh en 


Estimated Actual Estimated Estimated 
Z a 7/1/51- 7/1/52- 7/1/53. 
C. Publications : 5/30/52 6/30/52 6/30/53 6/30/54 
Supplement to Membership ane ge $1,700.00 $875.02 oe 
Membership | Directory: ssc scsatetacestee fesse. | se sees 
Fellowship Certificates 244.85 
$1,119.88 $5,600.00 $4,900.00 
D. Miscellaneous Items: 
Auditor ..... $250.00 $600.00 $700.00 
Insurance ... 371.47 700.00 700.00 
Social Security Taxes, etc. 1,200.00 1,352.24 1,500.00 1,500.00 
Petty Cash ROO00' (beh E CEA 200.00 200.00 
$1,950.00 $1,973.71 $3,000.00 $3,100.00 
Total—Exec. Asst’s Office.......... $31,552.00 $29,321.64 $45,910.00 $45,368.00 
X. American JOURNAL or PSYCHIATRY 


A. Printing and Distributing—12 issues..... $40,000.00 $38,729.50 $46,000.00 $54,000.00 
B. Advertising Commissions $ 2,700.00 3,447.10 3,200.00 3,700.00 
C. Salaries: 
Editorial Assistant .... 
Secretary—N. Y. Offic 


3,200.00 3,199.92 3,500.00 3,500.00 
2,800.00 2,743.20 2,600.00 2,800.00 


Editorial Assistance .... 450.00 450.00 450.00 450.00 
D. Office Expenses: 

Rent—Toronto Office .. 844.00 843.36 844.00 1,080.00 
Travel—Editor .... 200.00 238.83 600.00 800.00 
Rent—N. Y. Office... 200.00 300.00 300.00 300.00 
Telephone and Telegrap! 200.00 200.00 200.00 200,00 
Office Expense—Toronto 550.00 293.59 550.59 700.00 
Printing—Office Forms . me 200.00 124.89 200.00 400.00 
AEAN Ap 250.00 213.95 300.00 400.00 

100.00 89.15 100.00 100.00 

250.00 91.27 300.00 300.00 

EE A fol elmo 8 1,000.00 

Don aE a 300.00 300.00 


ToraL—Am. JOURNAL OF PSYCHIATRY $51,944.00 $50,964.76 $50,444.00 $70,030.00 


XI. CoUNCIL AND COMMITTEES! 
Executive Committee and Council. 


$10,000.00 $14,265.51 $10,000.00? $10,000.00? 
Contingent Fund ........ 


Z00000 sses 2,000.00 2,000.00 


Annual and Standing Committees: 
Housekeeping Committees: 


MOREE Li EN i AOAN SA A A E EEA AAN 100.00 250.00 
Constitution and By Lawa S ar O cane 50.00 50.00 
Ethics ... 101.85 200.00 150,00 
Membership 823.62 700.00 800.00 
Nominating 285.86 200.00 250.00 
Program ... 543.06 1,000.008 1,000.00 
COMME MER EEA tein CAV. kCo) ef  cacccs | scoks vs seen 
ata sie hs 

FR Otal mi EEA sess $3,400.00 $1,755.29 $2,250.00 $2,500.00 4 

lowe epee T ye round trip air fare to NY City plus $20 average expenses per Comm. Member outside NYC—$5-00 ™ 

io annual rate of raaoo, for | 
ipsais8 includes Cons. Office—'s3-54—Comm. expenses only; See APA Washington Office Budget 


"53: oy ursing Cons. Office, 


Coordinating Committees: 


Technical Aspects of Psychiat y $2,050.00 
Professional Standards: ES ore eee 2,650.00 
Clinical oe +10001 133.23 150.00 750.0) 
Legal A z; 162.75 300.00 ma 

? 809.18 500.00 50000 


1 Total estimated expenditure for each Sara Comm. 
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Psy. Hosp. Stds. and Policies.......... 
Psy. Social Service. . ~ a 
Psy. Nursing .. 

Community Aspect 
Academic Education .. 
Industrial Psychiatry . 
Internal Relations ... 


Preventive Psychiatry .. ce 
Public Education and Relations +-150.002 
(’52-53) + 
Veterans 
Ad Hoc Committee 
Civilian Defense ... 
Qualifications and T: g 2 
Commission on Long Term Policies of 
the:Assn.%. Secs asset N 


Total—Council and Committees... 
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peal wera omie primates 
7/1/51- 7/1/51- 2- - 
6/30/52 6/30752 6/30/83 b/30/34 
$1,000.00 $672.54 $800.00 $600.00 

30000" Tse .c6 200.00 200.00 
10,000.00 8,695.00 8,570.00 300.00 
SENATA hfe esis 1,750.00 * 1,950.00 
350.00 75-48 200.00 700.00 
300.00 Hi) D emanates 150.00 150.00 
300.00 300.00 200.00 200.00 
300.00 239.75 200.00 200.00 
250.00 244.96 100.00 100.00 
100.00 37-10 100.00 100.00 
1,200.00 388.64 600.00 150.00 
400.00 295.42 200.00 350.00 
500.00? 60.75 AOL OO AES I Lisa Fi 
REEE E N AEE I i 250.00 1,000.00 
E S E stele ore 2,000.00 8 2,000.00 * 


$33,600.00 $29,755.18 $31,520.00 $24,150.00 


+ Total estimated expenditure for each Coordinating Comm. 


2 Special appropriation by Council. 
s Special appropriation. 


ecting only; recommend unexpended bal. be reappropriated as a “no year” basis, i.e., available until expended. 


XII. ANNUAL MEETING ACCOUNTS. css aonn R ESEA 


$22,500.00 $22,242.76 


$22,850.00 


REPORT OF AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


In conformance with the request of The American 
Psychiatric Association, the American Neurological 
Association, and the American Medical Association, 
We are submitting the following account of the 
activities of the American Board of Psychiatry and 
Neurology, Inc., since the last report to the Asso- 
ciations by letter dated March 24, 1952. 


The Board consists at present of the following 
Members ; 


Anointed by The American Psychiatric Associa- 


Dr. Kenneth E. Appel (term of office expires 
ecember, 1954) 


Dr. David A. Boyd, Jr. (term of office expires 
ecember, 1955) 
Dr. William Malamud (term of office expires 
December, 1956) 
t. George H. Stevenson (term of office ex- 
Pires December, 1953) 


Appointed by the American Neurological Associa- 


Dr. Bernard J. Alpers (term of office expires 
ecember, 1955) 

Dr. Francis M. Forster (term of office expires 
poccember, 1956) 

T. Roland P. Mackay (term of office expires 
December, 1953) 


r. Paul I. Yakovlev (term of office expires 
December, 1954) 


Appointed by the American Medical Association : 

Dr. Russell N. DeJong (term of office expires 
December, 1954) 

Dr, Francis J. Gerty (term of office expires 
December, 1955) 

Dr. Frederick P. Moersch (term of office ex- 
pires December, 1956) 

Dr. George N. Raines (term of office expires 
December, 1953) 


At the annual meeting of the Board in December, 
1952, the following officers were elected: Dr. Roland 
P. Mackay, President; Dr. George N. Raines, 
Vice-President; Dr. David A. Boyd, Jr., Secretary- 
Treasurer. 

When the Board met in Chicago, Ill., in June, 
1952, 269 candidates were examined. Of this num- 
ber, the Board certified 132 in Psychiatry, 23 in 
Neurology and 1 in Neurology and Psychiatry. 

The annual meeting of the Board was held in 
New York City in December, 1952. At this time 
302 candidates were examined by the Board. Of 
this number 150 were certified in Psychiatry, 16 in 
Neurology, and 1 in Neurology and Psychiatry. 

Since its inception, the Board has received 6,389 
applications. Some of these are still under con- 
sideration. The total number of diplomas issued by 
the Board to date is 4,503. Of this number, 3,267 
received certification in Psychiatry, 295 in Neu- 
rology, and 941 in Neurology and Psychiatry. 

Respectfully submitted, 
Dav A. Boyn, Jr., M. D., 
Secretary-Treasurer 


PRESIDENT’S PAGE 


The purpose of The American Psychiatric 
Association as stated in the Constitution is 
to: (a) further the study of subjects per- 
taining to the nature, treatment, and preven- 
tion of mental disorders; (b) to further the 
interests, the maintenance, and the advance- 
ment of standards of hospitals for mental 
disorders, of outpatient clinics, and of all 
other agencies concerned with the medical, 
social, and legal aspect of these disorders; 
(c) to further psychiatric education and re- 
search; (d) and to apply psychiatric knowl- 
edge to other branches of medicine, to other 
sciences, and to the public welfare. 

This is a broad and comprehensive pro- 
gram. It is challenging. It provides oppor- 
tunities for activity for every member of the 
A.P.A. Difficulties in activating this pro- 
gram are many. There are limitations of 
time, of men available who are overburdened 
in their professional duties, and of budget. 
The employed and elected officers are work- 
ing hard to fulfill these goals. The time, 
energy and thought devoted to these ends 
voluntarily by many members of the Asso- 
ciation is unbelievable. To take one example, 
think of the idealism and dedication of the 
members of the Commission on Long Term 
Policies. 

What can the individual member do? 
First, read the Manual of Organization and 
Policy and the Constitution, If you do not 
have copies, write to the Medical Director’s 

office. In these pamphlets one will be in- 
spired by the thoughts and idealism of past 
leaders of the Association, They will give 
a sense of perspective. In reading them, 
think of where you as a member find inter- 
ests and can make a contribution. One of 
the great problems of our organization is 
activating the participation of each member. 
There are opportunities for each of us. Don’t 
wait to be called on. Write to any of the 
officers, the Medical Director, the Executive 
Assistant, the Chairman of any of the com- 
mittees. Write inquiries, criticisms, sugges- 
tions for activity or improvement. Any of 
these people will welcome communications, 
They will be carefully considered and acted 
on. Last year a young member wrote ina 
Suggestion. A new and important committee 
was formed as a result. Take initiative. This 
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is a step you can take to improve the A.P.A, 
make it a more vital organization, and im. 
prove psychiatry. 

The officers and committees are trying to 
be responsive to the needs of the members 
and psychiatry. The Commission on Long 
Term Policies is one indication. At the meet- 
ing in Los Angeles a historic development 
took place: the first meeting of the Assem- 
bly of representatives of the District 
Branches. Dr. Joseph Abramson of Brook- 
lyn, New York, was elected Chairman and 
Dr. John R. Saunders of Richmond, Vir- 
ginia, secretary. Write them. The Assembly | 
represents an effort to effect a closer relation- | 
ship between psychiatrists in local communi- 
ties with other communities and with the — 
central organization of the A.P.A. Exchange 
of ideas, discussion of common problems, 
and suggestions as to how to meet these prob- 
lems more effectively are afforded. Concerns 
of the membership and local groups will be 
brought more expeditiously to the attention 
of the central body. Pressing problems of the 
Council will be brought to the attention of the — 
Assembly, where they will receive broader 
and more representative consideration, d 

These new channels of communication and 
interchange between the grass roots, theif 
elected representatives and the officers elected | 
to represent the membership as a whole, 
will make the A.P.A. a better integrated and 
a more active organization. This new devel- 
opment should stimulate increased activity 
in the local groups. It shows the respon- 
siveness of the A.P.A. to the tremendous 
growth of psychiatry since the two World 
Wars. Each year brings new problems, new 
developments, and new emphases, which can 
be used as springboards of progress, The 
Assembly of the A.P.A. is an indication of 
progress in facilitating the function of out 
national and local organizations. J 

Each member has responsibility not only | 
for his immediate, local professional activ- 
ities, but also for the course of psychiatry ® f 
a science and its contribution to the health | 
and welfare of the community and country # | 
a whole. Your national organization, The i 
American Psychiatric Association, is y0% 
channel of activation. Please help. Pleas’ 
participate. Please take initiative. 

Kenneru E. APPEL 


COMMENT 


PERSONAL-SOCIAL DETERMINANTS OF ACCIDENTAL DEATH? 


A Cadillac wreck left Katz-Suchy with 
severe head and tongue injuries the week be- 
fore Christmas. This Polish delegate to the 
United Nations is a master of anti-American 
yituperation in his Communist appeals be- 
fore the U.N. This sworn enemy of western 
democracy has often expressed admiration 
for the British character, and has been re- 
ported to have had a Christmas tree on top 
of his office file. Current rumors are that 
he is undependable. He had flight reserva- 
tions to Europe for the night after the acci- 
dent. While we can only infer that this dis- 
tinguished ex-diplomat was intensely con- 
flicted in his personal and political life, it 
seems plausible that his wrecked Cadillac re- 
sulted from personal need rather than chance 

» factors, 

Such incidents are only illustrative of 
the possible personality determination of so- 
called accidental injury and death. Although 
accident incidence can be shown to be de- 
creasing, if statistics are correct for popula- 
tion and traversed miles, nevertheless acci- 
dents account for an enormous proportion of 
death and injury in the United States, Me- 
chanical safety devices have reduced the true 
accident rate, but a loose nut on the steering 
wheel can effectively sabotage any other me- 
chanical improvement. Without reviewing 
Personality studies of accident occurrence, 
We will highlight those personality and social 
aspects of accident incidence that may be sus- 
ceptible to suck investigation and remedy. 

Ow positive correlations of various per- 
sonality facets with accident incidence sug- 
ai that this is an extremely complex prob- 
rei Tt is hecessary to consider a multi- 
7 eted approach to its investigation and 
emedy. What personality hypothesis may 
explain accidents? 

The literature suggests that impulsiveness, 
ialf righteousness, guilt feelings, transient 
See States, and interpersonal deter- 
ti ne may be involved in accident causa- 
ee S there some way that these character- 
ae of personal and interpersonal living 

Y be put into an integrated picture that 


will lead to effective analysis of the problem 
and possible remedy ? Let us consider wherein 
personality and social determinants may be 
involved: Dunbar characterizes fracture pa- 
tients as impulsive, unsystematic, adventur- 
ous persons who live for the present. Such 
people are inclined to act on the spur of the 
moment; they frequently manifest ill-con- 
trolled hostility against persons in authority. 
At the same time their behavior is motivated 
by guilt feelings, self-punishment, and fail- 
ure. These accident-prone persons are com- 
monly found among hobo types, happy-go- 
lucky people who cannot tolerate discipline. 
Dunbar refers to most of the personality 
and interpersonal characteristics that have 
been described in the literature of accident- 
proneness. Her analysis raises both personal 
and interpersonal questions. The findings of 
Alex Bavelas on group dynamics manage- 
ment in industry have demonstrated that 
accident incidence in industry may be enor- 
mously reduced by group decision to limit 
accidents in the particular industrial opera- 
tion. He found, on the one hand, that when 
workers were directed or urged by their 
supervisors to reduce accidents that no re- 
ductions were discernible. On the other hand, 
when a psychologist led similar industrial 
workers to arrive at a decision to reduce 
accidents, mishaps precipitously decreased. 
The armed forces report that accident inci- 
dence is associated with particular super- 
visors. The accident rate tends to vary as a 
particular officer is transferred from one 
command to another. Apparently the char- 
acteristics of the authority figure have a 
measurable impact upon the degree to which 
members of a particular unit become in- 
volved in accidents. The quality of the inter- 
personal situation may enter into a syner- 
gistic relationship with the personalities of 
the individuals to lower or raise the accident 
rate. If Dunbar’s observations are approx- 
imately valid in personality terms they con- 
tribute to the reasonableness of the social 
group observations made by Bavelas and the 
armed forces. 
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How can impulsiveness, self-righteous- 
ness, guilt feelings, transient tension and 
group membership be integrated into a uni- 
fied picture for the investigation and control 
of accident occurrence? 

(1) Impulsiveness—Accident statistics 
show a relatively low accident rate among 
minors, with a sharp increase at the time 
adolescents acquire their adult driver’s li- 
cense. This may suggest that impulsiveness 
occurs because of a sudden release from 
parental control. Such impulsive behavior 
might also be expected to occur at the with- 
drawal of authoritarian control in other situ- 
ations. The Yale studies on frustration and 
aggression reasonably relate to this point in 
suggesting that expression of aggression is 
associated with the reduction of fear of 
retaliation. Putting a frustrated, irritated 
person in a situation where he is not directly 
under the control of an authority figure may 
very well give him an opportunity to release 
his aggression indirectly in such a way that 
he can reduce the threat of punishment, 

(2) Self-righteousness—Police officers 
with whom the present writer has discussed 
the problem have commented on their obser- 
vation that many accident repeaters have 
been completely within their rights, always 
had the proper legal prerogatives of right of 
way, etc, when they became involved in 
accidents, and yet they have been involved 
again and again. The rigid, perfect, unyield- 
ing individual who insists upon and takes his 
right of way without respect to what other 
people are doing might quite reasonably be 
expected to become involved in accidents, 
Such a person may properly have engraved 
on his tomb the following epitaph: “He was 
right, dead right, as he sped along, but he’s 
just as dead as if he’d been dead wrong.” 

(3) Guilt Feelings—A study of accidents 
among mine workers conducted under the 
auspices of the department of psychiatry at 
the University of Colorado Medical School 
Suggests that liability to accidents may be a 
function of the degree of guilt feelings and 
the avenues for release. It appeared that 
personality disorganization, physical condi- 
tion, motor speed, etc., were of peripheral 
importance in comparison with the degree of 
guilt feelings and avenues for expression. 
The guilt-ridden person was found to be ex- 
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tremely accident prone. One miner was most 
precarious on small hazard jobs since he was _ 
always hurting himself in limited ways, Qn _ 
the other hand his astute supervisor observed 
that this miner was dependable on any really 
dangerous jobs. He never slipped in a sit. 
uation where real hazard to himself was in- 
volved, He apparently just wanted to hurt a 
little. 

(4) Transient Tensional States—Dunbar 
has differentiated between “accident habit,” 
which she elaborates as chronic personality 
tendencies toward accidents, and “accident _ 
proneness” at a particular time, which she 
elaborates as a tendency to accident incidence 
in connection with an acute personality or 
social crisis, Some people become involved in 
accidents in times of extreme stress, Others 
are consistently in accidents and Eisenbud 
finds in psychoanalytic material, that an acute 
personality crisis frequently provokes acci- 
dents. He has noted that sexual guilt is 
especially likely to be involved. The high 
incidence of accidents among young, up- 
rooted, sexually distressed military men may 
be especially dependent upon such acute per- 
sonality crises, 3 

(5) Interpersonal and Group Membership 
Determinants.—It has been suggested that 
accidents vary as a function of particular 
supervisors or particular types of group 
management. Such variations may relate to 
the personalities of the supervisors function- 
ing in such a way that they may increase of 
reduce the personality propensities to other 
accidents, Eisenbud’s psychoanalytic obser- 
vations suggest that certain individuals seem 
to relate to accidents in a “Typhoid Mary 
fashion. The enzymatic action of a dicta- 
torial, authoritarian person may vary in its 
effects, depending upon the particular char- 
acteristics of the personalities interacting 
with it. For example, it might be assumed 
that an authoritarian person might be a se- 
verely frustrating agent to one individu 
provoking him to impulsive or guilt deter- 
mined accidents. On the other hand such af ' 
authoritarian person might reduce the acti 
dent incidence of some other individual who 
is in need of dependency and direction. 
appears possible that a democratic leader 
may induce in his group attitudes of respo™ 
sibility and self-determination, thus effec- 
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tively reducing the accident tendencies in 
members of such a group. R 

(6) Integration of Hypotheses.—It is pos- 
sible to consider the general question of 
socially or personality-determined accidents 
as a result of some relationship among the 
foregoing propositions. Guilt-determined ac- 
cidents, aggression-determined accidents, and 
accidents resulting from impulsiveness might 
reasonably be expected to vary as a function 
of the general tensional level of the individ- 
ual. The more disturbed a person is the more 
prone he is to accidents. Personal or social 
sources of disturbance and tension might be 
expected to vary with the situation. As- 
suming that a guilt-ridden individual feels 
himself unloved, we might further assume 
that self-punishment would be maximized in 
the presence of a rejecting father. Assuming 
that accidents caused on the basis of aggres- 
sion vary with instigators of aggression and 
opportunities for aggressive expression we 
might assume that accidents on an aggres- 
sion-determined basis would increase in an 
authority domination situation. Such acci- 
dents would be likely to occur in such a way 
that the fault would be hidden. Accidents as 
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a function of impulsiveness and lack of fore- 
sight might again be expected to vary with 
the imposition or lifting of authoritarian 
control. In the immediate presence of an 
authority figure it might be assumed that 
accident incidence would be low. Where 
authority is withdrawn, either intentionally, 
or by distance, it might be expected that 
accidents would increase. Thus it is possible 
to construct a logical relationship among the 
various inferred personality and social de- 
terminants of accident occurrence. While no 
sense of definitiveness can be expected at 
present, it appears reasonable that investiga- 
tion on some such basis might be productive. 
Where simple or unitary causality has been 
investigated in the past, many suggestions 
have emerged. It seems fruitless to pursue 
unitary causality farther. In an area as im- 
portant in cause of death as that of accidents, 
it seems essential to attack the many-faceted 
problem from a complex approach, Even 
the personality scientists attempting to un- 
derstand the personality determinants of ac- 
cidents may consider seriously the motto 
“The life you save may be your own.” 
FoG:B. 


SPECIAL ANNOUNCEMENT 


1954 PROGRAM ANNOUNCEMENT 


Material for presentation to the St. Louis meeting handled by the Committee on Pro- 
gram includes (1) papers, (2) films, (3) scientific exhibits, and (4) round tables. i 
Any submission should be described in an abstract of about 200 words, preferably in the 


following form: 
1. A proposed title 


2. The aim (any hypothesis to be proven) 


3. The method used 


4. The limits of the study (time, number of cases) 


. The findings so far 


5 
6. The conclusions which can be drawn 


Data about films should be sent to Dr. Horwitz, and about sientific exhibits to Dr. 

ullivan, but otherwise submissions may be made to any member of the Committee. Ab- 
stracts may also be submitted to the appropriate Section and forwarded to the Section 
Officers, but should be sent in by October 1, 1953. if i i 

The deadline is November 1, 1953, shortly after which the Committee will meet to 


Teview submissions and to set up the program in 


definite form. 


The November 1 deadline also applies to Sections, and it is requested that the officers of 
the Sections will please work up their programs for review by the Committee on Program 


at its November meeting. 


The Committee on Program wishes to thank all participants in the program of the Los 


Angeles meeting. 
Davm A. Younc, 


Joun G. DEWAN 


Maurice H. GREENHILL 


Titus H. Harris 


hairman 


Wurm A. Horwitz 
ZicMonp M. LEBENSOHN 
MartHa W. MacDonatp 
Heten V. McLean 
Josera D. SULLIVAN 


NEWS AND NOTES 


FESTSCHRIFT FOR Proressor KLAESI.— 
The May-June issue of the Monatsschrift 
fiir Psychiatrie und Neurologie is a special 
issue paying tribute to Professor Jacob 
Klaesi on his seventieth birthday, which fell 
on May 29, 1953, and dedicated to him by 
his friends, colleagues, and pupils. Since 
1933, Dr. Klaesi has been professor of psy- 
chiatry at the University of Bern and di- 
rector of the psychiatric clinic and Hospital 
Waldau, and since 1939 he has been editor 
of the Monatsschrift fiir Psychiatrie und 
Neurologie. 

The fine custom of honoring outstanding 
scientists by publishing together a series of 
contributions by their colleagues and stu- 
dents is exemplified at its best in this 500- 
page volume, sponsored by a number of gov- 
ernment and business agencies. The list of 
contributors, numbering 40, is international 
and includes many of the best-known names 
in neurology, psychiatry, psychology, medi- 
cal education, and medical biography. The 
frontispiece of the volume is a portrait of 
Prof. Klaesi. 


Dr. Fetrx Honorep.—Dr. Robert H. 
Felix, director of the National Institute of 
Mental Health, Public Health Service, a 
Fellow of The American Psychiatric As- 
sociation, and who has so efficiently headed 
the Budget Committee during the past few 
years, received Honorary Doctor of Science 
degrees at commencement exercises held 
during June of this year for his outstanding 
work as head of the National Mental Health 
Program and his effectiveness in that ca- 
pacity in building a dynamic program of 
research into the prevention, cause, and treat- 
ment of mental disorders and promotion of 
mental health. One of the honorary degrees 
was awarded by the University of Colorado, 
from whose School of Medicine Dr. Felix 
received his M. D. degree in 1930; the other 
Sc. D. was awarded by Boston University, 
The Journal extends congratulations to Dr. 
Felix on this well-deserved recognition of his 
work, 


RETIREMENT OF Dr. STRECKER.—Dr, Ed- 
ward A. Strecker, chairman of the depart- 
ment and professor of psychiatry in the Uni- 
versity of Pennsylvania, retired in June 
1953, after serving 22 years as head of his 
department. 

One of the monuments of Dr. Strecker’s 
distinguished professional career is the thriv- 
ing Strecker Psychiatric Society, which was 
founded in 1945. This society is an under- 
graduate medical organization with about 40 
members presently enrolled. It serves a very 
useful educational purpose and the meetings, 
at which nationally known guest speakers 
take part, attract large attendance, often 
several hundred persons. 

As his successor, Dr. Appel, puts it, “Dr. 
Strecker will continue to guide developments 
in psychiatry at the University of Pennsyl- 
vania despite his technical retirement.” 


Dr. APPEL CHIEF OF PSYCHIATRY AT © 
University oF PENNSYLVANIA.—Follow- — 
ing the retirement of Dr. Strecker, Dr. Ken- 
neth Appel, who has been associated with the 
University of Pennsylvania and with the 
Pennsylvania Hospital since 1924, succeeds 
to the chair in psychiatry in the University. | 

One of the outstanding developments for 
which Dr. Appel was responsible was the i 
organization of the Functional Clinic at the 
University Hospital. At first, a subsection 
of the G. I. Clinic, it has since become an 
important independent unit which Dr. Appel 
has directed throughout. He is presently | 
serving for the year 1953-54 as president of l 
The American Psychiatric Association. 


Revista De PsiquratrIA Y PsicoLoci | 
MEDICA DE EUROPA Y AMERICA LATINAS— 
The first issue of this new review, published T 
in Barcelona, is dated January-February- 
March 1953. The purpose of this review 8 
to bring together points of view from | 
parts of the Latin world as represented by 
contributions from Central and South Amer- 
ican countries, as well as European. All as- 
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pects of psychiatry and related disciplines 
will be covered. The first issue contains lead- 
ing articles by Honorio Delgado from Peru, 
A. Vallejo Nagera and J. J. Lopez Ibor from 
Spain, together with abstracts, excerpts, 
book reviews and news items. 

Revista de Psiquiatria y Psicologia Mé- 
dica is under the editorial direction of Prof. 
Ramón Sarró, assisted by a board compris- 
ing members from Chile, Peru, Mexico, Ar- 
gentina, Brazil, Uruguay, Cuba, Spain, Por- 
tugal, France, Italy, and Switzerland. The 
editorial office is in Barcelona: Calle de 
Enrique Granados, 121, ent, Barcelona. 

The American Journal of Psychiatry sa- 
lutes and extends best wishes to Revista de 
Psiquiatria Y Psicologia Médica de Europa 
y America Latinas. 


Acta PsycHOTHERAPEUTICA PsycHoso- 
MATICA ET ORTHOPAEDAGOGICA.—This new 
journal, under the editorship of Drs. Carp 
and Stokvis, both of Leiden, together with 
5 associates and collaborators from many 
countries, was launched in the Spring of this 
year. In their introduction, the editors take 
account of the “growing need for further 
Study of the fundamental problems in a field 
in which the consideration of man as a unit 
must form the basis of every psychothera- 
peutic endeavour,” and recognize that “the 
physician who has a true sense of vocation 
therefore must be a psychotherapist first and 
foremost,” 

Papers will be published in English, Ger- 
man, and French. The new review is a quar- 
terly and the subscription price is 40 Swiss 
franes per annual volume. 

Editorial correspondence should be ad- 
dressed to Dr. B. Stokvis, Psychiatric Uni- 
versity Clinic, Leyden-Oegstgeest, Holland. 
The Publishers are Messrs. S. Karger, 22, 
Holbeinstrasse, Basle, Switzerland. 


P FUNCTIONS AND QUALIFICATIONS OF 

SYCHIATRIG Nurses.—The report of a 
study on the functions and qualifications of 
Psychiatric nurses conducted by Claire Mint- 
aie R. N., in cooperation with an 
advisory committee of psychiatric nurses and 
Psychiatrists, has just been published by the 

ational League for Nursing, 

Need for such a study is indicated by the 
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fact that half of the patients in the country’s 
hospital beds are classified as psychiatric 
patients, while only 5% of the nation’s hos- 
pital nurses are employed in psychiatric 
facilities. 

To supply information for the study more 
than 200 psychiatric nurses from all over 
the country answered questionnaires and co- 
operated in the interviews and conferences. 
The study, financed through a grant from 
the National Institute of Mental Health, 
was conducted under the Mental Health and 
Psychiatric Nursing Project of the National 
League of Nursing Education and the Na- 
tional Organization for Public Health Nurs- 
ing, both now part of the National League 
for Nursing. 

Copies of the report may be ordered from 
the National League for Nursing, 2 Park 
Avenue, New York City. The price is $1.50 


per copy. 


Fiera MENTAL HOSPITAL INSTITUTE.— 
Dr. Kenneth E. Appel, president of The 
American Psychiatric Association, announ- 
ces that the Fifth Mental Hospital Institute 
will be convened at the Hotel Marion, Little 
Rock, Arkansas, October 19-22, 1953. 

Among the topics to be discussed are: 
strengthening hospital services through im- 
proved administrative practices, follow-up 
studies of patients after formal discharge, 
the law and the mental hospital, the evalua- 
tion of therapies, research problems, accident 
prevention, and other administrative prob- 
lems. 


INSTITUTE oF PSYCHIATRIC TREATMENT. 
—A 3-day institute under the direction of 
Dr. Leo Alexander and Dr. Robert Arnot 
will be held at the Boston State Hospital, 
Boston, Mass., October 1-3, 1953. One day 
each will be devoted to discussions and dem- 
onstrations of treatment techniques for (1) 
manic-depressive illness, (2) schizophrenia, 
and (3) psychoneuroses and borderline 
states. Sessions will run from 9 a.m. to 
5 p.m. each day, with lunch at 12:30 and 
group discussion at the end of the afternoon. 
On October 2, there will be dinner at 7 p.m. 
at the Harvard Club, followed by a motion 
picture on problems of therapy. 

On the first day (manic-depressive illness) 


236 


the topics will be: (1) Indications for ther- 
apy, (2) Electroshock: theory and practice, 
with oscillograph and clinical demonstra- 
tions; the use of Anectine in electroshock 
therapy, (3) Follow-up psychotherapy in de- 
pressions, (4) The use of autonomic drugs 
for diagnosis, prognosis and treatment, and 
(5) Testing practice with the Funkenstein 
test. Each participant will test 2 patients in 
1 hour. 

On the second day (schizophrenia) the 
topics will be: (1) Insulin, (2) Other en- 
docrine aspects of therapy of mental disease, 
(3) Psychotherapy in the treatment of 
schizophrenia with or subsequent to insulin 
coma therapy, (4) Neurophysiological con- 
cepts of therapy, and (5) New psychosurgi- 
cal techniques and their indications, 

On the third day (psychoneuroses and the 
borderline states) the topics will be: (1) 
Nonconvulsive treatment and combined con- 
vulsive-nonconvulsive techniques (electro- 
narcosis and electric coma variants), (2) 
COs, (3) Associated psychotherapy ; integra- 
tion of psychotherapy with electric treatment 
techniques, (4) Short-term psychotherapy of 
the neuroses, and (5) Abreactive techniques 
and sedation. 

Applicants please write to Dr. Leo Alex- 
ander, 433 Marlborough Street, Boston, 
Massachusetts, The registration fee to cover 
the expenses of the course is $25.00. Checks 
should be made out to the Institute of 
Psychiatric Treatment, in care of Dr. Leo 
Alexander, 


AMERICAN PSYCHOSOMATIC SOCIETY 
MretiNG.—The eleventh annual meeting of 
the Society will be held at the Jung Hotel 
in New Orleans on Saturday and Sunday, 
March 27 and 28, 1954. 

The program committee would like to re- 
ceive titles and abstracts of papers for con- 
sideration by December 1, 1953. The time 
allotted for the reading of each paper will be 
15 to 25 minutes. The committee is inter- 
ested in investigations in the theory and prac- 
tice of psychosomatic medicine as applied to 
adults and children in all the medical special- 
ties, and in contributions in psychophysiology 
and ecology. 

The program committee requests that ab- 
stracts be submitted in quadruplicate to the 
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chairman, Dr. George L. Engel, 551 Madison 
Avenue, New York City. 


AMERICAN OCCUPATIONAL THERAPY As. 
SOCIATION.—The thirty-sixth annual confer- 
ence of this association will convene in the 
Shamrock Hotel in Houston, Texas on No- 
vember 13. The theme of the week-long con- 
ference will be “Refining Our Resources,” 
The Pre-Conference institute on research in 
occupational therapy will begin Monday 
morning, November 16 and continue through 
the morning of November 17. On the after- 
noon of that day, the general program, with 
morning, afternoon, and evening sessions, 
will begin and continue until the close of the 
conference on Friday afternoon. 


NATIONAL Association For Music 
TueraPy.—The fourth annual meeting of 
the National Association for Music Therapy 
will be held October 19-21 at the Kellogg 
Foundation, East Lansing, Michigan. The 
program committee is organizing a compre- 
hensive program representative of all phases 
of music therapy. E. Thayer Gaston, chait- 
man of the music education department, Uni- 
versity of Kansas, is president of the Na- 
tional Association for Music Therapy and 
will preside at business sessions and execu- 
tive committee meetings. 

Further information may be obtained from 
the local chairman, Roy Underwood, director 
of the Division of Fine Arts, Michigan State 
College, East Lansing, Michigan. 


INTERNATIONAL CONGRESS FOR PsYCHO- 
THERAPY.—Dr. H. K. Fierz, secretary-get- 
eral, has announced that the Internation: 
Congress for Psychotherapy will be held at 
Zurich, July 21-24, 1954, under the auspices 
of the Swiss Medical Àssociation of Psycho- 
therapists. The main topic for discussion at 
this congress will be the controversial subject 
of transference in psychotherapy. 

Correspondence may be addressed to: The 
Secretariat International Congress for Psy- 
chotherapy, Zurich, 1954, Theaterstrasse 12, 
Zurich 1, Switzerland. 


Rorrey Park Instrrure (GRADUATE 
Course.—Throughout the week of June 24 
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1953, the International Post Graduate Course 
on Mental Health in Industry organized 
jointly with the World Health Organization 
was held at Roffey Park Institute at Hor- 
sham, Sussex, under the direction of Dr. 
T. M. Ling, director of the Institute. The 
doctors taking this course earlier attended 
sessions on the physical aspects of occupa- 
tional health at Manchester University. Be- 
sides British industrial medical officers, 
graduate students were registered from Ger- 
many, Holland, Belgium, Greece, Turkey, 
Denmark, Sweden, Switzerland, Austria, 
Yugoslavia, Italy, Spain, North Africa, and 
Canada. 


JAPANESE ASSOCIATION FOR PSYCHIATRY 
AND NeuroLocy.—In the March 1953 num- 
ber of the Folia Psychiatrica et Neurologica 
Japonica, the proceedings of the forty-ninth 
annual meeting of the association in May 
1952 are reported. One is impressed by the 
remarkable activity of the membership as 
represented by the 174 papers shown on a 
3-day program. There was a symposium on 
epilepsy including some 30 papers. There 
was also an ample symposium on problem 
children and numerous papers on neuropa- 
thology, neurophysiology, biochemistry, and 
psychopathology. One section dealt with he- 
tedity, eugenics, and criminology. A con- 
siderable variety of clinical subjects was pre- 


sented and all current treatment methods 
were covered. 


CONGRESS OF ELECTROENCEPHALOGRAPHY 
AND CLinicaL NeuropHysioLocy.—The 
third congress of the International Federa- 
tion of Societies for Electroencephalography 
and Clinical Neurophysiology met during the 
week of August 16-21 on the campus of Rad- 
cliffe College in Cambridge, Massachusetts. 
During the scientific sessions, papers were 
presented by representatives from England, 
France, Italy, Belgium, Germany, Holland, 
Switzerland, Sweden, Spain, Denmark, Ja- 
pan, Australia, Canada, and the United 
States. 


CANADIAN PSYCHIATRIC AssociaTION.— 
The annual meeting of this association was 
held at the Royal Alexandra Hotel in Winni- 
peg, Manitoba, on June 15 and 16 of this 
year. Dr. R. R. MacLean of Ponocka, Al- 
berta, became the new president; Dr. G. 
Loignon, Montreal, the new vice-president ; 
Dr. C. Roberts, Ottawa, the new secretary; 
Dr. R. C. Hamilton of Ste. Anne de Belle- 
vue, Quebec was elected as treasurer. 

Guest speaker at the annual dinner was 
Dr. Norman Cameron, professor of psychi- 
atry and psychology at the University of 
Wisconsin. 


KRAEPELIN 


_En la historia de la psiquiatría el nombre de Kraepelin permanecerá imborrable. Todo, 
ciertamente, cambia y se transforma, más atin en una ciencia en pleno devenir como la 
psiquiatría, pero han de succederse numerosas generaciones hasta que llegue una época 
en la cual la obra de Kraepelin se recuerde tan sólo como un episodio meramente anec- 


dético de la evolución de la ciencia psiquiátrica. 


Wir stehen noch immer am Anfang. 


Dr. Jose M. SACRISTÁN, 
(Actas Expañolas de Neuro- 
logía y Psiquiatría.) 


THE SENSATIONS: THEIR FUNCTIONS, Processes 
AnD MecHANIsMS. By Henri Pieron. Trans- 
lated by M. H. Pirenne and B. C. Abbott. 
(New Haven: Yale University. Press, 1952. 
Price: $6.00.) kag * 


This important new work of Dr. Henri Pieron 
suffered only slightly by the translation from 
French into English. The French edition was pub- 
lished soon after the liberation of France in 1044; 
however, those who know of the research and 
teaching of Dr. Pieron r ize that much of the 
materal contained in this work be 20 or more 
years before. The English edition, published in 
1952, is an enti: revised work. 

By the term, “The Sensations” the writer refers 
to those functions usually referred to in English 
and American neurology as the senses. The work 
is an examination of the field both broadly and in 
some detail and describes the mechanisms of 


and quantitative discrimination. Both theoretical 
and practical applications are considered, and the 
author points out that he has written for teachers 
of psychology as well as practical physiologists, 
psychologists, psychiatrists, and surgeons. He even 
mentions the value of the book to psysicists and 
astronomers, acoustical and illuminating engineers, 
photographers, television experts, and specialists 
in perfume chemistry!  " kii j 

English psychologists and physloloifts are well 
acquainted with Dr, Pieron’s previous articles, and 
his S, Thought and the Brain and Principles of 
Experimental Psychology, are well known to Eng- 
lish and American readers. ~ R 

The author the somewhat tmusual position in 
the College’ de France, Paris, t professor of the 
physiology of sensation. The bool ‘expresses much 
of his teaching at that institution beginning in 1923. 

The first division indicates the content of the 
book. It is entitled, “From the Stimulus to the 
Sensation” and is concerned with the stimulus-re- 
sponse reactions, their regulations and) sensitivity. 
It includes also a classification of sensation’ and 
discusses at considerable length the general char- 
acteristics of the excitation ocess. ; 

The second part is entitled, “The Problem of 
the Excitation Mechanisms.” Mechani mal, 
luminous, and chenital taos as they affect 
the physiological processes of the o: ism, are 
discussed. The term, “algic: excitation,” is applied 
to stimuli giving painful sensations. 

The third section, entitled “The Basis of Quali- 
tative Appreciation,” discusses the general problem 
of sensory qualities, chromatic sensations, and audi- 
tory, olfactory, and gustatory senses. 

The fourth section is entitled “The Basis of 
Quantitative Appreciation.” This section, which 
goes somewhat further than usual discussion of 
sensory mechanisms, is concerned with spatial con- 
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cepts and temporal aspects. Evaluations of intensity 
and a general discussion of the physiological mech- 
anisms for the appreciation of intensities are in- 
cluded, 5 
In his conclusion, the author comes to the point 
usually reached by the experimental psychologist 


- and physiologist, namely, the question of the under- 


laying neurophysiological mechanisms of human 
behavior. He believes that in time “it will be pos- 
sible to penetrate into the mechanisms that play in 
the network—which as yet appears inextricable—of 
the associative tracts of the human cerebral appara- 
tus.” Much that is known concerning the neu- 
roanatomical substrata of behavior is not discussed, 
but this is as might be expected since the work is 
directed primarily to a study of the sensory func- 
tions. a 

The book is well organized and illustrated and 
contains a comprehensive bibliography. It should 


d icularly useful t hologist and the 
excitation and the physiological bases of qualitative ` The gerticalasly, ugeful fo the psychologis 


neuróphysiologist and should help to bridge the 
gaps in knowledge that remain between these two 
sciences, 
Grorce N. Tuompson, M.D. 
as i School of Medicine, x 
. y University of Southern California. 
Psycutatry AND Menicine. By Leslie A. Osborne, 
M.B., B.S.,M.D. (New York: McGraw-Hill 
Book Co., Inc., 1952. Price: $7.50.) 


This book Stresses the close interdependence be- 
tween medicine and psychiatry. It relates the need 
‘to learn these subjects concurrently so that one’s 
“knowledge keeps abreast of both at the same time. 
This avoids the mistake in the past, of too much 
emphasis being placed on the physical aspects of 
disease without recognizing the cogent influence of 
emotional factors. pa 

The text is well written, very elementary in its 
development of the subject matter, with many well- 
‘chosen practical examples. The author believes 1n 
learning by doing, and utilizes actual clinical data 
throughout the book to drive home his theories of 
application of psychiatry to the general field 
medicine. He successfully makes for a more com- 
plete understanding of the patient as a whole human 
being, so that the attitude of the medical student 15 
constantly attuned to the ways of the patients 
behavior rather than to the strange end result. 

The book is divided into 3 parts. Part One deals 
with theoretical considerations. It starts by €- 
plaining the nature of symptoms in relationship t0 
growth and social awareness. Symptoms devel 
as a rule owing to conflict between the needs of set 
assertion and interrelationships with family an 
friends. ae 

Part Two deals with practical application anf 
explains the various types of reactions to life a 
periences, diagnostic criteria, and nomenclature. 
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i 
The various ancillary fields are given elaborate dis- hardly, enough to give him any real depth in the 


cussion and the section on psycological testing is 
especially well handled. Psychotherapy is ad- 
equately explained in consummate detail, except 
where actual clinical application is faced. Here 
suddenly the author becomes nonspecific and löst in 
abstractions. This may be done purposely, a$*the 
book is-primarily an introduction to psychiatry. 

The author apparently has a prejudiced attitude 
to the shock therapies, and this unfortunately de- 
tracts from thé value of his discussion of these 
physical aids. He is so carried away by his theme 
of overemphasis on psychotherapy that he 
somewhat frightened when some other form of 
therapy might likewise prove very"effective. His 
very heading of this,chapter as “the drastic ther- 
apies” and his use of the quotation from Sophocles, 
“A remedy too strong for the disease,” revéal his 
biased approach. It probably would have been 
more appropriate to have someone mor@l€xperienced 
in this field write this section. a 

Part Three of the book is devoted itọ mental 
hygiene. #It brings out the need for sponsoring 
creativity and spontaneity in early childhood with 
continued, phasis on freed of self-expression. 
This is an especially excéllent section. a 

On the whole, this book canybe „read to 
advantage by most doctors, medical omde, ae 
nurses, The theoretical introduction to the better 


understanding of the person as a whole is well done,,, 228 pages. In these short pages 


As such it is a good text for freshman stu 5 
N. K. Ricxres, M.D.) 


understanding of them. For this, the reader has 
ample bibliography ‘toerefer to. Probably the one 
big criticismřof the Book is that it tends to draw 
conclusions tod quickly for the reader. For instance, 
‘the subject}of the obsessive-compulsive neuroses is 
covered in 3 pages with the conclusion that classic 
psychoanalysis is the treatment of choice. What 
does the general practitioner do then with these pa- 
tients, ye is in a small community where 
analytical help is not available? 

The interview technique is graphically illustrated 
and faulty attitudes are rather forcefully pointed 
out. It is a wholesome exposition that if read 
carefully will prove most helpful toward the real- 
Tei of a healthy und nding of the mentally 
ill. 

This book showld be a welcome addition to the 
literature in psychiatry for general ractitioners. 


N. K. Rr » M.D., 
m - Beverly Hills,*Calif. 
PsycHiatRy IN GENERAL Practice. By C, A. H. 
ü Watts, MEDS and B. M. Watts, M.B., B.S. 
. (Toronto: J. & A. Churchill Ltd., 1952. Price: 


ee oo 


This book, written byya doctor in PENE ese 
and his wife, covers the entire field of psychiatry in 
every disease is 
covered including its etiology, symptoms, diagnosis, 
and treatment. "In addition, child psychiatry, geriat- 


. Beverly Hills, Calif. rics, and pı ive psychiatry are also discussed 

m $ and handled completely to the authors’ evident 

_ Orrice Psycratry, By Louis G. Morie M.D.” Satisfaction. c historiés are reviewed, and in 
practically examples anxiety, phobia, enuresis, 


(Chicago, Ill.: The Year Pooky punten 


1952. Price: $6.00.) 


medical practitioner. It is presented to the general 
Practitioner, the non-psychiatric specialist and the 
medical student in the hope that it will in 
their understanding of the patient as a per: 
ae extending thetrange of their usefulness to 
m Patient and adding to their own satisfaction." 
A This simple ambitious purposelis fairly well con- 
eived and fulfilled in this compact, cofmprehensive 
on The development of this subject starts practi- 
y from the very® beginning, avoiding a lot of 
essary verbiage. The various types of reac- 
5 S are well illustrated in caricature studies that 
ng a delightful touch of lightness to the task of 


The author states in his preface that “this book * 
not designed to make a psychiatrist of every “about bis aE 


and mild depression are cured or improved within 
an average consultation time of 3 hours. To,quote 
directly from “The average case requires 
lasting three quarters of 
page 15)@and “It can be seen from the 
statistics that 6% yof all psychiatric caséS seen in 
general practi: e anxiety states. The treatment 
of these cases is, therefore, the main part of the 
psychiattic problem confronting the general practi- 
tioner and with proper handling most of them re- 


an hour” 


Wcoverlér at least improve” Conia 
Later as t causation the autho state, “The 


probl „masturbation ani were sur- 
prisingly on”. (page 19). Practically every 
phase of psychiatry. ersimplifie The confi- 


dence by e naive writers in their 
approa psychiatric isdbilities is reminiscent of 


Psychiatric indoctrination, ‘This innovation could, the sophomoric attitude of the medical student 


Ba a advantage in many more of our profound 
ths es extbooks because it does not detract from 
tite pal of facts. It only sucgeeds in driving 

€ points the author wishes to stress. 
Rie cleyerly avoids the use of any con- 
i Concepts or foreign terms. He writes 


“asily and convincingly. The sections on ‘psychoso- 


Matic medicine and the neuroses are perder Bi 
+ 
; 


“ent detail to introduce them to theteader 


toward diagnosis when first permitted to carry a 

stethoscope. Would it were really so—how much 

easier a psychiatrist’s life could bel ly é 
This attitude, which permeates the book, spoils 

what might have been a very desirable effort, as the 

authors have apparently had a vast experience and 

write easily and effectively. 

x N. K. Rickies, M. D., 

m * Beverly Hills, Calif, 
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Tue Drawinc-Comptetion Test: A Projettive 
Technique for the Investigation of Personality. 
By G. Marian Klinget.«(New York: Grune & 
Stratton, 1952. Price: $6.75.) S 


The Drawing-Completion Test is a t 
the investigation of personality, using drawings 
obtained by means of presenting to the subject 8 
white squares arranged vertically in 2 rows om a 
„black background. Each squareiicontains a small 
graphic element, different from very ol square 
and exemplified by such forms as a,dot, a small 
black square, a curved dotted line, 2 straight lines 
at right angles »but not contiguous, etc. These 
= graphic elements serve as a seties of formal themes, 
which the subject is asked to develop in his own 
way. The drawings this produced are then ana- 
lyzed according to a number of i referring to 
+ both form and content. 

The primarygaim of this test is to explore the 
structure of onality in terms of what are often 
called “basic functions,” such as emotion, imagina- 
tion, dynamism, control, reality-function, encoun- 


= 
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E y. the test blanks. Im general, the o 
ing-Completion Test represents an' exciting and 
stimulating contribution to the field of projective | 
techniques. . s 
HERBERT HERMAN, M. D., 
A New York City 
4 m 
Or Gon, THE DEYIL, AND THE Jews. By Dagobert D. 
Runes, Ph.D. (New York: ` Philosophical 
Library, 1952. Price: $3.00.) į i 


* 


Dr. Runes, an avowed freethinker, and articulate 
write on philosophical, religious, and historical 
matters, has selected 2 title in his latest book that 
covers only three of the many subjects treated in 
this provocative collection of, 34 philosophical es- — 
says, Indeed, they are more likè a series of short, 
fiery Sermons, written with great fervor, and con- — 
taining powerful indictments against most of the 
author’s chief abominations. His main targets are 
those political and religious institutions both past 
and present in whose names have been perpetrated 
e most outrageous examples of “man's 


7 ae m- some o 
tered in all human beings but with different in- inhumanity to man.” He supports his thesis with a l 
tensity and with different ini lations. This scholarly backgroundřof historical data, With bold 


But changeable in varying 
it determines to a large extent the | 
individdll’s behavior MAC epsequentiy i wpis his 
technique explores the stricture of personality, it 
also provides insights into its functioning, whether 
normal or abnormal. 

The diagnostic value of drawings no longer needs 
to be demonstrated. Drawings yield data uniquely 
free from many influences ‘ia Mlistort verbal 
comunications. The ‘communication transmitted by 
them is: not recognized by the subject and thus 
escapes thé vigilance of the mind. However, this 
indirect language is also more difficult to under- 
stand? The diagnostic value 1 
strictly dependent upon thefexaminer’s ability to, 
translate their specific language into common terms. 
The researchiunderlying the elusions presented 
by this test was carried outon a° group of 383 
“normal” subjects. After carefullistudy about 500 
information items per subject were elicited andeused 
as ve criteria for establishing the conclusions pre- 
sented. 


The ae mpletion Test presents a ümber” 
ies thai 


structure is not static 
degrees, and 


* 


of qualiti justify its appeatance,in the 
already rather prolific field of projective t iques. 
It presents to the subject material that is almost 
completely ictured. The graphic elements are 
simple and few and the subject is given. vast; pos- 
sibilities for free i, and expré§sion. Fur- 
ther, the material used does not threaten subject 


by the strangeness of its appearance or®by its 
emotional implications, but rather appeals to him 
by its simple and neutral character. Another most 
„important feature is its practical value in terms of 
time needed for administration, scoring, and inter- 
pretation, as well as for the examiner’s initiation 
into its diagnostic mechanism. The average time 
for all these procedures is less than an hour. 


Specially designed scoring and interpretation Sheetsy @ . 
À 


; 


of the drawings is 


okes he pierces the sham religiosity Aid hypoc- 
ety of groups | could condone the slave market, 
ie burning of witches, and the massacre of non- 
believers—all in the so-called name of God. 
Although rational, logical, and even iconoclastic 
“in his approach, Dr. Runes retains a deeply and 
fun entally religious core. His concept of God 
appears to be closely akin to that of Hëbraic mon- 
otheism. “God, or a substance, or the ultimate, is 
“within us, and it is onejarid it is eternal. ... It 
the atom of our mind., It is thought creative, 


i 
Shouse freed from encumbrances, thought returned | 
È , 


gisel. e ? i a 
‘he author is at his best when disctssing philos- 
ophy, religion, morality, and ethics. Those. readers 
who are not too Femy chained to dogmatism will | 
find this material highly stimulating, even disturb- 
ingë Dr. Runeg’is on less firm ground when he 
speaks forth on other matters. For example, in his 
Wessay on “Science Off the, Tracks” he suggests 
“_.. let us flow harness the” powers of science 
hout pE, f ig just how this is to be done 
without interféring with freedom of research. He 
takes a very dim view of ern dream interpreta- 
tion and compares it to the activities of ‘Babylontl 
priests. Sexuality is consideréd as being primarily 
glandular. He vehemently condemns the Keeping 
of pets “so long as there is a suffering waif starv- 


” 


moral failures of some of our most respectable m 


stitutions as Seen in historical perspective. | 
reader who approaches this work in a thought! ai 
mood cannot fail to be moved by this challengi”! 
and humanitarian writer. © D. 

Zicmonp’ M. LereNsonN, M- "o 

Washington, D. ™ 
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Sinice the: World Congress in Paris in 1950, 
French psychiatry has followed the trends 
‘defined at that time by Professor Delay in his 
inaugural address. x 
Three outstanding events have marked the 
last 2 years. On May 25 and 26, 1952, was 


celebrated formally, in the presence of nu-. 


merous foreign delegates, the centenary of the 
Société Médico-Psychologique® Among its 
founders in 1852 were Ferrus, Brierre de 
Boismont, »Baillarger, Delasiauve, Falret, 
Moreau'de Tours, Voisin. During the century 
that followed the Société has included in its 
membership all the great names in French 
psychiatry and has played a very significant 
role in the evolution of theoretical and thera- 
peutic concepts in psychopathology. Amon; 
Mmportantycommunications presented during 
the anniversary ceremony was that of Delay 


on shock and the alarm reaction in psychiatry. * 


3 In Julyst951, the Congress of Psychiatrists 
_ and Neurologists convened at Rennes. At 


this meeting Lafon” (Montpellier) repoja 


on behavior problems in children, urgi 
Conservative 
mism and ill-considered optimism. Fontan 
(Lille) spoke on left-handedness, with con- 
Servative conclusionsy Michel Cenac (Paris) 
took up the quéstion of the value of evidence 
im court, Among Aher topics dealt with'by 


a 


_ the Congress were mythomariia, the drawings. 


children,” symptomatic affective retarda- 
_ Hon, suicidal attémpts, group ps otherapy, 
eh chosurgery, the use of lithium salts in psy- 
chiatric therapy, thestreatment of a coholism, 
and presenile psychoses. 

In July 1952, the 5oth annual meeting of 
a Congréss of Psychiatrists and Neurolo- 
Tea, Was held in the capital of the Grand 
ei Y of Luxembourg. Kammerer (Stras- 
ae P Presented a report on what psychi- 
ee as learned from the st ly of twins, 
ee Ing out the discrepancy between the per- 
paras of Statistical method and the hetero- 
Me fies of the clinical syndromes observed, 
ing thea Some hope of progress in fecontil- 

then € methods of study. New concepts 
a hemorrhage in adults were pre- 
by Géraud (Toulouse), while Don~ 


Position’ between undue pessi- 


fe a (Bordeaux) dealt with the subject of 
ment for the tuberculous mental patient. 
Other communications were devoted to the’ 
subjects of psychopathology, psychosomatic 
medicine, therapeutics, and forensic medicine. 
Barbé published a “Précis de Psychiatrie” 
following in general classical lines; while 
Baruk expressed his personal point of view in 
a manual besa experimental and physio- 
logical but reflecting also humanistic and ethi- 
cal values. This attitude was developed * 
further in his “Psychiatrie Morale, Expéri- 
mentale, Individuelle et Sociale.” Ey, author 
of the or; ipani: concept, continued the 
publicati n of his “Etudes Psychiatriques,” 


a Verii uence of monographs reflectin 
Be. ng, of a EA completed ae 
will form a new “Natural History of Mental 
Illness.” Guiraud in his “Psychiatrie Gé- 
nérale,” presented his individual view of psy- 
chiatric problems—a double-aspect, monistic 
viewpoint based on the identity of mind and 
body and seekittg:to establish a monistic psy- 
chiatfy opposed to the organic-dyndmic doc- 
trine of Ey. In 1952, a new edition of Porot’s 
“Manuel Alphabétique e Psychiatrie Cli- 
snique, Therapeutique et Médico-Légale” was 
brought out, presenting an improved. and 
simplified arrangement of topics.  ' 
Faithful torold clinical tradition, many 
Fretichjpsychiattists continue their interest in 
symptomatology, Seeking to refine psycho- 
“logical diagnosis, constructing ‘tests such as 
that of 'Tsédèk, through which® Baruk at- 
tempts’ to explore the ethical sense. Unfor- 
tunately, current application of tests is often 
hindered by the lack of medical or psycho- 
logical personnel in many "6f the services. 


RE oing on the other hand, is rapidly 


multiplying (EEG, apparatus for endocrine 
study, for example). Centers r biological 
research are developing, thus permitting uset 
ful observations, such as those of Paul Abély 
on endocrinological psychiatry; those of the 
university of Paris, Lyon, Marseille, Mont- 
pellier on the EEG, of Bordeaux on electro- 
shock methods, of Strasbourg on psychologi- 
cal results of lobotomy; those of Baruk on 
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the numerous problems of the physiology of 
the nervous system. k 

The book by Hécaen and Ajuriaguerra on 
“Méconnaissances et Hallucinations Corpo- 
relles,” that of Jean Lhermitte on hallucina- 
tions, that of the same author on “Mystiques 
et Faux Mystiques,” the works on epilépsy 
of Marchand and Ajuriaguerra as well as of 
Roger and his pupils—these point up impor- 
tant questions in psychopathology. 

French psychiatric centers, for a long time 
rather hostile to psychoanalytic doctrine, 
have gradually becomésomewhat more favor- 
able, maintaining, nevertheless, a prudently 
critical attitude. Outside of the orthodox psy- 
choanalytic circles, if the influence of the con- 
cepts of Freud, Adler, Jung, or Stekel is 
spreading, it has by no means attained the 
importance that it has in the United States on, 
in Switzerland, for example. A degree of res 
serve continues, awe other hi + psyčho- 
somati¢ medicine has pidly gained wide rec- 
ognition, a long Hippocratic and humanistic 
tradition having always marked French medi- 
cine, which has never faileditq,consider man, 
and particularly a sick man, in his totality. 

Problems of child psychiatry, not only 
those ofmental retardation but also disorders 
of els juvenile delinquency, and char- 
acter disturbances, occupy an important place 
in France. Tnterest these questions is evi- 
denced in the creation of a chair of child neu-# 
ropsychiatry,in the Faculty of Medicine in 
Paris (Prof. Heuyer), the development of 
specialized services, of centers of re-educa- 
tion, and of medico-pedagogical institutes. A 
definite psychoanalytic trénd is s¢en among 
psychiatrist-pediatricians. Progress in the" 
fields of pharmacology, psychotherapy, sur- 
gery (leucotomy, jugulo-carotid anastomosis) 
has been takén full advantage of in child 
psychiatry. The manuals of Robin and of 
Michaux, and Beuyer’s “Introduction to 
Child Psychiatry,” recently published, are 
notable in this department of psychopath- 
ology. bá 

Therapeutic questions are always among 
the first preoccupations of French psychi- 
atrists. With the exception of a few, espe- 
cially Baruk, the majority are favorable to 
shock therapy. Jean Delay’s book on therapy 
described the situation in 1950. Whilecardia- 
zol (pentamethylenetetrazole) is much less 
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used than formerly, electroshock is used ona 
larger scale, with indications that are now 
quite specific. Electronarcosis has been in use 
for more than 2 years, as well as the method 
of prolonged electroshock at low intensity, 
This latter procedure has proved very tiseful 
in place of ordinary electroshock in a great 
many cases. The Sakel treatment, which has 
been utilized in France for more than 15 
years, is still largely employed, but there are 
still opponents because of the possible acci- 


‘dents and the frequent relapses. Fiamberti’s 


method, acetylcholine therapy in schizophre- 
nia, is rarely resorted to, while the method of 
Meduna, carbon dioxide inhalation, is coming 
into more frequent use. * 
Laborit’s method of artificial hibernation as 
made use of in surgery is also being applied in 
psychiatry “and shows considerable promise. 
The same fs true of the various methods of 
prolonged sleep. Studies have also been made 
of the effect of ‘cortisone, ACTH, and sero- 
therapy. Some observers, for example, 
Hyvert, continue to favor the use of tuber- 
culin in the treatment of schizophrenia, on the 
assumption of a possible atypical tuberculosis. 
Glutamic acid and dinitrile succinye acid are 
widely employed. Hormone therapy is 1- 
creasingly used, especially by Abély, Baruk, 
Rondepierre, in a considerable, variety of 
cases such as affective disorders, mental 
instability, personality disturbance, mental re- 
tardation, and. demential states. Psychosut- 
gery, having met at first with marked hos- 
tility, or at least an open scepticism, has i 
terly won much favor, buttafter a period 0 
overenthusiasm, its indications have been 
much more narrowly defined. Procedi 
have been widely varied, the lobotomy 0 
Freeman and Watts and ‘the topectomy i 
Poppen being most frequently used. Thala- 
motomy, transorbital leucotomy, cingulec- 
tomy are more rarely resorted to. Amet 
methods specially used in France must i 
mentioned injections, through’ trepan opel 
ings, in the prefrontal lobes, of nonnecrosiié 
substances whose action may be pharma? 
dynamic or hormonal (Paul. Abély i 
Guyot)# Ergotherapy has always been | 
high favor. Sociotherapy, Moreno s vy f 
chodrama, and group therapy are coming iE 
creasingly into use. However, persona: 4 


ed continuing such efforts as those of 


tse, seems to be somewhat less in 
d its indications more precisely de- 
harmacological shock, particularly by 
amphetamine, is coming into more fre- 
t use. Baruk, who is opposed to narco- 
, recommends a method akin to what 

be called moral treatment, and the 
on of a friendly atmosphere. He at- 
the name chitamnie to this type of 


ee eel 


war has raised serious problems, and 
various methods of treatment, par- 
the use of tetraethylthiuram disul- 
widely current, the good results gts 


V. J. DURAND _ 
in various psychiatric hospitals have 


to promote the rapid rehabilitation- 
ents. Narcoanalysis, following wide-» 


atment are prejudiced by the paucity “asm. 
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of special treatment and post-treatment cen- 
ters. 
It must be admitted that progress has been 
slower in the fields of mental hygiene and 
social psychiatry. Although there is an in- 
creased number of clinics and new specialized 
social services, there remains still much to be 
done. This has most often due to finan- 
cial difficulties. The samé is true in account- 
ing for somewhat tetarded advances in fo- 
rensic and penal psychiatry. Nevertheless it. 
is possible to report considerable progress, 
Taking account of rch activities in the 
field of ps the world over, France, 
true to her critical faculty, adheres to a con- 
servative, watchful attitude. Among the di- 
verse viewpoints and new theories she seeks 
to maintain a just balance equally removed 
from arid scepticism and ill-founded epthusi- 
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BIOLOGICAL PSYCHIATRY 2 
A. E. BENNETT, M. D., BERKELEY, CALIF. 


Biological psychiatry can be defined as the 
science of life in the relationships of living 
processes, both animal and vegetable, to men- 
tal illnesses. While the only expressed ob- 
jective of our society is the study of the bio- 

“logical basis of behavior, I think we all have 
different concepts of the biological approach 
while believing that a broad concept of such 
a causation of mental illnesses is basically 
sound, Although psychogenesis is not re- 
jected by most of us as one cause of major 
mental illnesses, certainly it is not the answer 
to most of our problems. The physiological 
approdth has more nearly approximated 
specificity in therapy in a number of serious 
mental disorders, Examples are the anti- 
biotics in neurosyphilis, nutritional and vita- 
min therapy in deliroid reactions, convulsive 
therapy in affective disorders. Even in some 
psychogenic emotional disorders physiologi- 
cal approaches cannot be ignored and often 
facilitate psychotherapy. 

Anatomy, physiology, and pathology of the 
human body, influenced by hereditary and 
environmental factors, provide the only logi- 
cal basis for explaining human behavior. Psy- 
chology and psychopathology furnish evi- 
dence of the function of the nervous system 
and its control of bodily systems. When gen- 
eral medicine finally correlates the physio- 
logical and biochemical reactions of the nerv- 
ous system with psychogenic aspects then 
psychiatry will be on a scientific foundation. 
As knowledge of causation of mental illness 
increases, the number of so-called functional 
conditions decreases. The majority of psy- 
chiatric disorders are now accepted as or- 
ganic, For example, research on the role of 
the thalamus, hypothalamus, frontal and 
temporal lobes, endocrine glands, and the 
role of nutrition in deficiency diseases and 
others has given us some basic factors in 
causation of abnormal behavior. 

In his recent observations regarding brain 
mechanisms and behavior, Particularly the 
role of the thinencephalon, Kluyer(1) em- 


1 Presidential Address before the Society of Bio- 
logical Psychiatry, May 3, 1953, Los Angeles, Calif, 
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phasized Kubie’s statement that “not one of 
the psychiatric discoveries of the past 50 
years was made in this country.” Hence the 
great need for intensive research in behav- 
ioral, physiological, and biochemical analyses 
of relationships between the rhinencephalon, 
neocortex, hypothalamus and endocrines. It 
is to be hoped that psychiatrists and psy- 
choanalysts can participate in the great “psy- 
chiatric discovery” of the next half-century, 
All mental disorders are a result of dis- 
turbances in the normal physiology of the 
body with consequent pathology, plus the 
influences of environmental factors, Henty 
Maudsley in 1770 said: 
The observation and clarification of mental dis- 
orders have been so exclusively psychological that 
we have not sincerely realized the fact that they 
illustrate the same pathological principles as other 
diseases. They are produced the same way and — 
must be investigated in the same spirit of positive 
research. Until this is done I see no hope of im- 
pro’ t in our knowledge of them and no use i 
multiplying books about them. 


I believe we are all much concerned about 
the current trend of overemphasizing psy- 
chodynamics as the answer to therapeutic 
psychiatry. Repeated mistakes resulting from — 
neglect of the organic approach in a complete 
physical and neurological evaluation are seen 
almost daily in a busy practice and raise grave 
doubts as to whether many psychiatrists are 
practicing good comprehensive medicine. 

Psychologists and other therapists have 
said that psychotherapy is not practicing q 
medicine. The psychologist practicing PSY” 
chotherapy in private practice does not as- 
sume responsibility for the health of the par 
tient, it is claimed. When he recognizes thé 
need for medical treatment, “he refers r 
client to a physician just the same as @ lawy 
might [do].” Yet, how can he consider him 
self qualified to recognize needs for medi 
treatment since this means the art of medi 
evaluation and diagnosis? +t 

Huston(2) in his recent committee ee | 
on clinical psychology points out that a 
and treatment of the sick as the unique J° 
of medicine is fundamental to the questio" | 
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of who is qualified to give psychotherapy. 
All therapies, including psychotherapy, are 
grounded rationally upon basic sciences or 
empirically upon good medical practice. The 
problems of diagnosis and differential diag- 
nosis are both complex and difficult and 
often continue to be problems throughout 
treatment. “Psychotherapy, per se, whenever 
sick people are involved always retains its 
medical orientation.” Any therapist respon- 
sible for treatment of the sick must be al- 
ways alert to the necessity for decisions re- 
garding diagnosis and treatment. Individuals 
other than psychiatrists “may become highly 
skilled in some aspects of psychotherapy, 
but this does not entitle them to undertake 
broad responsibility for the treatment of the 
sick.” They must therefore work in close, 
constant association with psychiatrists or 
other medical specialists. Clinical psycholo- 
gists, for example, can contribute greatly to 
community knowledge by research in diag- 
nostic methods and various aspects of treat- 
ment, This is a most important contribu- 
tion, since “research in psychiatry is a crying 
need,” 

The psychoanalytic movement has come to 
resemble more a cult than a scientific disci- 
pline. Many orthodox analysts are compelled 
to submit their will and reason to as stern a 
discipline as are members of a religious order 
ora communistic or fascist group. The hier- 
archy inhabits a little world of its own out of 
touch with general medicine, Such isolation 
from medicine is a definite trend away from 
Integration of psychiatry within general 
medicine, This trend is to be deplored; it 
does not further scientific progress in psy- 
chiatry, Our society represents a group dedi- 
cated to Opposing this lack of balance be- 
tween biological sciences and psychiatry. 

Mental illnesses represent a failure to 
adapt adequately to a situation depending 
"pon bodily, psychic, constitutional, genetic 
and social factors, Understanding the cause 
and treatment of mental illnesses means tak- 
ing in all possible factors and requires all 
p ources of medicine, A psychiatrist must 
en Prepared to deal with the total 
S on many fronts, including somatic, 
ale and environmental. Even constitu- 
fhe and genetic factors cannot be ignored, 

ugh with present knowledge they may not 
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be modifiable, e.g., in the case of a birth in- 
jury with resultant constitutional defect ; the 
development of schizophrenia in adolescence ; 
or a case of cretinism fairly well compen- 
sated by continuous thyroid treatment until 
adolescence when the youth became hebe- 
phrenic. 

Too often actual neurosis in the course of 
an analysis is replaced by a transference neu- 
rosis, which becomes as undesirable as the 
intolerable symptom complex for which the 
analysand is seeking permanent relief. The 
patient grows more dependent; the immature 
personality type is little altered; in no sense 
is the patient cured. Is this much different 
from Eddyism, in which illness is denied 
and one delusion replaces another ? 

Although. statistical data are lacking, in 
the best hands completed analyses can claim 
only about 25% satisfactory results. Severe 
obsessive compulsive neurotics and others 
analyzed for years continue to be handi- 
capped and are neyer cured. In contrast, 
we certainly obtain equally satisfactory re- 
sults from much briefer psychotherapeutic 
procedures not closely related to depth psy- 
chology of the psychoanalytic type. 

Genetic factors in schizophrenia or manic- 
depressive reactions seem to be obvious, but 
are denied by many analysts. The fact that 
the course of illness and personality patterns 
are often fundamentally changed by physi- 
cal therapies does not impress them. 

Are psychiatrists medical doctors? Fre- 
quently, the first question a patient asks at 
the initial interview is, “Doctor are you an 
M.D.?” The prevalence of this misunder- 
standing about psychiatry has troubled me. 
Why should so many laymen fail to differen- 
tiate us from clinical psychologists or to ac- 
cept us as medical doctors? And yet, some 
experiences with my own patients and those 
of my colleagues have made me at times echo 
the question, are psychiatrists M.D,s? 
When one finds mistakes in common neu- 
rological conditions, I think we have one 
answer. 

For example, a young woman who had 
been treated for psychogenic headaches for 
several months entered our hospital with a 
clearly organic, psychotic reaction. Marked 
amblyopia had developed and bilateral six- 
diopter choked disks were immediately ap- 
parent. An emergency ventricular puncture 
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to prevent blindness was performed; later 
a ventriculogram revealed a parietal lobe as- 
trocytoma. Such mistakes in diagnosis are 
inexcusable. It is doubtful whether the 
former psychiatrist ever used an ophthalmo- 
scope in this case or carried out any neuro- 
logical examination. 

The endogenous midlife or involutional 
depressions represent another frequent fail- 
ure to use proper therapy, thereby causing 
families much economic hardship and loss of 
time. These patients often have months or 
years of analytic psychotherapy without 
benefit, only to be completely relieved within 
a few weeks by convulsive therapy. Yet many 
of our colleagues condemn electroshock ther- 
apy or refuse to acquaint themselves with 
the indications and results obtainable in af- 
fective psychoses by its use. 

Our specialty has been handicapped fur- 
ther by splintering off into separate groups 
such as psychoanalysts and child psychi- 
atrists. These divisions tend to make psy- 
chiatry something apart from general medi- 
cine. Doctor Morris Fishbein, long identified 
with problems of medical specialization, 
stated ; 

Medicine is being constantly more specialized, as 
witness the splintering of internal medicine into 
cardiology, gastroenterology, allergy, diseases of 
the chest, etc., after having already split off neurol- 
ogy, diseases of metabolism, and some others, I ob- 
serve requests for establishing a new board in pedi- 
atric cardiology. I was visited recently by a group 
who wanted to set up a special board in goiter, pos- 
sibly including other diseases of the neck. It is not 
surprising then to find psychoanalysis as a technical 
specialty of psychiatry, and orthopsychiatry as an 
age division analagous to pediatrics and geriatrics. 


On the other hand too much reliance upon 
physical therapy is harmful. In this respect 
a recent woman patient illustrates faulty 
oe and treatment, with permanent 

arm: 


A midlife mild depression developed from a 
chronic neurotic illness and a complete thyroidect- 
omy was done for typical anxiety symptoms. Shock 
therapy was next advised and 65 treatments were 
given, followed by 80 CO, inhalations, all on an 
ambulatory basis over a 15-month period. The 
costs ran as high as $20.00 to $25.00 per treatment, 
with frequent calls upon the family physician and 
special nursing care at home. A total memory loss 
for the 2 years previous to treatment resulted. 
There was some gradual return, but a year later 
the patient still showed gross sensorium defects and 
complete depersonalization, and required care like 


that of a child. EEG and Rorschach tests confirmed 
the impression of permanent organic defects, Such 
practice is again poor medicine and discredits psy. 
chiatric treatment. If shock therapy was indicated 
in the first place the patient needed hospitalization 
to accomplish a good result. Psychotherapy was 
totally ignored in the management of this patient. 


An example of overemphasis upon psy- 
chotherapy is a recent case in our practice: 

A professional man who had had a depression for 
14 years, a diabetic with severe cardiac neurosis, 
had been so handled in a type of analytic psycho- 
therapy that grave difficulties with a prolonged 
transference neurosis still remained. Actually, the 
patient had almost complete control of the therapy, 
and the mutually close relationship between the 
psychotherapist and him amounted to severe de- 
pendency. This is a comparable relationship to that 
existing in many medical cases in which the surgeon | 
or internist by unnecessary, time-consuming sur- 
gery or medical procedures caters to the patient's 
hypochondriacism and dependency. The patient had 
become unable to work. Finally relatives insisted 
on bringing him to our inpatient service, where he 
responded well to brief, intensive therapy. 


HISTORICAL ASYLUM CONCEPT 


Up to 40 years ago psychiatric diagnosis 
and treatment was entirely a state function, 
except for a few private sanatoria. In other 
words, mental illness was something apart 
from conventional medical practice some 
thing to be isolated usually in asylums and 
considered not a community problem but & 
field for state function, Asylum custody is 
the oldest and best example of state medi- 
cine. From time to time crusades to improve 
conditions in mental institutions have been 
made by heroes like Pinel, Tuke, Dorothea 
Dix, Clifford Beers and others. 

As a rule sustained improvement has not 
resulted. Public apathy and changes in po- 
litical leadership cause a letdown in public 
interest. Some progress has been made, but 
raising the level of psychiatric treatment 1$ 
painfully slow. Will state or federal insti- 
tutions ever reach standards of care re 
parable to that of private general hospitals! 
T have grave doubt that state or federal hos- 
pitals can ever meet the challenge of ae 
quate care of mental illness. Tremendous 
overcrowding exists, trained personnel af 
hard to procure for state hospitals, and it ® 
difficult to get patients to go early of # 
voluntary basis. By the time they are com 
mitted often they have developed chromite 
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illness, a condition that discourages most 
workers. More and larger institutions are 
being built but they cannot keep up with the 
increasing incidence of chronic mental 
illness. 

May there not be something wrong with 
our policies? May not the concept of han- 
dling mental illness as a state function be 
at fault? Why should the management of 
mental illnesses be basically different from 
that of any other illness? 

During the last 30 years a trend in medi- 
cal practice to incorporate psychiatric medi- 
cine within general hospitals has grown a 
good deal. This is the most hopeful sign to 
relieve the “curse of psychiatric isolation.” 
Successfully operated units get mental pa- 
tients under treatment early, prevent chron- 
icity, and keep the large percentage from 
ever reaching state hospitals. 

The failure to integrate psychiatry prop- 
erly into medical practice must rest with the 
failure to teach psychiatry adequately in 
medical schools and internships. Dr. Fish- 
bein states : 

The condition results from the necessity for in- 
stitutionalizing psychiatric patients of a previous 
generation and the failure to realize the tremendous 
part played by psychiatric factors in all diseases, 
In the International Congress on Medical Educa- 
tion to be held in London in August, 1953, the prob- 
lem will be a major subject of discussion. 


Last year a conference on psychiatric edu- 
cation conducted by The American Psychi- 
atric Association and Association of Ameri- 
can Medical Colleges published their report 

3). There are no recommendations for the 
use of general hospital facilities for psychi- 
atric education and from the report it ap- 
Pears that our educators fail to appreciate 
this need in modern medical education. Most 
medical colleges still use isolated state hos- 
Pitals or adjacent psychopathic hospitals. 
Only 23 out of 47 schools for internship 
training use Psychiatric units, wards, or beds 

“ general hospitals, 

Specifically, in our survey(4) of 72 4- 
Year medical schools in the United States, 
70 now make some use of general hospital 
Psychiatry in psychiatric teaching and train- 
ing. This high Proportion, however, is rosier 

‘an closer inspection of figures would war- 
Tant. About two-thirds, or 49, of the 72 
Schools haye access to full psychiatric treat- 


ment service in a general hospital, including 
outpatient service; 6 have access to partial 
services; 15 use outpatient service only in a 
general hospital setting ; and 2 have no teach- 
ing service within a general hospital. 

Of the 72 schools, 25 report that they teach 
Psychiatry within a general hospital unit in 
all 4 undergraduate years. About the same 
number, 27, teach it in only the last 2 years, 
only 1 school teaches it in just the first 2 
years, and 14 schools teach psychiatry in 1 
year of the 4; 3 schools omitted an answer to 
this question. 

One-fourth of the 72 schools, 13, use all 
general hospital departments in teaching psy- 
chiatry; 15 use medicine only; 25 use medi- 
cine plus 1 or more departments; and 17 
use no departments except psychiatry. 

In postgraduate training, 50 schools report 
accredited programs for residents within a 
general hospital psychiatric unit; 45 report 
accredited programs for interns; and 31 re- 
port accredited programs for psychiatric 
nurses. 

For the most part, undergraduate training 
consists of ward walks, seminars, and case 
presentation as teaching methods, as reported 
by 69 schools. In a few instances, use of 
clinical clerkships is reported. 

Very few internships, 198 out of 4,890 
hospitals, include psychiatry. Psychiatric ex- 
perience should become a universal require- 
ment of internships. Most student nurses are 
required to have affiliate training with rota- 
tion in a psychiatric unit. 

The overwhelming response in favor of 
integration of psychiatry with medicine in a 
query sent to internists is another proof that 
much more psychiatric teaching must be 
done within medical colleges. In order to as- 
certain the status of psychiatry as related to 
the rest of medicine, especially opinions con- 
cerning the value of psychotherapy and other 
special treatments, a questionnaire was sent 
to the heads of internal medicine of the medi- 
cal colleges and to a few other representa- 
tive clinicians. Six questions were formu- 
lated as follows: 

1. In your medical practice do you get more 
help from the organically minded empirical 
type of psychiatrist or the analytic one who 
stresses psychodynamics ? 

2. What is your opinion as to the value of 
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prolonged psychotherapy in relieving chronic 
neurotic illness? 

3. Do you favor establishing inpatient psy- 
chiatric departments and outpatient clinics 
in the general hospital ? 

4. In your opinion is psychiatric education 
and research improved by such integration 
of psychiatry into general hospitals or are re- 
sults better in separate mental hospitals? 

5. In what ways do you find psychiatric 
service disappointing ? 

6. Please suggest ways and means of best 
correlating psychiatry within medicine. 
Please give personal experience, if possible. 

Replies were received from over half the 
internists and a few from other specialists. 
Their replies are summarized as follows: 

To the first question, half replied that they 
got more help from psychiatrists organically 
minded; 20% reported better help from the 
analytic type of psychiatrist ; and about 25% 
qualified their reply, preferring a combina- 
tion of the 2 or suggesting analyses for se- 
vere neuroses and an organic approach for 
psychosomatic problems. Some stated that 
either was acceptable if the physician was in- 
terested, understanding, and sympathetic. A 
few had found very little help from either 
type. On the whole, leaders in internal medi- 
cine are definitely not favorably impressed 
with the analytic approach toward their psy- 
chiatric problems. 

Some criticisms arë very severe. For ex- 
ample, “one young man was made much 
worse after much psychoanalysis; he placed 
weird explanations into every act. The ana- 
lysts did nothing to try to put him back on 
his feet. They were only interested in trying 
to dig around in his early sexual ideas.” An- 
other clinician stated that a schizophrenic 
youth who wanted to castrate himself was 
told he was perfectly sane and his trouble 
was due to the fact he wanted intercourse 
with his mother, This upset him all the more. 

The more favorable reactions stress 
the value of the psychodynamic approach; 
others qualified it as “not psychoanalysis.” 
Still others emphasized that it depends 
entirely upon an understanding, sympathetic 
therapist. 

The answers to question 2 revealed clearly 
the attitude of medical men toward the value 

of prolonged psychotherapy. Over 50% pes- 
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simistically described it as: poor; 
only occasional help; tends to prol 
pendency; very opposed; patients 
neurotic for a lifetime. Only about 
felt results were usually good or ex 
Again a few qualified their answers b 
statements as: “little results in youn 
tients or those with high intelligence” 
casionally good results”; “a necessary 
apy’; “a more common-sense 
needed.” Some were definitely a 
A few reported excellent results in 
hands, worse than none in poor a 
general trend was decidedly pessimistic z 
the value of prolonged psychotherapy. — 

Specific criticisms of prolonged p 
therapy are as follows: “It often yi 
minishing returns—usually a patient 
given a reasonable insight in a shot 
From then on he makes best progr 
working on his problems with a mi 
amount of guidance.” “Helpful in 
cases but cannot be routinized—c 
sense by the attending physician of 
value in this situation.” “I have 
little help in the older age group, best 
in young people.” Another felt results ext 
lent in good hands but too expensive i 
hands—“I have seen very little good 
plished.” “Opinion not good, few 
helped and then only by prolonged trans} 
ence and dependence upon the psycl 
“Opinion not very high—I’m 
about its value—though there are indi 
exceptions.” 

Other replies pointed out: “Psycho 
sis during severe illness such as ule 
colitis and peptic ulcer is dangerous 
timed. Too many cases of colitis 
while under active psychotherapy. 
choanalysis certainly has a place and 
practiced. However, as we learn more âl 
hormones, trace metals, etc., we ob: 
abnormal behavior patterns may be due 
physical or chemical alteration or both, $0 
of which are easily corrected. In the | 
analysis one must conclude that the b 
is one’s knowledge the better job 
done.” 

To question 3; 95% replied in 
establishing psychiatry within general | 
tals. Some were very emphatic about 
need, and stated as their opinion that m 
the difficulty with psychiatry has been ¢ 
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by isolation. A few favored outpatient clin- 
ics only, while 2 had no opinion. 

Question 4 was likewise overwhelmingly 
in favor of integration of education and re- 
search in general hospitals instead of only in 
separate institutions; 95% were positive in 
their opinion. A few felt there was a place 
for both, and only 1 had no opinion. One 
stated that training would be better in sepa- 
rate institutions, another stated that psy- 
chotic patients should be separated. Several 
remarked about the much needed psychiatric 
liaison with internists and surgeons, e.g., 
“Battle-scarred bellies show the need for 
surgeons.” 

In question 5 criticism of psychiatric serv- 
ice was expressed in a great variety of opin- 
ions. Twenty percent were most critical of 
therapy and its failure to get results. The 
next largest complaint was on the ground 
that psychiatrists fail to integrate their dis- 
cipline with general medicine, or lack knowl- 
edge of: medicine, or fail to pay enough at- 
tention to somatic factors. The third largest 
group complained that psychiatric service is 
Hot readily available, there are not enough 
well trained psychiatrists, and help is not 
easily obtained for minor problems. About 
15% felt treatment too prolonged and too 
expensive. Isolated criticisms concerned 
terminology. The following are verbatim ex- 
. tracts: can’t understand psychodynamics; 

too much emphasis upon theory; too much 

Freudism; no real interest in patient—only 

mental mechanisms; experience often trau- 

matic, patients made worse; can’t accom- 

Plish more than sensible internists; failure 
' to assess results; not enough sensible 

Psychiatrists, 
poh I specialist reported no criticism at 

~ -€ over-all trend was very critical and 
ain some instances definitely hostile. The rea- 
aed E interpreted as the lack of in- 

h Sa the isolation of psychiatry. 
at ve failed to impress the rank and file 

i medical men favorably, 

An example is the following statement: 
$5 A ue Angee pony trained in medicine or who 
icenen Psychiatry is an all or. mor stae 

a PEEN cannot crack the patient’s shell and 

ence he is a total failure. He cannot 


good or mod i i 
P moderately good, he is a failure. 
Ychiatrists overlooking somatic diseases are as 
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bad as somaticists overlooking the psyche. We 
should be doctors of the whole man. Too many of 
those practicing psychiatry are behavior problems 
and should be patients. 


Question 6 likewise received a great variety 
of opinions with regard to ways to improve 
integration. Ten percent failed to answer. 
The large majority felt that the great need is 
closer working relationships in treatment 
through ward rounds and seminars with 
other specialties. Many mentioned the need 
for better psychiatric medical education of 
residents; a number recommended more 
training for general practitioners; some rec- 
ommended short psychotherapy, direct sup- 
portive treatment, avoidance of long analyses. 
A few felt that internists should handle more 
minor problems and refer only severe cases. 
Several were critical of too ready use of 
shock therapy. Some pleaded for simpler 
terminology. It is interesting that none spoke 
for public enlightment. 

From the questionnaire came a number of 
pertinent suggestions for aiding integration 
materially, all pertaining to better medical 
education. They were as follows: 

1. Psychiatrists in attendance at all general 
medical clinics—psychiatric checkups ; active 
consultive psychiatric services in the general 
hospital which give residents and interns in 
all services close exposure to psychiatry to 
their particular patient. Solution of the prob- 
lem begins with the procurement of a chief 
of psychiatry interested both in the training 
of younger men and the further dissemina- 
tion of psychiatric knowledge in the care of 
patients. 

2, Since psychiatrists have worked with us 
on the medical wards the situation has been 
much improved; students now have some 
understanding of the psychology of illness— 
how better to approach and handle emotional 
problems and see the whole person more 
clearly than in the past. 

3. Better screening of medical men before 
allowing further psychiatric training should 
be adopted. In psychiatric problems an in- 
ternist with psychiatric insight is a valuable 
combination. 

4. The best way is to teach doctors when 
still students in medical schools especially to 
develop correct attitudes. 

A study by Ward(5), at the University of 
Michigan, on the problem of psychiatric re- 
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ferrals, confirms some of the findings in the 
questionnaire. Ward asked 26 residents and 
interns at the University Hospital 7 ques- 
tions on the effectiveness of referrals. 

One half were very critical of the service. 
Their chief criticism was that referrals are 
not helpful enough; suggestions for specific 
improvements were lacking. Other replies 


included such criticisms as: lack of interest 


in psychodynamics; too long waiting time; 
psychiatry helped too few people. The main 
recommendations of the group were: more 
direct specific advice on referral cases; im- 
proved liaison between services; and full in- 
formation to other departments about the 
limitations of psychiatric treatment. 

Dr. Desmond Curran(6), in his 1951 
presidential address before the British Royal 
Society of Medicine criticized certain mod- 
ern psychiatric trends, which he termed the 
“expansionist program.” In his opinion some 
psychiatrists and psychotherapists make 
grossly exaggerated claims. Unfortunately 
the public has the idea that psychotherapy 
works miracles with the most unpromising 
material, and people are much aggrieved 
when it is pointed out in a busy outpatient 
session that their hopes are unfounded. 

In his chairman’s address before the 1952 
meeting of the American Medical Associa- 
tion, Luton(7) discussed deficiencies of psy- 
chiatrists and their responsibility to medical 
colleagues. He emphasized the need to under- 
stand the attitude of referring physicians, 
the question of their participation in therapy, 
whether the physician knows how to work 
with the problem, whether there is an op- 
portunity to teach and give help to the refer- 
ting physician. He stressed the importance 
of educational programs within the commun- 
ity and programs for health teaching. 


THE PROBLEM FROM THE STANDPOINT OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


Our national association has, throughout 
the years, largely centered its activities on 
bettering conditions in state hospitals. Much 
less interest has been given toward integrat- 
ing psychiatry within general medicine, de- 
spite the fact that about one third of the 
membership, 1,850 out of 5,680, engage in 
part-time or full-time private practice. 
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tions in private practice by questionnaires to 
private practicing members of The Ameri- 
can Psychiatric Association. They found 
that only 11% have sufficient hospital facili- _ 
ties for their patients. One-third practice — 
psychoanalysis exclusively; the others do 
general psychiatry. One-third of private 
practitioners use shock therapy, and 17% 
give office treatments. While more interest 
has been shown of late in general hospital 
psychiatry, it has never attained the status 
of a major objective by our associations, 

The newly formed National Association 
for Mental Health in its initial report and 
solicitation of funds totally ignored the status 
of psychiatry in the general hospital as the 
logical point to start in prevention, since 
early recognition and effective treatment of 
mental illness are practical at the level ‘of the 
general hospital. 


[Oct 
Muncie and Billings(8) surveyed condi- 
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PRESENT STATUS OF GENERAL HOSPITAL 
PSYCHIATRY 


Up to 1952 there were 293 general hospi- 
tals in the United States with either full or 
partial psychiatric service; 4,890 general 
hospitals provided 23,274 psychiatric beds 
or 4%. These beds accommodate only 1% 
of all mental patients. This is a strange 
situation, since emotional factors account for j 
at least 25% of all admissions to general hos- 
pitals, and mentally ill patients actually fill 
more than half of all hospital beds. Canadian 
provinces show some realization of needs. | 
Ontario pays $7,000 per bed to general hos- 
pitals that establish psychiatric units supple- 
mented by an extra federal grant of $1,500 
per bed; and 5 general hospitals have already 
applied for these funds. In this country 4 
few organizations have favored development 
of psychiatry in general hospitals. a 

The Commission on Hospital Care re- 
ported in 1947 extensively on the problem 
of better psychiatric care within general hos- 
pitals. They recommended specifically that 
all general hospitals provide psychiatric 1- 
patient and outpatient services and that they | 
integrate the service with other special fields 
of medicine, especially training of personn 
in psychiatric technics. The commission 4! s0 
recommended revision of commitment laws 
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to remove the stigma attached to admission 
for mental illness. The American Hospi- 
tal Association enthusiastically endorsed 
these principles, but so far they have not 
been acted upon sufficiently. 

One real problem in obtaining adequate 
treatment for mental patients is an economic 
one, Hospitalization is so expensive that few 
families can afford prolonged care; economic 
pressures thus constantly work against hos- 
pitalization of psychiatric patients. Volun- 
tary health insurance plans seldom include 
psychiatric treatment in their benefits. We 
have recently reviewed all of these plans in 
our survey and pointed out ways to improve 
the situation. Eventually all acute illnesses, 
mental as well as physical, requiring hospital 
care will have to have some coverage if the 
voluntary prepayment plans are to function 
well, Present exclusion of all psychiatric dis- 
orders is unrealistic and definitely harmful to 
proper medical practice. At present all sorts 
of subterfuges are used to get coverage for 
the patient by erroneous diagnoses. At least 
25% of all patients at all times in general 
hospitals are really psychiatric patients and 
yet are never so diagnosed when they have a 
health plan to cover hospital care. We have 
found that certain plans do cover psychiatric 
diagnosis and treatment, and operate very 
satisfactorily from the standpoint of cost and 
Patient’s satisfaction. In a few cases these 
are voluntary prepayment plans; in other 
cases they are group plans adopted by big 
Corporations or unions. It is doubtful 
Whether the plans can ever work out a prac- 
bas way to cover psychotherapy in the 


4 The Tecent Magnuson report of the Presi- 
Nak Commission on Health Needs of the 
ation gives valuable suggestions for inte- 
aaa of psychiatry within general medi- 
oe Among the highlights, the report calls 
ention to the inadequacy of present pre- 
Sb insurance plans and the need for 
eae coverage, the shortage of 
Hane Personnel in psychiatry, the basic 
fee i inadequate teaching programs within 
pa Schools, and the great need for re- 
ee aes the field of mental disease. Specific 
da ose to improve these deficien- 
shee wae Making more funds available 
the Hill-Burton Act in order to add 


330,000 more beds to accelerate treatment 
facilities for short-term care in all hospitals. 
None of these ideas is new but the authority 
of this commission will help to break down 
resistance against psychiatry and to hasten 
complete integration. 

How can psychiatric integration be ac- 
complished? The following recommenda- 
tions are offered as a sound basis for biologi- 
cal psychiatry: 

1. Return to basic principles of medicine, 
with more research in application of anat- 
omy, physiology, and pathology in order to 
understand brain disorders instead of relying 
upon vague, ethereal psychologic factors 
exclusively. 

2. Discourage isolation of psychiatry from 
the general body of medicine and encourage 
all psychiatrists to remember they must be 
general doctors of medicine. $ 

3. Treat early mental illness at the com- 
munity level, preferably in general hospitals, 
in order to prevent chronicity and state hos- 
pital overcrowding. 

4. Correct the basic fault of inadequate 
teaching in medical schools and also require 
experience in psychiatry in the intern’s year. 

5. Integrate psychiatric treatment, train- 
ing, and research within general hospitals 
and develop closer working relationship with 
all specialties in general hospital setting. 

6. Point out through The American Psy- 
chiatric Association and National Associa- 
tion for Mental Health the great needs and 
guide integration through all the above men- 
tioned routes. 

7. Work out economic plans to facilitate 
early treatment for the mentally ill, such as 
prepayment voluntary insurance, government 
subsidy to develop more treatment units, and 
the raising of funds through national health 
drives to train professional personnel. 

8. Overcome resistance against accepting 
early psychiatric treatment through a pro- 
gram of public education, and break down 
discriminations within the general hospital 
against the mentally ill. 

9. Adopt throughout the bodies of organ- 
ized medicine the recommendations of the 
President’s Commission on Health Needs of 
the Nation and thus improve psychiatric 
treatment, training, and research within gen- 
eral hospitals. 
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A PLAN FOR REHABILITATING IMPROVED PSYCHOTIC PATIENTS * 
FREDERICK SCHNADT, Pu. D.,2 Fort Lyon, Cotorano 


INTRODUCTION AND GENERAL 
CONSIDERATIONS 


Great advances have been made in the care 
and treatment of hospitalized mental patients 
in recent years, notably through shock treat- 
ment, subsequent or concurrent occupa- 
tional and corrective therapies, and general 
emphasis on social and vocational rehabil- 
itation. These methods of treatment, and 
others, have been markedly successful in 
bringing about improvement in behavior. In 
many instances, however, treatment proce- 
dures stop one essential step short of the 
final goal of restoring the patient to society 
as a useful and productive member. This 
paper outlines an intermediate step between 
hospitalization and discharge, proposing a 
new and vital type of unit, relatively self- 
sustaining financially, with unique treatment 
methods and goals. 

Many patients, after entering a mental hos- 
pital with an active psychosis, have so bene- 
fited from newer treatment procedures that 
they are able within a few months or a year 
to achieve a privileged status, in which they 
accept responsibility for their own actions 
on hospital grounds, and do work of a pro- 
ductive nature. Numerous patients of this 
type have been capable of maintaining such 
Status—which is a distinct advancement over 
Confinement on a closed ward—for a year or 
— 
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more. During this time they have not be- 
come embroiled in any major difficulties, but 
in the cloistered hospital atmosphere have 
shown an ability to continue this limited 
type of adjustment, apparently for an indef- 
inite period. 

Under such conditions, patients are often 
discharged, or sent home on trial visits or 
similar conditional procedures in an attempt 
to establish outside adjustment. A large 
number fail to meet extramural demands, 
and return to the hospital. There, in familiar 
protective surroundings, a patient again may 
be able to achieve privileged status, involving 
personal responsibility. 

Hospital administrators and personnel 
working with patients have seen this se- 
quence repeated over and over. A patient is 
able to make adequate adjustment to the hos- 
pital situation, but the demands of the family 
or society are too great for even limited ad- 
justment on the “outside.” The reasons for 
such failure are too varied for discussion 
here, except to mention that frequently a 
return home involves subjection to condi- 
tions that were important in precipitation of 
the illness, and that occupational competition 
is often too demanding without some leaven- 
ing agent between hospitalization and civil- 
ian employment. 

For many types of handicapped persons 
there have been effected widespread and in- 
tensive procedures that have accomplished 
the final goal of restoring the individual as a 
productive member of society. Greatest at- 
tention in the United States has been given 
to the physically handicapped. Epileptics 
have had special consideration in some areas. 
Toward the typical improved psychotic, how- 
ever, even if he has been in remission or 
near-remission for years, there is suspicion 
and skepticism. 

The problem, and the necessity for bridg- 
ing the gap between hospitalization and dis- 
charge, has been widely recognized. For 
example, Rennie, Burling, and Woodward 
(5, p. 4) in writing of the growing practice 
of keeping a patient on hospital rolls for a 
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year or more after he has left the hospital, 
state: 

While the original purpose was to retain some con- 
trol over the patient during a trial period and to 
simplify his readmission to the hospital if he was 
found not to be making an adjustment or if he had 
a relapse, the hospitals are beginning to recognize 
that treatment of the illness and the return of the 
patient to his former community are not enough and 
that not until he is reintegrated into the life of the 
community has the real purpose of the hospital been 
accomplished. 


One may easily lose sight of the fact that 
not only do we have thousands of chronic 
patients for whom we are doing little con- 
structively, but actually we are tacitly con- 
tributing ‘to the development of chronicity in 
early psychotics by many present-day prac- 
tices. Hildreth(3) has called attention to the 
need for a new therapeutic approach to con- 
tinuous-treatment patients, rather than an 
extension of methods used in acute intensive 
treatment ; in this relation he makes note not 
only of current chronic patients but of the 
“chronic-in-the-making” patient, By some 
present-day methods, in all sections of the 
country, we are probably unthinkingly con- 
tributing to the development of many 
chronic-patients-in-the-making. 

Other than the humane, individual aspect, 
some students of the problem have consid- 
ered the manpower loss occasioned by incom- 
plete rehabilitation of chronic neuropsychi- 
atric patients. Stringham(6), in prefatory 
remarks to a report discussing the success of 
extramural adjustment of 33 patients re- 
leased on trial visit status after 12 years 
(average) of hospitalization, comments : 

At a time when our nation is in a declared state of 
national emergency, and we are faced with an ever- 
increasing shortage of manpower, it is very impor- 
tant for us to review all potential sources of man- 
power and make sure they are being utilized to the 
best possible advantage. One source that has hardly 
been touched lies in the thousands and thousands of 
chronic neuropsychiatric patients who are locked up 
within mental hospitals throughout the nation and 
for the most part cared for at taxpayers’ expense, 


It is not the thesis of this paper to deny, 
or in any way to disparage, the numerous 
attempts made by particular hospitals or 
agencies, or by assiduous medical personnel 
within institutions, to rehabilitate mental 
patients. Some countries have used colony 
plans (e.g, Belgium) or foster home care 
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successfully, notably Scotland, in promoti 
full rehabilitative measures. Foster home 
care in our country has been given increasing 
emphasis in many states (1, 4). Many indus. 
trial establishments have been highly coop- 
erative in offering employment opportunities 
to improved mental patients. 

Our thesis is that in our nation these pro- 
cedures, commendable and successful as 
many are, are scattered, piecemeal, and de- 
pendent upon individual initiative. There is 
no long-term, cogent, comprehensive plan that 
includes an appreciable portion of patients 
who might be benefited. Our thesis holds that 
there can be a feasible, practicable solution, 
leading to further advancement for many 
patients who are now fixated at their present 
privileged level in hospitals, and who in long- 
term consideration could be self-supporting, 
or nearly so. 


AN INTERMEDIATE STEP— 


Tue RE-EDUCATION CENTER | 


An intermediate step between hospital- 
ization and discharge concerns what we 
might term a Re-education Center, Resto- 
ration Center, or Training Institute. The i 
name as such has importance. The unit i 
would not be called “hospital.” It would not 
be a hospital. 

The Re-education Center would have 2 
main objectives, which in almost every aspect 
are interdependent. The first would be 
personality readjustment and the second oc- 
cupational readjustment. Work for patients 
would involve a variety of occupations, with 
opportunities for socialization procedures 
offered to an extent not possible in a hospital 
setting, yet somewhat more protective 
life.on the “outside.” 


THE BUSINESS PLANT 


The core of the center would be a bee 
establishment producing articles of one 
structure, with emphasis on use of metals, 
but with items of leather, plastic, wood, a 
given lesser attention. Because of the wit 
spread demand for. material, gadgets, ant 
paper work in our society, a considera 
variety of work in mechanical and cleric 
fields could profitably be offered. In 4 ie 
tion, farming activities might be carried 


FREDERICK SCHNADT 


ross] eC Some 


in suitable areas. Other types of vocation 
could be offered according to local practica- 
bility, as well as patients’ needs. 

The question of what use and disposition 
would be made of products is of importance. 
Several methods might be considered; 3 will 
be mentioned here. 

The simplest, and perhaps least valuable, 
would be to have products utilized by the 
Re-education Center, the patients themselves, 
and associated hospitals and agencies. It is 
probable, however, that one of the greatest 
values of a Re-education Center would be the 
realization by patients that they were pro- 
ducing articles needed by society, meeting 
standards set by society—in other words, 
that their work compared with that of men 
in extramural employment. Usage within a 
center or hospital setting only could well 
fail to carry this therapeutic goal. Further- 
more, it might be difficult for a center to be 
Operationally self-sufficient financially under 
such conditions. 

A second method concerns a combination 
of a business plant working with rehabil- 
itative personnel. The business establish- 
Ment would be set up by a private company, 
for example one of our large electric, auto- 
mobile, telephone, or refrigerator manufac- 
turers, The company would establish a train- 
ing center, and patients would be instructed 
by the company’s work supervisors, who 
would have had or would be given training 
Concerning mental illness. Products would 

£ of a type usable by the company. Pa- 
tients who successfully met standards might 
be given an opportunity in regular work else- 
Where by the company; they would, of 
Course, have the opportunity of accepting 
work with any other employer or of working 
for themselves, when ready to accept civilian 
employment. Patients in training would be 
Paid by the company for work produced. 

Pon first consideration, this procedure 
maht Seem radical and unfeasible; however, 
eF ae considers that what we are at- 
Gee A is the restoration of men to produc- 

DA ian employment, it is possible that a 
ka S establishment, from economic as 
as humane values, might well consider 
Such a plan, 
ta method is to have products of 
compete on the open market with 
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private industry. The hue and cry might 
immediately go up: “Impossible! This is 
government (state or federal) competition 
with private industry!” It is true that such 
competition would exist, but hardly on a 
scale that would financially affect business 
adversely. Again, the long-term goal is not 
offering competition to private industry, but 
developing men to a point where they can be 
returned to society as productive citizens. 
There is no real threat to society or to in- 
dustry in this proposed third method. If 
one takes a narrow, short-term view, he may 
hold an antagonistic attitude; however, if 
human values and over-all benefit to society 
are given prime consideration, merits of the 
plan far outweigh disadvantages. 

In any case, it is possible that sponsorship 
of a pilot project by a philanthropic organ- 
ization or foundation would be the most 
feasible starting point. Such direction should 
be best able to protect rights of and advance 
a program for patients, and probably would 
be in the best position to coordinate govern- 
mental and industrial problems. Moreover, 
supervision through a foundation offers po- 
tential usage of the best features of all 3 
plans. 

There is a further possibility in establish- 
ing centers in connection with and as an 
adjunct to institutions of the domiciliary 
type, which might allow ease of initiating 
pilot projects without as extensive financial 
involvement, and which would conform more 
nearly with existing legislative regulations. 
Obvious disadvantages of a combination Re- 
education Center-Domiciliary plan, however, 
are that the freshness of approach and many 
stimulating features of proposals outlined 
would be greatly modified, and that direct or 
indirect association with domiciliary mem- 
bers would probably have a debilitating effect 
on center patients. 


MANAGEMENT AND DIRECTION 


The management of the installation would 
be under the direction of persons well 
trained in psychiatry and psychology and 
an administrator who would have respon- 
sibility in business and industrial matters. 

It is probable that a doctoral-level psy- 
chologist, with training and experience in 
clinical psychology, but with a background 
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also in vocational counseling, could most 
feasibly direct the psychological-occupational 
aspects of the center. A psychologist, rather 
than other psychiatrically-oriented person, is 
suggested because of the importance of de- 
termining proper job placement at the center 
—placement that considers not only interests 
and aptitudes, but also personality and capac- 
ity for adjustment. Garrett and Myers(2) 
have emphasized the importance of the 
clinical psychologist in rehabilitative pro- 
cedures. Contacts with prospective employ- 
ers, administration and interpretation of 
psychological tests, knowledge of applied 
psychology in industry—all of these factors 
would favor such direction in the hands of a 
clinical-vocational psychologist. 

The business executive or manager would 
tun the industrial phase of the center much 
like private industry. Products would be 
manufactured and packaged in much the 
same way as an industrial organization han- 
dies its business, Clerical work and other ac- 
tivities should be carried out in an efficient 
manner, 


STAFF 


The number and variety of medical and 
psychiatric personnel required would be de- 
termined by size and needs of a particular 
installation. Some strictly medical service 
would be required, but of much less scope 
in personnel and equipment than for regular 
hospital care of a like number of patients. 
Several psychologists and psychiatric social 
workers would probably be needed, with 
limited ancillary personnel. It would be the 
responsibility of the staff to see that patients 
got attention and understanding in a per- 
missive atmosphere, that goals be made real- 
istic and possible to attain. Pertinent psy- 
chotherapeutic activities, on both a personal 
and an occupational level, would he given 
emphasis, 

Supervisors of occupational training 
would be skilled men, with some knowledge 
of mental illness, as in well-staffed hospitals, 
and with capabilities as leaders or foremen, 
Unlike those in similar positions in hospitals, 
a supervisor would be expected to produce 
high-grade articles—comparable to industry. 
He would communicate to his workers the 
need for meeting quotas, maintaining stand- 
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ards, etc. In current hospital Practices, em- 
phasis is placed upon a patient’s improye- 


ment; the patient wants to improve, but has 


no realistic progressive situation in which he 
can direct his occupational interests, It is 
probable that with schizophrenics in remis- 
sion emphasis on the job-at-hand would have 
many healthy counterparts, offering tangible 
goals and satisfactions through step-by-step 
accomplishments. 


WORKING CONDITIONS 


In general, conditions would be similar to 
private industry. This is an important fea- 


ture. In psychiatric hospitals, work done is ` 


for “benefit of patients.” Under most con- _ 


ditions a patient cannot be put under pres- 
sure to produce, and should not be. This 


situation, however, again tends to make the 


step to the outside too great. An ex-patient 
will not be coddled for long in private in- 
dustry; he will either be an economic asset 
or be released, except in time of extreme 
labor shortage. Patients working in a Re- 
education Center should be given critical 
supervision and put under mild initial pres- 
sure increasing gradually to that of extra- 


mural working conditions—provided, of | 


course, that the patient could accept such 
Occupational demands, which is precisely 
what one would want to know. ! 
It has been implied in the foregoing dis- 
cussion that a patient, formerly badly mal- 
adjusted—to the extent of psychosis in most 
cases—will be subject, after a gradual ap- 
prentice period, to conditions of severe 
occupational pressure. This is true—but 
such pressure would not equal that placed 
upon a patient who enters the business world 


without understanding assistance from em- | 


ployers or co-workers; who struggles to get 
a job—in too many instances, any kind of a 
job—fresh from hospital discharge. 
Patients would be paid a wage for work, 
with job promotion and advancement pos- 
sibilities made clear. Organization and leve 


of jobs, etc., should be made similar to pt 


vate industry. Throughout, the goal shoul 

be kept in mind that the center is an inter- 
mediate step toward making an individual 2 
producing member of society, for developis 


personal self-confidence parallel with occup® f 


- 
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tional skill, 
attitude. 

It is probable that patients could be shown 
that the success or failure of a work project 
would be largely their own responsibility. 
Success would be indicated by a working- 
together, which is considered the antithesis 
of schizophrenia. Furthermore, it would be 
on a practical and an obvious basis. One 
who has worked with partially recovered 
schizophrenics realizes that many of them 
are not lacking in motivation or drive for 
group betterment or group goals, but rather 
are without available personal assets to ini- 
tiate activity. The schizophrenic typically 
does not simply reject relationships with 


for enhancing a socialized 


_ others, but is unable to go about forming 


interpersonal relationships. In addition, a 
patient’s voluntary decision to go to a center 
and to actively participate in selection of 
occupation would be valuable rehabilitative 
measures, 


LIVING CONDITIONS 


The most essential single objective of the 
center, of course, is rehabilitation, emphasiz- 
Ing stabilization of personality, The occupa- 
tional aspect has been stressed here first be- 
cause it is of such great importance in the 
early readjustment of discharged patients. 

The location of a Re-education Center is 
Open to conjecture. The setting suggested is 
à reasonably attractive physical environment, 
near or bordering upon a fair-sized town or 
small city of perhaps from 50,000 to 150,000 
Population. This size is suggested because it 
Hie allow for a considerable variety of 

acilities, without the rather obvious disad- 
vantages of either a small town or a huge 
ped It should preferably be some distance 
ri : mental hospital. Buildings and phys- 
iene rh could be well of average construc- 
re tere would be little point in making 
T e luxurious, since it might offer 
anois for dependent persons to linger. 
ic Re leaving a hospital (it is likely that 
Beral a of Jeave-of-absence or occupa- 
a oe visit would be more advisable 
Ree ai tge) would be housed first at the 
hospital Eas much as on a privileged 
indivi ealtoonst except that probably some 
rather ¢h ation of rooms could be offered, 
an barracks-like housing (rooms 
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for 4 to 6 persons might be preferable). 
Some recreational and library facilities 
should be available. Rules would be as few 
as possible, with ordinary regulations of 
extramural life followed when practicable. 

Married men, following a successful ad- 
justment period of about six months, would 
be allowed to bring their families to the 
nearby community—not the center—to live. 
This is important. Wives would be encour- 
aged to participate in some center social 
activities. A trial period for family readjust- 
ment would thus be provided, during which 
a wife might well gain greater understand- 
ing of her husband’s illness from observing 
other patients, talking with staff members, 
and participating in such activities as group 
psychotherapy. Meanwhile, with a patient 
living in town with his family, but working 
in the center business plant, staff members 
would have opportunity to assess a patient’s 
readjustment capacity before relinquishing 
all supervision. 

For single patients—and some of these 
have never held a job for more than several 
weeks at a time—the movement from center 
to community residence, with employment at 
the center, could be a valuable method of 
rehabilitation. Similar conditions as for a 
married patient, in which the single patient 
after a “proving” period would be allowed 
or encouraged to live in town, are indicated. 
Again, the center staff could offer guidance 
to the patient for a part of the day. 


PSYCHOTHERAPY 


Various types of therapy, including non- 
formal psychotherapy, have been implied in 
numerous activities of the center. In addi- 
tion, it is probable that group psychotherapy 
could be used to the best advantage. Every- 
thing is pointing to the reeducation of the 
patient and his restoration to society; if he 
is recovering in a true sense, he should gain 
and help others to gain understanding and 
strength through group association. Some 
individual psychotherapy might well be of- 
fered; moreover, there would be occupation- 
oriented, individual sessions that would also 
concern personal adjustment. In all prob- 
ability, however, the group treatment, with 
its emphasis upon much needed socialization 
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features, offers greatest potentials for indi- 
vidual development. 

The importance of  psychotherapeutic 
treatment for the family of the patient can 
hardly be overemphasized. In many in- 
stances a patient’s return to the emotional 
situation that contributed to his illness may 
re-initiate a psychotic process ; this can often 
be modified or prevented through greater 
understanding of the patient by family mem- 
bers. 


AN EXAMPLE OF PROCEDURE 


Though details have necessarily been con- 
sidered in a number of instances, the fore- 
going description of an intermediate step 
toward rehabilitation of mental patients has 
been generally sketchy. Much of the outline 
would have to be filled in, and different areas 
would have varied problems. In some in- 
stances several states, or a given geographi- 
cal region, might have 1 Re-education Center 
serving a number of hospitals; in others, 1 
or 2 large hospitals might well supply 1 such 
center. 

As an example, the situation might work 
something like this : 


Patient Tom Smith has been on full privilege status 
at Neuropsychiatric Hospital A for 6 months; prior 
to that time he had been generally improving, as 
judged by hospital staff, and had been on partial 
privileges for 3 months following treatment for a 
psychotic episode. He is sent on vocational trial- 
visit status to Reeducation Center B, where he is 
approached as a person with a future, given a series 
of vocational tests, and placed in a job fitting him. 
Tom does not do well at this job, and is given an- 
other, There he shows promise, and after 6 months 
of successful living and working at the center, is 
allowed to bring his wife and 2 children to the com- 
munity. Following a period of difficult adjustment 
for Tom and his wife, the family relations become 
improved, aided by psychotherapeutic work by the 
center staff with both husband and wife. After a 6- 
month period, Tom is recommended for a job, and 
he and his family move to that location. (It should 
be noted that recommendation came from the Re- 
education Center, in part a business concern where 
Smith had been working for a year; this is far dif- 
ferent from a mental hospital discharge). 


Smith’s case, of course, would be rel- 
atively an ideal one. On the other hand, if 
he had failed to adjust at the center, the way 
would have been left open for his return to 
Hospital A or some other associated hospital. 
If after going on the outside, he had failed to 
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adjust, he could be returned either to 
B or Hospital A, depending on severi 
maladjustment; if unable to hold a jo 
cause of lack of skills or minor instabilif 
the center; if a psychotic episode app 
imminent, to the hospital. From this 
he might again be able to improve 
ciently to reach the center. 

Other individuals might be able to 
far as the center, but would not show enot 
promise to be given a chance in ci 
work. Even this move, which makes for? 
ative self-maintenance, is a step above | 
hospital, for which the taxpayer foo 
the bill. Also it makes room, under 
crowded conditions, for a second pers 
get inpatient attention. 


A SPECIFIC EXAMPLE OF NEED FOR A 
REEDUCATION CENTER 


The Fort Lyon, Colorado, Veterans A 
ministration Hospital has approximately 7 
neuropsychiatric patients, most of whom ai 
diagnosed as psychotic. About 150 arei 
full or partial privilege status, with the 
chosis in at least partial remission, One 
dred of these, who are given fullest 
ileges, are housed in a separate buil 
They are responsible for reporting to spec 
job assignments (details), and for mainta 
ing behavior appropriate in social relati 
with fellow patients, supervisors, and i 
pital personnel generally. Many of thi 
men have held this type of privilege 10 
years or more and some for a considera 
longer period. 4 

Of this group, probably 4 could be moy 
immediately to a Reeducation Center of 
type described. Perhaps half of these 
conservative estimate) might be given 
trial on the outside after showing improv 
ment at the center. As matters now $ 
these patients are held where they are 
principal reasons: First, parents or relai 
do not want them at home, and second, ho 
pital authorities are loathe to send pal 
who have required extended hospitali 
out into the world without some meal 
emotional and financial support. Under St 
conditions, a man may remain for years ™ 
medical setting offering costly spe 
care no longer needed by him; mean 
the patient loses hope of ever advancing © 
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yond a privileged status in a mental hospital, 
though he believes—correctly—that he has 
improved markedly. It is difficult for ward 
doctors and administrators to convince such 
patients that they should remain in a hos- 
pital; yet without some means of outside 
support, the risk in discharge is high. The 
Reeducation Center would be a solution for 
many such patients. 3 

Not all neuropsychiatric hospitals have a 
like situation regarding privileged patients, 
but most, if not all, have a number of 
chronic patients whose illness has not been 
severe for years—who are withdrawn rather 
than violent, unsociable rather than anti- 
social A high percentage might well be 
benefited; attention, change of scene, and 
promise of tangible gain sometimes evoke 
surprising results even in long-term chronic 
illnesses, 


ADVANTAGES AND DISADVANTAGES OF THE 
RE-EDUCATION CENTER 


An immediate concern for one considering 
taking the responsibility for an additional, 
different type of treatment center for mental 
Patients, is naturally the matter of cost. 
Initially, for housing, equipment, and staff 
the outlay would be large, but not as much 
as for a new mental hospital which might 
have to be constructed instead. Following 
is original investment, the plan would be far 
ess expensive for individual patient-treat- 
ment than would hospitalization. In fact, as 
Outlined here, most if not all running ex- 
penses would be covered by the business- 
type operation of the industrial plant. 
bh re are a number of factors that are 
a ety disadvantages but are prob- 
in a would require working out in the 
TER Slee discussed here. These prob- 
Fee a = legal aspects of hospitalization 
wages aeS labor relations, involving 
sures ani working conditions; social pres- 
ere Prejudices that today still sur- 
attitudes een patient ; with veterans, the 
and vari o organizations for service men; 
ils Sus other considerations that are not 

the scope of this paper. 
might another possible disadvantage, one 
aaa whether Re-education Centers 
shortages eaey staffed, with current 
ot psychiatrists, psychologists, so- 
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cial workers, and ancillary personnel. It 
seems, however, that with greater emphasis 
upon occupational effort, a greater number of 
improved patients could be more adequately 
cared for with fewer strictly medical workers 
than under any currently existing treatment 
plan. 
Some of the disadvantages, then, are more 
apparent than real. In contrast are the ad- 
vantages, of which only the more obvious 
will be listed. These are: 

I. A new method of leaving the hospital 
is offered to the patient. There is greater 
progress possible before discharge, and 
much of that progress can be seen and 
judged by the patient himself. A ladder one 
can climb exists where there was none be- 
fore, and concrete, perceptible advancement 
can be made upon it. 

2. In the new setting, the patient may pay 
his way—at first in part, then in full upon 
leaving a center. 

3. For married men, opportunity for re- 
sumption of family life under favorable con- 
ditions is available. 

4. General possibilities for socialization of 
patients are greater than at any existing type 
of installation, including mental hygiene 
clinics, which ordinarily prefer not to treat 
psychotics. Moreover, this type of group 
education is not usually offered in existing 
institutions. 

5. The old stigma of going directly to a 
job from a mental institution is obliterated. 
This is an important point. The stigma of 
hospitalization is not entirely removed, of 
course; but records of a successful work 
period follow hospitalization and precede 
application for civilian employment. The 
opportunity to get a recommendation by su- 
pervisors and administrators who are pri- 
marily businessmen or industrial foremen is 
important; such support is rarely possible 
under current treatment of mental patients. 

6. Patients can be placed under pressure 
before they enter extramural competition. 
Other than obvious advantages here, are the 
factors that in a Reeducation Center such 
pressure can be controlled, and that compet- 
itors are fellow patients. 

7. Much of the chronicity in mental pa- 
tients can be prevented; some can bė elim- 
inated, or ameliorated. The Reeducation 
Center would not only allow the advance- 


ment of patients through a new treatment 
level, but would serve as a proving ground 
before commitments were revoked; and 
would provide less risk by administrators 
than discharge usually involves. 

8. Treatment cost would be reduced for 
those patients transferred from hospital to 


| center, 


9. Movement out of hospital would be 
accelerated, eventually influencing favorably 
the rate of discharge. This point is partic- 
ularly significant in that the movement would 
take place among patients who otherwise 
would probably remain where they are. 

The 9 advantages do not exhaust the list. 
Others can well be added, and in particular 
situations, stronger arguments than these 
could be given. All in all, the intermediate 
step of a Re-education Center would seem to 
offer to some stymied or overlooked mental 
patients a chance to prove to themselves and 
others, mostly by their own initiative, that 
they can make a contribution to society out- 
side the boundaries of a hospital. 

If what has been proposed should sound 
impracticable or radical, one might consider 
the reaction of a hospital superintendent of 
1900 visiting a present-day modern neuro- 
psychiatric hospital, with patients working 
on weaving, ceramics, etc., instead of sitting 
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idly on wards. The present plan is onl 
short, but vital, step beyond, in which 
patient is offered an opportunity for ad 
ment under realistic conditions. 

The proposals outlined are flexible. J 
eventual projects resulting from ideas 
cussed here may differ greatly from sp 
suggestions of this paper. The impo 
factor is not how much of the plan i 


society. 
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THE IMPORTANCE OF CONSTITUTION IN PSYCHIATRY + 
G. LANGFELDT,? M.D., Osto, Norway 


In a country where behaviorism and psy- 
chodynamic processes seem to be completely 
overwhelming in psychiatric discussions, a 
psychiatrist who tries to call attention to the 
much disputed conception of constitution runs 
the risk of being considered as old-fashioned. 
Nevertheless, a psychiatrist who, like myself, 
in practice is faced daily with the many dif- 
ferent types of personalities and the neurotic 
and psychotic reactions related to them, can- 
not escape noticing the uniformity of many 
of these reactions. Another clinical experi- 
ence is that when you are familiar with the 
character traits of some groups of patients, 
the neurotic or psychotic reactions will fre- 
quently be easily understood, without any 
deeper analysis of the symptom formation 
being necessary. This again is related to the 
experience that most of the reactions met 
with in such individuals can be explained 
either as simple exaggeration of pre-existing 
character traits or on the basis of introver- 
sion or projection tendencies in sensitive in- 
dividuals. The fact that clinically we are able 
to state that neurotic and psychotic reactions 
of the same contents occur in individuals 
characterized by quite special traits also 
Points strongly to the importance of the re- 
actions of the constant psychobiological out- 
fit of ‘these personalities. In fact, the reac- 
tions in question, which in Scandinavia are 
Usually termed constitutional reactions, are 
very common, but frequently not recognized 
hig being misinterpreted as, among other 
a ings, schizophrenic reactions. This is the 
“ason why I think a subtle study of all the 
a of constitution disposing to such re- 
fais E is one of the most important 
Shek conan psychiatry. In the Diagnostic 
flan, tistical Manual of Mi ental Disorders 
fie ON ia by The American Psychi- 
a ation, there are, except for the 

i Pilen paranoid reactions, no groups 
5 Sana the many other constitutional 


cen ae the series on “Modern Psychiatric Con- 
1953, erans Hospital, Downey, Ill, April 1, 
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psychoses. My experience during the time I 
have been in this country also has strength- 
ened my impression that most of these psy- 
choses are diagnosed as schizophrenic, and 
this again, of course, is very unfortunate for 
the practical evaluation of the prognosis in 
these states as well as for the indications of 
therapy and for scientific researches on the 
etiology and pathogenesis of schizophrenia. 

Before entering into the question of the 
practical clinical importance of constitution 
in psychiatry, however, we must try to clear 
up the conception of constitution. While 
formerly many researchers restricted this 
conception to the inborn or inherited outfit of 
an individual, or to the psychobiological unit 
brought about by the interaction of inherited 
tendencies and the influences from the sur- 
roundings during the first years of childhood, 
most psychiatrists now probably agree that 
constitution is not a static apparatus, but a 
psychobiological one in steady daily interac- 
tion with internal and external physical and 
psychical stimuli. What we should call con- 
stitution, then, is the total psychobiological 
outfit of a personality that because of inher- 
ited and external factors, has been stabilized 
to such a degree that it can be changed only 
by severe psychic or physical influences. 

If this definition is agreed upon, it should 
also postulate that the development of the 
constitutional type of an individual is de- 
pendent ultimately on specific genes and on 
the so-called genotypic milieu including all 
other nonspecific genes. Next there is the 
question of environmental influences and of 
the psychodynamic reactions of the individual 
to special experiences. Consequently the de- 
velopment of the constitution is very compli- 
cated, varying from individual to individual. 
All the same, clinically we meet with per- 
sonality types that display so many common 
traits that some common origin must be as- 
sumed. As the environmental influences vary 
to a high degree from individual to individ- 
ual, the common factors must be sought in 
the specific or nonspecific genes of the indi- 
vidual, manifesting themselves in the indi- 
vidual anatomy, physiology and chemistry of 
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the human body. This, of course, does not 
mean that the individuals in question are 
born with hereditary traits that cannot be 
changed after birth. On the contrary, our 
definition of constitution implies that all he- 
reditary traits from the time of conception 
are subject to change, in interaction with the 
whole genotypic milieu during pregnancy, 
and with the surroundings after birth. How- 
ever, when this development results in per- 
sonality types with common traits and with a 
disposition to common reactions, this can- 
not, in my opinion, mean anything but that 
quite specific hereditary traits have been so 
established that they characterize the indi- 
vidual during the whole development. There 
is, in other words, a limit to the changing of 
character traits that cannot be exceeded. 
Many and varied suggestions have ap- 
peared aiming at a differentiation of typical 
personality types. Most of them are based 
on direct description of the dominant char- 
acteristics, for example, the different psy- 
chopath types described by Gruhle, Kurt 
Schneider, and G. Bleuler, in almost the 
same terms, such as the depressive, the sen- 
sitive, the passive, or the aggressive psycho- 
path. Another kind of description is the in- 
troverted and extroverted personalities of 
Jung, or Jaensch’s integrated or disintegrated 
personalities. There has also been suggested 
a description according to endocrine types or 
according to fundamental interests. Thus 
Spranger proposed a differentiation between 
esthetic, economic, political, social, and theo- 
retical types of personality. Another method 
differentiates psychodynamic typologies aim- 
ing at a deeper understanding of the ethical, 
moral, and religious sides of the personality 
and whether the personality as such is char- 
acterized by special mechanisms of behavior, 
dissociation, compensation, rationalization, 
identification, or sublimation ; in other words, 
whether the personality has the capacity of 
using the normal dynamics for solving a 
conflict. If this is not the case the dynamic 
exploration should indicate whether the 
means of repression, introversion, regression 
or the projection and defense mechanisms are 
resorted to. Here we meet with the many 
structural-analytical typologies of Adler, 
Ewald, Freud, Jung and Kretschmer. All 
these typologies have contributed to a better 
understanding of the psychodynamic proc- 


esses in neurotic as well as psychopathic in- 
dividuals, even if the theoretical considera- 
tions sometimes are somewhat speculative 
and too one-sided. It is not my intention to 
take up in detail the delicate question, still a 
matter of discussion, of whether the different 
personality types can be explained only asa 
result of the environmental influences and the 
reaction of the individual to the different ex- 
periences, or if hereditary dispositions must 
be presumed. It is, however, necessary to 
point to some researches and clinical experi- 
ences that may help clarify the problem. 

As to the development of the normal per- 
sonality, it goes without saying that the indi- 
vidual is born with quite specific dispositions 
inherited from both parents through specific 
and nonspecific genes. From the first day of 
life, however, these dispositions are supposed 
to be subject to environmental influences and 
the personality type is, as previously dis- 
cussed, a result of this interaction. It is, 
however, quite evident that in the single in- 
dividual there is a limit to the molding and 
development of the personality, and this limit 
must be conditioned by the capacity of the in- 
born abilities on the one side and the power 
and nature of the environmental influences 
on the other. As to the question of the intel- 
lectual life, it seems indisputable that the he- 
reditary equipment may be so poor that even 
the most fortunate surroundings cannot 
change it. The many characterologic studies 
also seem to agree that as to the emotional 
life and the life of will and drives the 1m- 
fluence of surroundings and experiences 18 
also, to quite a large extent, limited. With 
these facts in mind there should be no wonder 
that in psychopathology we frequently meet 
with anomalies in the field of the intellectual, 
emotional and will-life that can scarcely | 
explained without assuming that specia 
character traits have been developed of 
underdeveloped to a pathological degte® 
From whatever point of view the so-cal i 
abnormal personalities have been studied an 
described, what came out was disturbances u 
intellect, emotion, will, and drives. In faci 7 
corresponding to this experience most 0 ie 
many psychopathic personality types f 
scribed can be grouped as paranoid, m 
tionally unstable, or respectively, as passi 
or aggressive personalities. Clinical expe" 
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ence favors the assumption that likewise a 
sensitive disposition and compulsive trends 
can be so fixed that they characterize the in- 
dividual during his whole life. In addition, 
heredity investigations have stated that in the 
surroundings of manic-depressive psychoses 
and schizophrenia we meet with, respec- 
tively, the cycloid and the schizoid type of 
psychopathy. f 

It may perhaps be argued that the impor- 
tance of a hereditary disposition to the patho- 
logical constitutional types characterized by 
intellectual, emotional, and will disturbances 
cannot be admitted as long as there are no 
heredity investigations that prove the exist- 
ence of the same kind of disturbance in the 
direct ascending or descending family. With 
modern concepts of heredity, however, this is 
no argument, inasmuch as the possibility 
exists that a specific hereditary disposition 
may be changed during pregnancy and after 
birth by influences from nonspecific, geno- 
typic milieu and from the environment. 

The third point that seems to favor the 
existence of quite typical constitutional types 
is that some well-defined personality types 
react to different kinds of stimuli in exactly 
the same way. A sensitive individual with a 
tendency toward introversion may react with 
either depression, compulsive trends, or con- 
version symptoms to several different kinds 
of stimuli, while an individual characterized 
by a tendency toward projection regularly 
Teacts with suspiciousness or paranoid symp- 
toms. We also see that cycloid psychopaths 
may react with a hypomanic attack to psychic 
influences as well as to intoxications of dif- 
ferent kinds, These clinical facts cannot, in 
w Opinion, be explained except by assuming 
that the constitutional type in question is the 
rots important factor in the production of 

€ pathological reactions, 

So we see that experiences from normal 
boas from heredity investigations, 

: rom clinical psychiatry strongly support 
tpa a ption „of the existence of quite 
sag Pathological characters, disposing to 
dared Pathological reaction types. This, of 
of fact as new, it is only a statement 
atry rk lat in the present state of psychi- 

via increasingly to be forgotten. 
Reh Ae my purpose is to emphasize the 
Practical importance that the recogni- 
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tion of the constitutional types and the con- 
stitutional reactions has in daily clinical work. 
But first it will be necessary to discuss the 
question of whether there is any principal dif- 
ference between a neurotic character and a 
psychopath. Theoretically it may be main- 
tained that there is no such principal dif- 
ference inasmuch as it must be supposed that 
a hereditary disposition is present in both of 
these abnormal character types. Even Freud 
assumed a congenital disposition to be es- 
sential in the neurotic character. Most psy- 
choanalysts will probably also maintain that 
in the psychodynamics taking place there is 
no difference between a neurotic and a psy- 
chopathic character type. From a clinical 
point of view, however, it must be stressed 
that there is evidence from abundant re- 
search into hereditary conditions that, at any 
rate as far as the cycloid and schizoid psy- 
chopathies are concerned, a specific heredi- 
tary disposition exists ; that there is a princi- 
pal difference in the means by which the neu- 
rotic character and a psychopath try to solve 
a conflict, and also in the behavior and symp- 
tom formations; and that most clinically ex- 
perienced psychiatrists and psychoanalysts 
agree that there is also a definite difference 
between the 2 types of character anomalies 
in respect of the possibilities of their bene- 
fiting from the different therapies. Possibly 
it will be of interest to consider more closely 
the difference in the psychodynamic proc- 
esses supposed to take place in the neurotic 
and in the psychopathic character. In the 
study of a large number of patients in a psy- 
chiatric hospital and a number of incarcer- 
ated criminals, the difference between the 2 
groups becomes quite obvious; Kurt Schnei- 
der characterizes the one kind of person as 
himself suffering from the psychic abnor- 
malities, and the other kind as one by which 
society is suffering. To be sure, here as any- 
where else in psychiatry we meet with all 
transitional states, but if one wants to study 
the principal difference between 2 groups of 
symptoms or characters he must keep to 
clear-cut cases, and if we do that, it is an 
easy matter to point to a large number of pa- 
tients, frequently met with in private prac- 
tice and psychiatric hospitals, whose disa- 
bilities can best be explained by saying that 
these are individuals extremely sensitive to 
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stimuli hurting them on sensitive points in 
the mind. At the same time they have a dis- 
position, presumably hereditary, to introvert 
the uncomfortable emotional feeling of guilt 
and shame arising frequently from insignifi- 
cant internal conflicts. On the other hand, 
we also meet with individuals who react to 
similar stimuli by immediately projecting the 
feeling of guilt on the surroundings. In this 
way these individuals escape the uncomfort- 
able feeling of guilt, replacing it by ideas of 
injustice from the surroundings, by overcom- 
pensation, or by ideas of persecution and so 
on. We may also have the opportunity of 
studying these individuals in psychiatric hos- 
pitals as they are specially disposed to con- 
stitutional psychoses, but otherwise these ab- 
normal personalities are most frequently met 
with in jails. The first kind of individual 
whom, for convenience, I shall call the intro- 
jection type have been shown in clinical 
studies to be characterized, on the whole, by 
quite another clinical picture and also 
quite another susceptibility to treatment, than 
that of the other type, whom I shall call the 
projection or characterogenic type. Quite 
generally it can be said that the symptoma- 
tology in the introjection type is caused by 
the psychodynamic processes resulting from 
the introjection and retention of the conflict. 
The symptoms may be depression, inhibitory 
reactions, self-reference tendencies, or there 
may be psychodynamically more complicated 
symptomatologies as met with in compulsion 
netiroses. In the other type, the projection 
and characterogenic type, the symptomatol- 
ogy can, as a rule, be easily understood as 
exaggeration of normal character traits, 
without any deeper analysis being necessary, 

From practical clinical points of view I 
think the first mentioned states, with the in- 
trojection tendencies, correspond to the psy- 
choneuroses, while the states characterized 
by a projection tendency or an exaggeration 
of character traits should correspond mostly 
to the group of psychopathies. Even if the 
theoretical presumption that the psychopaths 
should be more hereditarily conditioned than 
the neurotic states cannot be proved for all 
the types regularly included in the psychop- 
athies, the evident difference as to symptom 
formation, course, and susceptibility of treat- 
ment calls for a nomenclature suitable for the 
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differentiation. There is no need to go fur- 
ther in the symptomatology of the neurotic 
character and the neurotic reactions. I shall 
only point to some special conditions that 
may seem to be somewhat confusing when 
looked upon according to what has been pre- 
sented here. As the most typical constitu- 
tional types—psychopathies if you wish—met 
with in clinical psychiatry, I shall consider 
the sensitive, the hysterical, the compulsive, 
the paranoic and paranoid types. The hyper- 
sensitive constitution is probably the ab- 
normal constitution that plays the most im- 
portant role in psychiatry as the basis of 
neurotic as well as some psychopathic and 
psychotic reactions. It is easy to admit that 
all reactions associated with psychogenic de- 
pressions, self-reference, and inhibitory 
reactions are brought about by a varying de- 
gree of hypersensitiveness. Also the dif- 
ferent symptom formations in the tendency 
toward compulsive thinking, in the phobias 
and compulsions, are closely associated with 
the sensitivity of mind. 

In my book, The Hypersensitive Mind* 
I have also demonstrated, by the help of 
some typical cases, the importance of a hy- 
persensitive mind in the melancholic states of 
manic-depressive psychoses, although here 
we are dealing with quite other psychody- 
namic processes than those involved in the 
psychoneuroses. Also, in initial cases of 
schizophrenia and more frequently in the 
schizophrenia-like psychoses, a hypersenst 
tive disposition will frequently display itself 
in the symptomatology. It is an interesting 
fact that in all these cases, in the neurotic a 
well as the psychotic cases, the symptom for- 
mation can be best explained by assuming 
that conflicts of different kinds cannot be 
solved by one of the usual ways. Asa conie 
quence the conflict remains causing depoa 
sion and self-reference neuroses and Psy’ 
choses or a means of seeming solution 1f 
reached, as is the case in the compulsion ae 
conversion neuroses. So we see that the Ai 
sitive constitution plays an important role 4 i 
the reactions described—a fact that 1$ ps 
always given sufficient attention in the œ 
ferent kinds of psychotherapy. A 

Now, as to a re pathological condi 
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tions in which the constitution seems to play 
an important role, we obviously are dealing 
with quite another basis for the symptom- 
formation and other psychodynamic proc- 
esses than that met with in the cases charac- 
terized as psychoneuroses. In this paper I 
shall restrict the discussion to the question 
of the importance of constitution in the cy- 
clothymic and schizoid, the hysterical, the 
compulsive, the paranoic, and paranoid char- 
acter types. 

The cyclothymic and schizothymic charac- 
ters, and the corresponding cycloid and 
schizoid psychopathies, are the constitutional 
types most generally accepted as being of 
hereditary origin. As is well-known from 
the abundant research into the heredity of 
manic-depressive and schizophrenic psycho- 
ses, between 30 and 35% of psychopathy is 
found in the family surroundings of these 
psychoses, most of which belongs to the cy- 
cloid and the schizoid type. The character 
traits present in these psychopaths are well- 
known; I find it superfluous here to cite 
them. I shall only mention that these charac- 
ter traits are such that from the psychologi- 
cal point of view it seems natural to look 
upon them as being derived from dispositions 
correlated with the manic-depressive and the 
schizophrenic psychoses, 

For our topic now, it is of the greatest in- 
terest that the abnormal constitutions men- 
tioned, the cycloid and schizoid personalities, 
play an important role in clinical psychiatry 
and in criminology. These character types 
Seem in themselves to be disposed toward re- 
active psychoses, which may develop with- 
out demonstrable external influences, In ad- 
dition, these personalities seem to react more 
easily than normal individuals to psychogenic 
as well as to physical traumata. Further, the 
cycloid as well as the schizoid personalities 
rie S mentioned, frequently met with in 
Srensic psychiatry, where as a rule it is an 
fay matter to demonstrate the relations be- 
tween criminal acts and abnormal character 
Nad As an example I may mention the re- 
ay ns between a cycloid personality, pseu- 

ogia and falsifications, or the relations be- 
ae a psychically anesthetic and emo- 
Tite ne schizoid person and a 


As to the existence of a hysterical charac- 


ter opinions are varied. While some psychi- 
atrists accept only the existence of hysterical 
reactions. including hysterical neuroses as 
well as hysterical psychoses, others maintain 
the existence of a constitutionally conditioned 
hysterical character, 

I think the normal characterology as well 
as clinical experience speak strongly in favor 
of the existence of a relatively well-charac- 
terized constitutional type that predisposes 
to the symptoms regularly met with in the 
hysterical reactions. On the other hand re- 
actions of soldiers in war and people in- 
fluenced by mass-suggestion seem to prove 
that hysterical reactions are very common 
during states of mind in which the higher 
control of the psychomotor functions is lost. 
This means that hysterical reactions may oc- 
cur also in people who are not characterized 
by a hysterical constitution; it is, however, 
of interest that relatively frequently one 
meets individuals characterized by a typical 
syndrome of purposiveness. Without going 
into detail I may mention that there are 
especially 3 series of syndromes that are most 
commonly met with. The first is the forma- 
tion of purposive reactions, serving purposes 
of one or another individual gain, Freud, 
who was especially interested in studying the 
ways in which the hysterical personalities 
tried to solve their conflicts, gave this pur- 
purposiveness the name Flucht in die Krank- 
heit (flight into illness). By this term he in- 
dicated that the hysterical individual, for the 
purpose of getting rid of his painful con- 
flict between drives and the moral standard 
(super-ego), converts the primitive drive- 
impulses into physical and psychic symptoms. 
Adler, in describing the “attitude to life” 
that many individuals display in order to 
overcompensate the feeling of inferiority, 
also pointed to the purposiveness in this at- 
titude. Such purposive reactions are very 
common in many children, and are used as a 
way to escape from unpleasant duties. In 
hysterical individuals this disposition to pur- 
posive reactions is a very central symptom, 
characterizing the whole behavior of the in- 
dividual. One of the most marked of these 
purposive reactions in hystericals is a behav- 
ior likely to concentrate the attention of the 
surroundings on the individual, and if the pa- 
tient does not succeed in this, he or she has 
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other means to achieve the purpose, most fre- 
quently through conversion symptoms. 

A second principal trait in the hysterical 
character, therefore, is inability to solve emo- 
tional conflicts in a normal way, and the at- 
tempt to solve them by the formation of 
complexes, which are then repressed from 
the conscious level. These complexes, again, 
are regularly agencies in hysterical symptom 
formation, of which the conversion into 
physical symptoms is the most common and 
typical. 

The third hysterical trait is the increased 
emotional lability and impressionability, as- 
sociated with increased suggestibility. A 
dominant trait in the hysterics is a display of 
vivid affectivity, expressing itself in out- 
bursts of temper as a response to insignifi- 
cant stimuli and in psychomotor outbreaks 
like gesticulations and mimicry. This vivid 
affectivity and increased psychomotor ac- 
tivity also contribute to the increased facility 
of expression. It is superflous to mention 
examples of these tendencies in hysterical 
individuals, common as they are. The 3 
types of tendencies described are regularly 
present as central traits in all typical hysteri- 
cal characters. Probably, therefore, these 
traits are predominantly based on hereditary 
dispositions, forming the constitutional basis 
on which the complex symptom formation in 
hysteria develops. I am however of the opin- 
ion, more closely developed in my book al- 
ready referred to, that educational methods 
are very important in influencing the de- 
velopment of the hysterical characters. Even 
if, as is probably the case, the hysterical char- 
acter in adult age is biologically fixed and 
changeable only with difficulty, if at all, we 
should not be pessimistic as to the possibili- 
ties of preventing this biological fixation if a 
psychologically correct education takes place 
in early childhood. 

The next character type to discuss is the 
compulsive character, about which there can 
probably be no doubt that it is constitution- 
ally conditioned. In psychiatric textbooks 
one will, as a rule, find the term compulsive 
neuroses covering all the disorders charac- 
terized by compulsive thinking, phobias, and 
compulsions. Some authors have a special 
chapter on the so-called neurotic-compulsive 
character, Generally this type is supposed to 
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* Many outstanding psychiatrists, like Janet, 


Freud, Luxemburger, and Schneider, have 
been much concerned with the pathogenesis 
of this type, even if the theoretical concep- 
tions have varied greatly While Schneider 
and Janet point to special constitutional dis- 
positions underlying this character type, and 
while Luxemburger has demonstrated the he- 
reditary relation to schizophrenia, Freud is 
of the opinion that there are quite special 
psychodynamic processes that result in what 
he calls the anal-erotic type of character. I 
shall not here take any decisive standpoint to 
the different hypotheses on the question of 
the pathogenesis of the compulsive character, 
To our topic the only important thing is that 
outstanding psychiatrists with greatly vary- 
ing concepts agree that the compulsive char- 
acter type exists and plays an important role 
in clinical psychiatry. In the way we have 
here defined constitution, the question of how 
much of it is hereditarily conditioned and 
how much is conditioned in experiences and 
special psychodynamic processes plays no 
role. The important thing is that we have to 
do with a character type with a very typical 
constellation of symptoms, frequently met 
with in the normal population, but also fre- 
quently disposing to the development of ab- 
normal compulsive characters and compulsion 
neuroses. Further I wish to stress the fact 
that many of the compulsion neuroses de- 
veloped in compulsive characters are only to 
be looked upon as exaggerations of the chat- 
acter traits in question. Consequently i 
many cases it is of no use to analyze the 
meaning of the presenting symptoms by trac- 
ing them back to childhood. For example, if 
the case of a very sensitive individual who 
dreads the uncomfortable feeling of shame 
from making mistakes, it should be super- 
fluous to analyze why in his daily life he sê- 
cures himself against such mistakes by 4 
ways doing things 2 or more times befor? 
making a decision, or why he secures hims 

by other methods. Neither is it surprising 
that a very anxious and sensitive individu 

hesitates to cross a traffic-thronged street. 
The situation in all the character types “iS: 
cussed is the same, viz., that when you af 
acquainted with the central character traits 
in an individual, many of the symptom for 
mations in normal, as well as in pathologi¢# 
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conditions are as a rule easily explainable 
without any deeper analysis. We arrive 
therefore at the conclusion that the compul- 
sive character type is constitutionally fixed, 
and predisposes to the development of all the 
different types of compulsive neuroses. 

The last types of constitutions to be dis- 
cussed are those met with in paranoic and 
paranoid psychopaths. To avoid misunder- 
standing it is necessary to make a few re- 
marks as to the nomenclature. Even though 
in the pathogenesis and symptomatologies 
there is a principal difference between para- 
noic and paranoid states, in most papers only 
the word paranoid is used. While in The 
American Psychiatric Association manual 
there is differentiation between paranoia and 
paranoid states, in the description of the per- 
sonality disturbances in the manual only the 
term paranoid personality is mentioned. In 
Scandinavia we are accustomed to charac- 
terize the personality in individuals suffering 
from true paranoia as paranoic, while other 
psychopaths displaying a tendency toward 
Projection with suspiciousness, envy, extreme 
jealousy, and stubbornness are called para- 
noid psychopaths. The principal difference as 
to pathogenesis of these abnormal character 
types is evident. In the paranoic states the 
pathogenesis is best explained by Kretschmer 
in his Sensitive Beziehungswahn. We are 
here considering sensitive individuals who, 
due to a special type of temperament, which 
Wimmer called paranoigenic temperament, 
are easily hurt on special central points in 
their Personality, like the feeling of honor, 
Justice, religion, and sexual feelings, These 
character traits have, as a rule, been present 
from youth and have predisposed to the de- 
velopment of the psychosis called paranoia, 
but they also predispose to more temporary 
Paranoic reactions. The central psychodyna- 
mic process that may result in a paranoia or a 
Paranoic psychopath seems to be the projec- 
tion tendency, which characterizes these sen- 
sitive individuals, as distinguished from the 
oo individuals who tend to introvert the 
ene associated with the sensitive reac- 

ons. Next, the paranoic reactions are char- 
tee by delusions which, by the help of 
eons and a selective memory become 
= and more systematised comprehending 
experiences that support the leading idea 


of being persecuted, of being loved by per- 
sons of high station, of having been subjected 
to the gravest injustice or of having received 
divine inspiration convincing the patient that 
he is a prophet, and so on. 

It is also characteristic that these paranoic 
psychopaths as a rule continue for decades 
to display these delusions without any marked 
deterioration. In the paranoid psychopaths 
we meet with quite other personalities and 
symptom formations. These individuals also 
are, as a rule, characterized by stubbornness 
and suspiciousness, the tendency toward 
jealousy, but they do not have the prepsy- 
chotic temperament characterizing the para- 
noic individuals called paranoigenic. Here 
we do not meet with the ambitiousness so 
characteristic of the latter, and neither do we 
find the systematised building-up of a system 
of delusions. The delusions in the paranoid 
psychopath are more varying and seem to 
be more transient. This paranoid syndrome 
is not met with only in the paranoid psycho- 
path, it is probably the most common syn- 
drome in clinical psychiatry. We may find a 
paranoid syndrome frequently initiating a 
general paresis, or cerebral arteriosclerosis 
or in toxic reaction types. It is also domi- 
nant in the different types of paranoid schizo- 
phrenia. It is important to remember that, on 
the other hand, the typical paranoic syndrome 
is not found in states other than true para- 
noia and in the paranoic psychopaths. It is 
never found in organic brain diseases or in 
schizophrenia. I have emphasized the dif- 
ferentiation between a paranoic and a para- 
noid syndrome because the nomenclature in 
the U. S. A. does not seem always to be quite 
clear on this point. I find it, however, for 
theoretical as well as practical clinical rea- 
sons, to be of the greatest importance to dif- 
ferentiate between them. The paranoic as 
well as the paranoid personalities must, how- 
ever, according to my opinion, both be looked 
upon as conditioned in an abnormal constitu- 
tion, predisposing to very different reactions. 


SUMMARY 


Heredity investigations, normal character- 
ology, and clinical experience speak strongly 
in favor of the existence of well defined 
types of constitution that play an important 
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role in pathology and criminology. By con- 
stitution is here meant the total psychobio- 
logical outfit of an individual that is so fixed 
that it can scarcely be changed except by 
long-lasting psychical or physical influences. 

The constitutional types most frequently 
met with in clinical psychiatry are the sensi- 
tive, the cyclothymic and schizoid, the hys- 
terical, the compulsive, and the paranoic and 
paranoid constitutions. The author is per- 
sonally of the opinion that the fundamental 
and central traits in all these character types 
are of hereditary origin and does not think 
that psychotherapy, even at an early stage, 
will have any great influence in changing 
these personalities, except perhaps in the hys- 
terical and possibly the paranoic types. A 
common trait in all these constitutional types 
is the disposition to many neurotic as well as 
psychotic reactions, which can be understood 
either as exaggeration of the character traits 
in question or by assumption of the relatively 
simple psychodynamic processes of introjec- 
tion, conversion, or projection. During life 
many psychoneurotic mechanisms may take 
place in these individuals and this is the rea- 
son that many of them may profit from 
psychotherapy. 

The sensitive constitution is supposed by 
the author to be the basis for development 
of the simple depressive reactions, self-refer- 
ence reactions, and inhibition reactions, as 
well as for several of the compulsive neu- 


roses, that are not developed on the basis of 
a compulsive character. 

In addition the author assumes that most 
of the paranoic reactions are also due toa hy- 
persensitive constitution. While the symp- 
toms in the sensitive neuroses are best ex- 
plained by assuming a tendency toward intro- 
jection, in the paranoics we have to do with 
sensitive individuals with, probably, an in- 
born tendency toward projection. As to the 
relation between the hysterical character and 
the symptom formations in the hysterical 
neuroses, these are, as is generally agreed, 
best explained by the assumption of a ten- 
dency to convert the conflict into bodily 
symptoms. And as to the symptoms in the 
cycloid and schizoid characters, these are best 
explained as direct hereditary character 
traits, while the symptom formation in the 
reactive psychoses is best explained as an 
exaggeration of the character traits. 

The author believes it is tremendously im- 
portant to try to diagnose and differentiate 
the constitutional types. This enables one to 
understand the personality itself as well as 
the pathological reactions without any deeper 
analysis being necessary. Study of the con- 
stitutional types gives the best clues to the 
question of the prognosis of the various reac- 
tions; likewise, a knowledge of the constitu- 
tional type behind the reactions helps to safe- 
guard against false diagnosis, especially of 
schizophrenia. 
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LEVEL OF ACHIEVEMENT AFTER LOBOTOMY 
A Srupy or ONE THousanp Cases? 
WALTER FREEMAN, M.D.,? Pu.D,, Wasmncton, D. C. 


This study deals with the levels of social 
effectiveness or achievement after lobotomy, 
Some of the questions concerning the va- 
lidity of lobotomy in the treatment of mental 
disorders can thus be answered. If it is 
found, for instance, that lobotomy results in 
an inert, robot-like type of individual with- 
out imagination, without social graces, with- 
out any sparkle to the personality—then lo- 
botomy should be reserved for those patients 
whose sufferings are beyond human endur- 
ance, even as a method of “partial euthana- 
sia,” described in that fashion by Rioch(1). 
If, on the other hand, it is discovered from a 
long-range follow-up of lobotomized patients 
that relapses are so frequent that by the end 
of 5 years more than half of the patients re- 
leased from the hospitals are again back in 
their accustomed surroundings, then the op- 
eration can be termed palliative, to be used 
with discretion to bring relief from suffering, 
but without expectation of return to effective 
social existence. What this study actually 
shows is a gratifying and sustained improve- 
ment after lobotomy, 

Since most of the previous follow-up 
studies have been performed primarily on 
Patients remaining in hospital under obser- 
vation(2), the tracing of patients who have 
been discharged from the hospital and re- 
turned to the community becomes a proper 

d of investigation. Such studies have been 
carried out by Partridge in England(3), 

ut nowhere else to the same extent. The 
Present study aims at delineating the loboto- 
mized patient after stabilization. It is not a 
complete picture because the level of social 
achievement Seems to be rising even 5 years 
et Operation. Furthermore, while there 
ze only 80 patients in the extreme end of 
ie ming (10-16 years), nevertheless, 60% 
they dd m functioning almost as well as 
Ea ore the onset of the mental ill- 
hare aoe Tooth annual meeting of The Amer- 

ay Pe Association, Los Angeles, Calif., 

+ From the De rtment of Neurology and Neu- 
“ological Surgery, George Warea University. 


ness. When the attrition due to aging and 
changes in fortune of families is considered, 
this is a remarkably high figure. 


MATERIAL AND METHODS 


The Freeman-Watts prefrontal lobotomy 
patients, 622 in number, were followed for 
at least 2 years and many of them for more 
than Io years or until death. The other main 
group consisted of 498 patients subjected to 
transorbital lobotomy and followed with one 
exception for 1 year and most of the others 
for periods up to 5 years or until death. Per- 
sonal interviews were of major importance 
together with letters from patients and rela- 
tives, telephone conversations, and reports 
from physicians and hospitals, The data 
were assembled on worksheets and trans- 
ferred to punch cards for greater ease in 
handling. 

The cards were divided into 2 groups 
based on social adjustment at the end of the 
second year after prefrontal lobotomy and 
after the first year for transorbital lobotomy, 
Those with good adjustment numbered 444 
and those with poor adjustment 576. Pa- 
tients who adjusted well at the end òf 2 years 
following lobotomy (1 year for transorbital 
lobotomy) were employed, partly employed, 
going to school, keeping house, and other- 
wise contributing something to the com- 
munity. Those with poor adjustment were 
all those in hospital, whether or not they 
were engaged in some useful occupation, as 
well as those who remained at home in a de- 
pendent condition or cared for by paid em- 
ployees. Thus it was not just the factor of 
living outside an institution that determined 
the differentiation between good and poor, 
but rather the contribution to the life of the 
community. 

Of the 1,120 patients originally included 
in the study, 100 were dropped for various 
reasons before the end of 2 years. This 
group consisted of patients with painful and 
other nonpsychiatric disabilities, patients who 
succumbed before the end of the period of 
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stabilization, and those who were reoperated 
upon less than 2 years before evaluation. 
Thus the total number of cases varied some- 
what at different periods of evaluation. Pre- 
liminary investigation of the figures showed 
that the 2-year period following prefrontal 
lobotomy was the most satisfactory because 
of the inclusion of the most patients. In later 
periods, while the social effectiveness was 
equally good or even improving, the numbers 
were reduced and the aging factor became of 
importance, Similar considerations prompted 
the choice of the 1-year postoperative period 
for the transorbital lobotomy series, an in- 
significant number of them being followed 
beyond 5 years, (Transorbital lobotomy was 
not begun until 1946, nearly 10 years after 
the start of prefrontal lobotomy.) 


STABILIZATION AFTER LOBOTOMY 


The first question concerns stabilization 
following lobotomy. Many of the previous 
studies have been terminated prematurely. 
The 10-year follow-up by Freeman and 
Watts(4) of their first 20 cases and the 12- 
year follow-up by Furtado(5) of the original 
Moniz cases left something to be desired be- 
cause of the newness of the surgical ap- 
proach. Investigations by the Connecticut 
(6) and the Boston groups (2, 7) dealt with 
varied material, followed for 2 years by the 
former, and from 1 to 4 years and then for 
the fifth year by the latter. The numbers in 
the study were adequate. These studies in- 
dicated that the operated patients as a whole 
held their gains, Relapses after successful 
lobotomy, on the other hand, have also been 
reported(8) even many years after opera- 
tion. While these cases are theoretically im- 
portant, they are not too numerous to war- 
rant pessimism in regard to lobotomy. It is 
estimated that 10% of patients undergoing 
lobotomy will need reoperation. This repre- 
sents less than half of the absolute failures, 
those who do not improve as the result of 
any operation on the frontal lobes. 

Golla(9) pointed out that there is pro- 
gressive reintegration of the personality in 
the months and years that follow successful 
lobotomy since the infinite lability of the 
nervous system allows it to reach its objec- 


tives by indirect pathways when the direct 
ones are blocked. He says: 

Anyone who watches the process of reintegration in 
a relatively undamaged psychotic personality after 
leucotomy can trace month by month a return of the 
power of self-objectification, the sense of personal 
responsibility so completely lost immediately after 
operation. 

The patients in this study have shown 
gratifying stability and even improvement in 
social adaptation in the various periods after 
lobotomy. The results are given in Fig, 1. 
This shows that there is a rapid (within 6 
months) return of a substdntial percentage 
of disabled patients to some form of useful 
activity. Furthermore, there is an increas- 
ing number of patients attaining similar 
levels in the subsequent years after opera- 
tion. The figures for the 5-10-year period 
seem valid for the prefrontal lobotomy group 
and those for the 2-5-year period of the 
transorbital lobotomy group. Beyond this, 
the number of cases is small, and 2 contrast- 
ing factors exert directly opposite effects. In 
the early period of prefrontal lobotomy rela- 
tively few schizophrenic patients were oper- 
ated upon, only 12 being included in the first 
Freeman-Watts(10) monograph. On the 
other hand, in the early years of transorbital 
lobotomy an inordinately large number of 
chronic schizophrenic patients was included. 
The first 200 cases of transorbital lobotomy 
were subjected to a minimal operation rather 
comparable to the original Moniz procedure. 
Making allowances for these distortions of 
the farther end of the curve, it can be seen 
that the results of lobotomy are quite stable. 
Furthermore, the period of stabilization ap- 
pears to be at the end of the second year 1 
the prefrontal series and at the first year fol- 
lowing transorbital lobotomy. The distinc- 
tion between the 2 types of operations will be 
discussed later. 


HIGH LEVELS OF ACHIEVEMENT 


The next question that might be asked 15 
how high these operated patients can rise ™ 
their social milieu. A few patients are living 
a fuller, more effective, and more mature €- 
istence than they did before they became 
sick. The operation in these patients appea”® 
to have freed them from exaggerated set- 
consciousness and fear of the future to the 
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extent that they can throw themselves whole- 
heartedly into community enterprises and be- 
come leaders in civic groups. A number of 
schizophrenic girls have grown up emotion- 
ally and socially, have married and borne 
children. The operation in these cases seems 
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standing cases that deserve consideration. It 
is much the same with men. It is doubtful 
whether more than a handful of the loboto- 
mized men have risen beyond their pre- 
psychotic status, but there is that handful, 
nevertheless, indicating that such possibilities 
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S Fi, 1—Stability of improvement in the periods of observation after lobotomy. The left half of each 
‘umn indicates prefrontal lobotomy patients, the right side indicates transorbital lobotomy patients, The 
Sures at the top of each column refer to the number of patients followed through the period (shown at 


the bottom of the chart). 


tt are éxplained in the text. 


centa For purposes of comparison, the number of patients has been reduced to per- 
the da figures and the distribution is shown at the left 


of the chart. The discrepancies at the right end of 


es Stabilized them—and their husbands 
a c peen, too—at a level they might pos- 
REA ave attained without psychosis plus 
dubio, my, but which appeared somewhat 
ee Ti in view of the personality deficien- 
cite yY manifested during adolescence. It 

cult to compare an adolescent girl with 


er ois 
Mature counterpart, so it is only the out- 


are not destroyed by lobotomy. One boy 
with a broken neck, lobotomized for unbear- 
able pain in 1949 and still paralyzed in both 
arms with no voluntary movement below his 
shoulders, has taught himself to draw, hold- 
ing his pencil strapped to his wrist. Lawyers, 
corporation executives, and engineers are 
among the lobotomized patients, and one 
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physician in active practice. These are grati- 
fying exceptions to the general rule that pa- 
tients must sacrifice something in their per- 
sonality in obtaining relief from intolerable 
distress. 

A respectable number of patients are func- 
tioning at the same level that they attained 
before the mental illness. Most of these have 
gone back to their former level of achieve- 
ment and have held to it year after year un- 
til age or change in family responsibilities 
has led to retirement. In these cases, the 
psychosis and the operation have, as it were, 
counteracted each other and the patient is 
enabled to proceed with little indication 
within or without that any such devastating 
interruptions occurred. 

A large number of patients are living an 
ordinary, undistinguished life, slightly flat- 
tened emotionally, a little slow, a little care- 
less, but continuing with their usual activi- 
ties. It may be that the rest of the family 
has made some readjustments to the slightly 
damaged personalities. These patients con- 
tinue to live at home and go about their tasks 
with a minimum of discomfort to all con- 
cerned. The beneficent effects of operation 
in these cases can sometimes be noted in the 
greater freedom from tension in the house- 
hold—the full ash trays, the book on the 
floor, the nylons in the bathroom—things 
that would have made the finicky house- 
keeper uncomfortable before the advent of 
mental trouble, 

These are the 3 groups of patients that are 
combined in the columns above the line in 
Fig. 1. For comparison, the preoperative 
tating of patients before operation is shown 
at the left of the chart, 


FACTORS DETERMINING THE OUTCOME 


Many variables have been studied with 
charts too numerous for presentation in an 
effort to determine what were the important 
factors in restoring a neurotic or psychotic 
patient to effective living. Sex and race were 
unimportant. The only periods when age 
was of importance were from 16 to 20 when 
poor results were 2 to 1, and the age above 
50 where good results were 2 to 1. Educa- 
tion was a notable factor only in the poor 
results of those who never passed beyond the 
fourth grade. Even those with professional 
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education showed approximately equal rates 
for good and poor levels of achievement. As 
far as occupation was concerned, housewives 
showed a slight tendency to favorable re- 
action, while those patients who broke down 
during their years of schooling showed a 
slightly unfavorable tendency. Single pa- 
tients showed up somewhat less well than 
married ones, and those who married twice 
better than those divorced or separated, Eco- 
nomic status and urban location showed no 
significant effects on social achievement in 
spite of the theoretical possibilities. Wealth 
did not make for better adjustment even in 
rural areas. Preoperative complications in so- 
cial behavior such as alcoholism, financial 
imprudence, and vagrancy were not common, 
Persistent alcoholism and vagrancy in the 
preoperative period were followed by poor 
adjustment in almost all cases. When the 
number of hospital admissions was corre- 
lated with the level of social achievement, it 
was found that little difference existed until 
the number of hospitalizations reached 5; 
then the results were predominantly inferior 
although occasionally a good result was ob- 
tained when the patient had been hospitalized 
9 or more times. Contrary to preconceived 
ideas, and contrary to the findings of Green- — 
blatt and Solomon(2), the presence of a poor 
premorbid disposition was of no significance 
nor was the factor of external stress of any 
particular note in the later adjustment of 
these patients. Associated diseases of the 
nervous system were usually followed by it 
ferior social adjustment, a fact also disclose 
by Greenblatt and Solomon. This was pal 
ticularly evident in arteriosclerosis and net- 
rosyphilis and to a lesser degree encephalitis 
and epilepsy. Congenital defects, howevel, 
were not of bad omen and a fairly large Po | 
centage of patients with residuals of cereb’ i 
thrombosis attained a satisfactory level 0 
achievement. Accompanying somatic dis- 
eases were few and of no particular signi 
cance in the outcome. ie 
The outstanding factor in the preoperativ 
study of the patient was the duration of disa | 
ability as shown in Fig. 2. The duration o 
illness was a much less significant fact si 
This relationship has not been clearly pri | 
ceived before this time probably because @ 
tention has been concentrated upon pae 
with chronic as well as severe mental di 
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orders. From these data it may be seen that The time relationships are equally evident 
chronicity is a severe barrier to restitution in the duration of hospitalization. Here the 
to good social achievement. The patient who margin of safety as far as the duration of 
is still working, but who has “reached the end conservative treatment is somewhat nar- 
of his rope” and is faced with disability or rower. Patients who have never been hospi- 
suicide, has an 80% chance of returning toa _ talized and those who have been hospitalized 
| good level of achievement. This percentage less than 6 months stand a 2-to-1 chance of 
falls progressively to between 20% and 25% regaining effective social existence. Those 
when he has been disabled for 5 years or operated upon during their second 6 months 
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fears 2—Level of achievement in relation to duration of disability. N refers to the number of patients 

a led for each Period shown at the bottom of the chart, The white column indicates those patients who 

te working, keeping house and otherwise usefully occupied after stabilization (2 years after prefrontal 

i atomy, I year after transorbital lobotomy). The black column includes all hospitalized patients as well 
ose living at home, but in a dependent condition. 


more, The fact that even 1 of 5 patientscan of hospitalization (not necessarily continu- 

à re regain an effective level of existence ous) have an even chance, while those in 
. hg uk long period of disability should whom the operation is delayed until from 
ihe Opes for many patients who are now 1 to 2 years of hospitalization have only 1 

i i ic beyond medical or surgical help. chance in 3 of returning to a satisfactory 
un ecomes clearer that lobotomy seldom level of achievement. They may be able to 
gies; Y Prevents effective return to normal, leave the hospital, but they are not equipped 

% Peration can safely be undertaken while with those characteristics that make for ade- 

a fee is still equipped to carry out his quate social adjustment. Nevertheless, pa- 
an ‘omnes in the world of his fellows. tients hospitalized even for a total of 7 or 
Oeratien and deterioration rather than the more years have about a 10% chance of 
iis we itself are to be feared. Where such again resuming useful social living. Hope 

thin te perceptible, it is safer to operate should not be abandoned even in the face of 

© wait, many years of hospitalization. Individual 
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case reports of patients with extremely pro- 
longed periods of hospitalization make in- 
teresting reading, but these cases are the ex- 
ception. 

Duration of disability or of hospitalization 
should not be considered alone but in con- 
nection with the treatment applied during 
this interval. Information has been gathered 
dealing with both psychotherapy and shock 
therapy. Psychiatric interviews are here dif- 
ferentiated from psychoanalysis as recorded 
in the case histories. No qualification is 
stated concerning the type or intensity of 
psychoanalysis, merely its duration. Pa- 
tients treated by psychoanalysis for 1 year 
or less showed equal figures for good and 
poor achievement. Those treated more than 
a year showed only poor results, The num- 
ber of cases treated surgically after failure 
of psychoanalysis was small. A somewhat 
larger number of patients treated psycho- 
therapeutically (some of these may have had 
a modified psychoanalysis) showed a slight 
preponderance on the good side, However, 
the psychotherapy given at the hospital level 
was marked by distinctly poorer results after 
lobotomy than those obtained in patients 
whose histories indicated that no psycho- 
therapy had been given. These are confus- 
ing figures in view of the common opinion 
that psychotherapy, and particularly psycho- 
analysis, is eventually effective so that it 
should be continued even in the face of diffi- 
culties and discouragements. It would seem 
from these figures that, when psychotherapy 
fails, the problem of the surgeon is increased, 

Somewhat the same question was asked 
and somewhat the same replies obtained 
when the topic of preoperative shock therapy 
was considered. Insulin shock either alone 
or combined with electroshock or metrazol 
shock was followed by a higher percentage 
of operative failures than other types of 
shock therapy. No shock at all or electric 
shock under 10 treatments was followed by 
a higher percentage of success, Nor was 
there any comfort to be derived from a study 
of the effects of shock therapy. Patients 
treated repeatedly by courses of electroshock 
or by maintenance shock did poorly while 
those who became worse after shock therapy 

benefited more from lobotomy. A short 
course of electroshock with transitory im- 
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provement seemed to be a somewhat favor- 
able omen, but even improvement sustained 
for more than a year following a course of 
shock treatment was of no great prognostic 
value. Patients showing no benefit from 
shock therapy on the whole did worse than 
those showing transient effects. It was hoped 
that in the study of a large series of cases 
submitted to various types of shock therapy 
some predictive value of shock therapy would 
be forthcoming, but the results of this study 
are disappointing. Neither the type, the 
amount, or combination of shock therapies, 
nor the results can be used as an adequate 
criterion for determining which patients will 
respond favorably to lobotomy. 


DIAGNOSTIC CATEGORIES AND OPERATIONS 


The various diagnostic categories are 
shown in Fig. 3 together with the types of 
operations employed in the respective groups. 
This chart, more than any of the others, re- 
veals the type of patients brought to opera- 
tion, a spectrum, as it were, of the application 
of lobotomy in mental disorders. This chart 
shows that 2 of 3 patients with involutional 
psychoses can be returned to effective living, 
In obsessive tension states about the same 
results can be obtained with prefrontal lo- 
botomy and even better results with trans- — 
orbital lobotomy, 4 of 5. Hypochondriacs 
show hardly any failures with prefrontal lo- 
botomy and about 3 successes in every 5 W! 
transorbital lobotomy. Anxiety states af 
almost always relieved by lobotomy ; the ie 
poor results showing up in the prefronta 
column are due not to failure to relieve 
symptoms, but to the production of undesit- 
able personality changes after too radical a 
operation. The few manic-depressive P# 
tients are about equally divided between 8! 4 
and poor and with both operations. TA 

Turning to the schizophrenic end 0 a 
seale, it can be seen that lobotomy of a 
type is rather ineffective in the simpe ‘om 
unclassified types of schizophrenia. Folo 
ing this are 3 interesting columns a te 
with the main types of the disorder an af 
variable results obtained by the 2 tyP¢ ©. 
operation. While lobotomy in the ne 
Successful in restoring less than half a 
schizophrenic patients to effective * 4 
achievement, the results in the parait 
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CODE KEY 
0. Involutional Psychoses 
1. Psychasthenia - Compulsive States 
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Hypochondriasis 
Anxiety States 
Manic Depressive - Depressive Type 
Schizophrenia -= Unclassified 

Ww - Simple 

Hh - Hebephrenic 

is Catatonic 
Paranoid 


Fic. 3 Diagnostic c ories in relation to good and poor results of prefrontal and transorbital 10- 
botomy, This chat civ a Speer of the ee of cates operated upon—large numbers of schizo- 
Phrenic patients (tight) and of patients with involutional and psychoneurotic disorders (left). Each 
column is divided into 4 shafts; the white column indicates good results from prefrontal lobotomy, the 
black column indicates poor results from prefrontal lobotomy. The hatched and barred columns represent 
Similar aspects of patients treated by transorbital lobotomy. For comparison in an individual diagnostic 
category, therefore, the first and third shafts of a column should be compared with the second and fourth 


Shafts, “It 


supe! 


is thus seen th: ital lobotomy achieves proportionately better results in all categories 
except that dealing with pte E A Here the effects of prefrontal lobotomy are definitely 
tior, 
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type are the best. Here the transorbital 
tmethod has a moderate superiority over the 
prefrontal method. The operations are about 
equally effective, 35% to 40% in the cata- 
tonic type while in the hebephrenic type of 
schizophrenia the superiority of prefrontal 
lobotomy over the minor operation is most 
clearly shown. About 40% of the hebe- 
phrenics are restored to effective social ca- 
pacity following prefrontal lobotomy while 
less than 20% of similar patients respond to 
transorbital lobotomy. This group of pa- 
tients, marked particularly by the presence 
of hallucinations, deserves closer scrutiny. 
Perhaps the better results of prefrontal lo- 
botomy are due to severing the connections 
between the frontal and temporal lobes. 


SUMMARY 


More than 1,000 lobotomized patients have 
been followed for periods of 1 to 16 years, 
then divided into those with good social 
achievement and those with poor social 
achievement. The records were analyzed in 
an effort to determine the factors responsi- 
ble for good adjustment. It was found that 
the level of achievement improved with the 
passage of time. 

The outstanding feature in a high level of 
achievement is the short duration of dis- 
ability. Since community activities and pro- 
fessional competence are possible after lo- 
botomy, it is apparent that the personality 
‘downgrading generally attributed to lobot- 
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omy should be attributed rather to the dey. | 
astating effects of the underlying disease | 
process. It is safer to operate than to wait, | 
Transorbital lobotomy yields a higher rate 
of good social achievement than prefrontal 
lobotomy except in cases of hebephrenic | 
schizophrenia. 


ACKNOWLEDGMENT 


The large job of coding, sorting, calculating, and 
charting was done by Ann McCloskey, A.B, 


BIBLIOGRAPHY | 


1. Solomon, H. C., et al. Pros and cons of psy- | 
chosurgery. Dig. Neurol. & Psychiat, Inst, of | 
Living, 17: 423, 1949. | 

2. Greenblatt, M., et al. Studies in Lobotomy. 
New York: Grune & Stratton, 1950. | 

3. Partridge, M. Pre-frontal Leucotomy: 0x- 
ford: Blackwell, 1950. 

4. Freeman, W., and Watts, J. W. Psychosur- 
gery during 1936-1946. Arch, Neurol, & Psychiat 
58:417, 1947. 

5. Furtado, D. Results of leucotomy. A twelve f 
years follow-up. Proc. I Internat. Conf, on Psycho 
surg., Lisbon; Atica, 1949, p. 171. 

6. Friedman, S., et al. A progress study, of 
lobotomized and control patients. Am. J. Psychiaty 
108: 10, July, 1951. a 

7. Greenblatt, M., et al. Five year follow-up 1 1 
one hundred cases of bilateral prefrontal lobotomy 
J.A.M.A., 151: 200, Jan. 17, 1953. a 5 

3. McLardy, T, and Davies, T. L. Clinical an 
pathological observations on relapse after success 
ful leucotomy. J. Neurol., Neurosurg. & Psychiat 
12: 231, 1949. Ni 

9. Golla, E. L. Preliminary remarks by tht 
chairman. Act. Scient. et Industr. 1170: 7, 195% 

10. Freeman, W., and Watts, J. W. Psycho 
gery, 2nd edition. Springfield; Thomas, 1950 


— 


THE CONTRIBUTION OF THE FATHER TO THE MENTAL 
HEALTH OF THE FAMILY: 


LEO BARTEMEIER, M.D., Derrorr, Mic. 


The Cornelian Corner was established 7 
years ago to foster more healthy and satisfy- 
ing relationships between parents and their 
children. However, the members of this or- 
ganization have of necessity devoted their 


_ energies almost exclusively to the relation- 


ships of mothers and their children because 
the Cornelian Corner is primarily concerned 
with the earliest period of human develop- 
ment. 3 
The reason for this is well known to 
serious students of personality and human re- 
lationships. The great discoveries of Freud 
and all the investigators who succeeded him 
have repeatedly demonstrated that the inher- 
ited instincts constitute the basic structure of 
all subsequent personality growth and devel- 
opment, and that their management or mis- 
management by the mother during the period 
of infancy and babyhood determines very 
decisively whether the adult will remain 
healthy or succumb to serious mental dis- 
order. Inasmuch as the entire life of the 
child during infancy and babyhood is com- 
pletely under the sway of the instincts and 
the striving for their immediate satisfaction, 
we readily understand why the physicians of 
the Cornelian Corner have attached such 
great importance to the early mother-child 
relationship. They have not overlooked the 
influence of the father in the life of the 
mother and the child, but they have appre- 
ciated that his influence during the neonatal 
period affects the child indirectly and less 
Patently and that they had to deal with first 
things first, 

a 18 an interesting fact that the educational 
eam of the Cornelian Corner, which 
pee about 6 years ago, was at first directed 
acd et physicians and obstetrical nurses 
a at it was arranged for parents and 
oe parents only somewhat later. The 
oe or this Sequence has been previously 
be oe but inasmuch as I am concerned 
aS occasion with the contributions of 
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the father to the mental health of the family 
it will be well to speak of it again. 

In addition to all of the influences from 
her own childhood a mother’s attitude toward 
her child is also considerably affected by the 
opinions of the physicians and nurses to 
whom she entrusts herself during her preg- 
nancy, during childbirth, and during the first 
years of her child’s life. The attitudes and 
opinions of obstetrical nurses are enormously 
influenced in turn by the physicians whom 
they assist in the care of mothers and their 
infants. It is the physicians then in the last 
analysis who exert a powerful influence in 
advising mothers and prospective mothers 
about the care of their babies. Their knowl- 
edge and skill have greatly reduced the mor- 
tality rate of both mothers and newborn in- 
fants, but their medical education and 
training were often more scientific than hu- 
man. Their principal aim has been to pre- 
vent infection and they have succeeded most 
admirably. 

It was natural, therefore, that artificial 
feeding was, for example, from their point 
of view, a more exact and scientific method 
than the more natural nursing of infants. 
The professional education and training of 
most physicians did not include any informa- 
tion about the all-important factor of the 
instincts in the mother-child relationship, and 
the first educational program of the Cornel- 
ian Corner was therefore intended to fill this 
lack in professional training. I have felt the 
necessity to speak about this because I would 
remind you that the authority invested in 
physicians by mothers and prospective 
mothers is the same authority with which 
their fathers were previously endowed, and 
that the doctor, in the role of father, has 
a very considerable contribution to make to 
the mental health of the family. 

While it is true that a woman’s attitude 
toward pregnancy, childbirth, and mother- 
hood has been definitely moulded and deter- 
mined by her relationship with her own 
parents and siblings, it is equally true that 
her emotional needs in her relationship with 
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her husband are of major importance for her 
sense of well-being. How adequately or 
inadequately his relationship with her satis- 
fies these needs determines very importantly 
how well or how poorly she functions as a 
mother to their children. There are women 
whose needs cannot possibly be satisfied by 
their husbands because they are already too 
severely conflicted from their childhood. 
They are exceptions. The women I have in 
mind are the ones whose conflicts are less 
deeply rooted and less intense. Their emo- 
tional security is improved by a good mar- 
riage. 

To give consistently to her child the love 
he needs, a woman needs the consistent love 
of her husband and the certainty of his love 
for their child. From a psychological point 
of view she and the child are one, and dis- 
interest on the part of her husband toward 
their child is experienced as a lessening of 
his love for her. The father’s influence on 
the mother-child relationship has been too 
frequently overlooked, in our evaluation of 
the factors contributing to the dissatisfaction 
that so many infants and little children ex- 
perience at the hands of their mothers, It 
has been overlooked because it is painful 
indeed to look facts in the face and to admit 
that we as fathers might have affected our 
children to their detriment even in the days 
of their infancy. It has been overlooked be- 
cause mothers tried to excuse the fathers of 
their children and because they even conceal 
from themselves certain unpleasant facts 
about their husbands that disturb their re- 
lationships with their children. Whatever 
emotional damage is inflicted on a child 
during the period of infancy has far greater 
effects upon the future character development 
than a similar damage inflicted at a later 
period when the personality has become more 
fully organized. This is one of the reasons 
why the Cornelian Corner has devoted its 
principal effort toward better parent-child 
relationships during infancy and babyhood. 

A mother’s feelings of dissatisfaction may 
spring from other sources, but we are con- 
cerned here with the father’s influence on the 
family and we must limit ourselves accord- 
ingly. He is certainly the most important 

person in the mother’s life and the one who 
has the power to affect her most deeply. 
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Whatever untoward effects he may have upon 
her are in turn experienced by their child, 
As I have indicated, she may not be aware of 
any antagonistic feelings, but the infant may 
sense them through her tenseness, through 
her lack of customary gentleness, through 
awkward movements, which are frightening 
to an infant, or through the cessation of her 
breast milk. The infant may react to these 
changes in its mother in a variety of ways, 
but most frequently by refusing nourish- 
ment, by vomiting its feedings, by colic, or by 
being so consistently cross that one recog- 
nizes something is awry. Many pediatri- 
cians are coming to recognize these reat- 
tions in their infant patients as disturbances 
connected with the mothers but are unaware 
of the indirect role the father may have 
played in bringing them about, and if the 
mothers are aware of them they are the last 
to speak of them through fear, pride, or the 
painfulness of it all. 


I observed the following incidents within the past 
few months in the life of a mother and her secon 
child. She and the baby made a satisfactory te- 
covery from the birth experience and after several 
days during which the infant took his feedings very 
well they returned home from the hospital. The 
father, who had regularly visited his wife while she 
was confined, unexpectedly announced that inas- 
much as she and the baby were getting along 0 
well he thought he would go fishing within a 
days. He had been working very steadily, spoke 
feeling tired and in need of a vacation. The follow- 
ing day their infant developed diarrhea, cried wi 
pain, and refused all nourishment. The pediatrician 
thought it best to hospitalize him and within a few 
hours after this separation from his mother is 
symptoms vanished and he was taking his samt 
formula with seeming satisfaction. He ha beet 
given no medicines or treatments of any kind. Two 
days later he was returned home, and when is 
symptoms reappeared the pediatrician said that = 
trouble must be in his handling. A nurse was Th 
vided and once more he recovered quickly. 
father, who was about to leave, now decided pi 
go and spent several days about the home. = 
a week’s time the mother discharged the nurs? i 
resumed the care of their baby; and now Ha a 
anxiety had been dissipated through her husba i 
change of mind, their infant manifested no se 
illness. It is of interest that neither she ae t 
husband had any awareness of the real sour weti 
disturbance but to one who knew them bot 
intimately the cause and effects were obvi 
was one of those women whose mask of in her 
ence and strength was only a thin veneer an d 
anxiety was easily aroused. She had rais d 
jection to her husband’s planned departure a" gp 
honest with herself when she told him she W4 


jous. sie 
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id manage all right without him. He 
ho ordinarily had a good understand- 
| wife's needs but who occasionally be- 
though neither she nor their children 
it these times his psychological vision 
ink to the circumference of his own needs. 
d that he almost invariably behaved 
‘ing the most critical periods of their 


‘to contribute to the mental health 
mily it is essential that the father 
we been prepared by the experiences 
yn childhood for the role in which 
himself after marriage. We hope 
a good father and that he found 
ible to make a strong identification 
that during his growing years his 
with his father was such that he 


er and the principles by which he 


‘process of identification with his 
s one that begins in those early days 
little lad puts on his father’s hat and 
8 to imitate him in various childish ways. 
a natural process, which begins with 
ly determined imitation that later 
automatic and continues throughout 
rowing years, provided it is not inter- 
h too seriously by either one of the 
It is essential for the masculine 
ment of his personality that a boy 
ve a model. We say that he gets his 
hity from his father. Boys who are 
n fatherless homes can identify them- 
only with their mothers, and when they 
e fathers themselves they are 
y to be motherly than fatherly to 
S. If they have had substitute 
their childhood as, for example, 
uch older brother, a grandfather, 
Ider male cousin who consistently 
d a fatherly interest in them, they 
develop the traits of character that will 
ae aa for them to become good 
selves. Such experiences are 
dous, however, and seldom as 
e for the development of a boy’s 
as having his own father. 
me a father who can rather con- 
Contribute to the mental health of 
Y we hope that in his childhood this 
have had a mother whom he could 
Tespect ; a mother who accepted his 
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to be like him, to acquire his traits of | 
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affection and who gave him the feeling of 
wanting to care for her and to protect her ; in 
short, a mother who helped him feel manly. 
We hope that to a certain extent he was able 
to identify himself with her; that in some 
respects he wanted to be like her and that he 
gradually acquired some of her characteris- 
tics. We hope that she was a mother who 
helped him to understand her and that he had 
the opportunity to share her joys as well as 
her sorrows. We hope that she gave him the 
feeling that she understood him and that she 
had faith and confidence in him and that she 
loved him unconditionally. We hope that she 
taught him how to look after and care for 
his younger brother or sister when it was 
necessary for her to be absent from the home 
or when her duties required his assistance. 
We hope that she encouraged his relationship 
with other boys and girls and that she saw 
the need of his transferring his affections to 
someone of his own age and becoming liber- 
ated from his attachment to her. 

Whether a father contributes to the mental 
health of his family or whether he interferes 
with it is determined in large measure by 
the extent to which he has gained insight into, 
or otherwise overcome, the more severe emo- 
tional conflicts of his own childhood. These 
conflicts are invariably connected with his 
father, his mother, or his brothers and sis- 
ters. If they have not been at least partially 
resolved before his marriage it is likely that 
they will tend to reappear once he has become 
a father in his own right. It is well known, 
for example, that many men experience peri- 
odic depressive and anxiety states during the 
pregnancies of their wives. They experience 
concern about the well-being of their future 
offspring. They express fears that the baby 
may be underdeveloped, that it might be in- 
jured during birth, or that something will 
happen to it. 

These morbid mental states are manifesta- 
tions of unconscious hostilities that they ex- 
perienced toward a brother or a sister at the 
time of their births and that they have never 
been able to resolve. Their childhood con- 
flicts are reactivated by the pregnancies of 
their wives; psychologically their wives take 
on the significance of their mothers and their 
children become brothers and sisters with 
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whom they must compete and toward whom 
they bear a persistent resentment. Some of 
the depressive states these fathers develop 
become so severe that they may attempt 
suicide when their children are born. Several 
years ago, Zilboorg published an article en- 
titled “Depressive States Related to Parent- 
hood.” In his study of fathers who had de- 
veloped these disorders he pointed out that 
we do not think it uncommon for women to 
become depressed and anxious but fathers 
are equally susceptible. 

It is very important that fathers have in- 
sight into, or that they liquidate, their uncon- 
scious hostilities toward their children for 
otherwise they tend to be over anxious about 
them, or too authoritative or strict with them. 
A father whose unconscious hostility to his 
son expresses itself in his being unreasonably 
strict with him can see only bad possibilities 
in the boy and is incapable of developing a 
sense of charitableness toward him. His 
unconscious hostility consists of the hatred 
he felt toward his brother in his childhood ; 
because he never overcame this he is bound 
to treat his son as he wished to treat—or as 
he may have actually treated—his brother in 
a former time. The intensity of his orginal 
feeling would never have developed, or would 
have been diminished, had his parents pre- 
pared him for the birth of his brother and 
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made it possible for him to participate with 
them in this major event. 

In addition to the unconscious handicaps 
that the father might have, there is a hand- 
icap created by our culture and our civiliza. 
tion for which one is hard put to find a name, 
This handicap is best described as follows: 
Loving almost means being soft. Being gentle 
and kind almost means being a sissy. A loy- 
ing and gentle father is consciously or un- 
consciously looked upon as a psychological 
failure in the sense that he isn’t really a he- 
man. A great many family tragedies in 
which children fail to develop normally and 
grow up to be either lazy bullies or aggres 
sive, conceited, sterile members of society 
have developed as a result of the fact that the 
father either did not dare to be soft and 
gentle or that his softness and gentleness 
were mistaken for femininity and weakness, 
Mistaken by whom? Here is the rub. The 
ideals, in a psychological sense, that a father 
tries to imprint on the child are frequently 
and effectively, although not at once visibly, 
combatted and destroyed by our so-called 
civilized attitude in schools, businesses, col 
leges, teams, and clubs where the ideal of 
ruggedness and toughness denies as a matter | 
of psychological fact the guiding light of 
paternal solicitude, love, and affection. This j 
is a handicap for which we have no solution 
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INTRODUCTION 


Behavior disturbances following cataract 
extraction have been described since the early 
nineteenth century. Most case studies have 
dealt with gross psychotic phenomena. In 


- general, they emphasized the transitory na- 


ture of the changes, noting their occurrence 
primarily following operation when both 
eyes were bandaged, and their disappearance 
when the bandages were removed(1, 2, 3, 4, 
5,6). However, cases have been reported in 
which the disturbances did not subside with 
temoval of bandages(7) and others have de- 
sctibed psychotic reactions that appeared in 
spite of the fact that the eyes were not band- 
aged postoperatively(8, 9). A few authors 
carried out experiments to evaluate the spe- 


| tific role of eye covering by bandaging the 


eyes preoperatively(1, 4, 10), or placing pa- 


tients in a darkened room(11), and found 
"that acutely disturbed behavior could be pro- 


voked by such procedures. Aging or senile 
encephalopathy have been frequently men- 
tioned as etiologic factors(1, 2, 3, 4, 7, 12, 
13, 14, 15), as well as the presence of pre- 
morbid personality disturbances(2, 8) and 
the effect of drugs(8, 11, 12). 
i Systematic investigation of the phenomena 
as apparently not been carried out. Itis our 
Purpose to determine (1) the incidence and 
Reems of disturbed behavior following 
; Tact extraction, and (2) some of the fac- 
ors involved in producing the disturbed be- 
one Specifically the importance of the 
ea ah Visual stimuli, the role of or- 
ain disea: id pat- 
terns of T 6 Ey T 


MATERIAL AND METHOD 


later stone unselected patients with bi- 
Senile cataracts were studied on the 
ologic ward service of the Mount 


1F; 
ogy, and Onna gpartments of Psychiatry, Neurol- 
i almo! inai f 
Pital, New York eae of the Mount Sinai Hos- 


Because disturbed behavior frequently was 
transitory or occurred only at night, each 
patient was observed constantly by one or 
more members of the staff. Information con- 
cerning the patient’s premorbid personality 
was obtained in interviews with the patient, 
members of the family, and friends, and, in 
a few instances, from social service depart- 
ments of other institutions. 

On admission, each patient had an electro- 
encephalogram and an “‘amytal test”(16) to 
determine the presence and degree of organic 
brain disease. The amytal test consisted of 
an intravenous injection of amobarbital so- 
dium at the rate of 50 mgs. per minute until 
the patient showed marked nystagmus, dys- 
arthria, drowsiness, and made errors in 
counting backwards. At this time the pa- 
tient was asked a standard series of questions 
to test orientation for place, time, person, and 
awareness of illness. It was found that only 
patients with organic brain changes showed 
persistent disorientation or denial of illness 
under amytal when such behavior was not 
present prior to the injection. 

The patient’s eyes were covered shortly 
after supper, around five o'clock, on the night 
preceding the operation. At 11:00 p.m. the 
patient was awakened and orientation tested. 
The next morning after breakfast his eyes 
were uncovered and he was again inter- 
viewed. The purpose of this procedure was 
to determine the effect of simple masking on 
behavior, as contrasted with the postopera- 
tive period of masking when additional fac- 
tors are involved. 

Cataract extraction was carried out under 
local anesthesia in all but one patient who re- 
ceived a general anesthetic. Postoperatively 
the patients received, as indicated, codeine 
or demerol for pain and barbiturates for 
sleeplessness. The unoperated eye was un- 
covered on the third postoperative day, unless 
earlier uncovering became necessary because 
of increasing restlessness. During the peri- 
ods of masking, both before and after the 
operation, side rails were applied to the bed. 
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RESULTS 


Twenty of the 21 patients showed some 
alteration of behavior during the period of 
hospitalization, such as changes in mood, 
psychomotor disturbances, delusions, hallu- 
cinations, disorientation and confabulations. 
The patterns of behavior may be conven- 
iently described in relation to the time of oc- 
currence; on admision, preoperative mask- 
ing, postoperative masking, and the postop- 
erative period after the eyes were unmasked. 


BEHAVIOR ON ADMISSION 


On admission the overt behavior of most 
patients was friendly and cooperative, with 
no indication of disturbance, During the 
psychiatric interview, however, patients ex- 
pressed anxiety concerning the insecurities 
of old age, the difficulties associated with the 
progressive diminution in vision over a 
period of months and years, and fear of 
blindness. They spoke of such problems as 
the inability to work and take care of them- 
selves, the need to depend on others for 
financial support, and loneliness occasioned 
by the death of contemporaries, particularly 
a husband or wife. Several complained of 
difficulty in memory. 

Almost all expressed some anxiety con- 
cerning the forthcoming operation. How- 
ever, this anxiety was manifestly severe in 
only 3 patients. It was expressed as a fear of 
blindness, of death during the operation, and 
a fear that both eyes would be operated on. 
Others denied that they were concerned. 
One expressed it thus, “If I die, I die. What 
difference will it make?” Several patients 
reacted to the frequent interviewing and 
questioning with hostility and expressions of 
concern about their sanity. Only one patient 
was grossly disturbed on admission. He was 
disoriented for time, place, and person, gave 
numerous confabulations, was irritable and 
uncooperative. 


BEHAVIOR ACCOMPANYING PREOPERATIVE 
MASKING 


Twenty of the patients were masked for 
a minimum of 12 hours during the night 
preceding the operation. Of these, 10 
showed no observable disturbances; ten ex- 


hibited disturbed behavior ranging from jp. 
somnia and verbal expressions of anxiety to 
acute panic reactions. One patient ina severe 
panic state, associated with weakness, diz- 
ziness, and sweating, similar to claustropho- 
bic attacks he frequently experienced prior 
to admission, expressed the dread conviction 
he would never see again. In 3 cases the anx- 
iety became so great that the mask had to be | 
removed; the disturbed behavior then sub- 
sided. In 2 of these the mask was then re 
placed ; in 1 there was recurrence of anxiety, 
The patient who was grossly disoriented and 
disturbed on admission became even mote 
disturbed and tried to climb out of bed, Five 
patients expressed particular concern about 
the side rails that were placed on their beds į 
during the period of masking. One patient 
said, “I feel imprisoned. No one cares for 
me.” Three expressed fear of wetting or 
soiling the bed if the nurse or orderly did 
not respond in time to their calls. 

WITH EYES 


POSTOPERATIVE BEHAVIOR 


MASKED 
During the 3-day period of postoperative 
masking, 18 of the 21 patients showed some 
noticeable alteration in behavior. In five 
cases this was mild. Thirteen showed severe 
behavioral disturbances, as determined by 
the criteria of persistence, intensity, and t 
presence of delusional trends. The reaction 
was considered persistent if it lasted more 
than 1 day, and intense if it was readily aP. 
parent. Eight of the 10 patients who rea F. 
with some disturbance to preoperative mas i 
ing were among the severely disturbed a 
lowing the operation, while only 4 of the 10 
who had no observable disturbance on pre 
operative masking became severely distur a 
postoperatively. The patterns of behav! 
disturbances were varied. The 
(1) Psychomotor Disturbances.— a 
most common change was increased psychi 
motor activity, shown by 9 patients in W 
there was restlessness, tearing off the mai 
and attempting to climb over the side 13 
One patient became violent and struck 
self repeatedly about the head. Another 
noisy and abusive. e ant 
(2) Paranoid Delusions —Six pat! | 
manifested paranoid delusions. Ean w 
they were in a prison and demanded t0 
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released. Several thought they were being 
punished. One patient thought he had been 
pulled off the street into the hospital. One 
said her purse was stolen, another that she 
had been forced to inhale poisonous fumes. 

(3) Somatic Complaints —Four patients 
had somatic complaints but in only one did it 
concern the eyes. This patient was convinced 
that her eyes had been enucleated. She de- 
nounced her daughter bitterly for making 
her undergo surgery, although the operation 


had actually been carried out at the patient’s 


insistence and against the daughter’s wishes. 
Another thought he hadn’t had a bowel move- 
ment in 3 months and wanted to know why 
something wasn’t done about it. In 2 cases 
there was an extreme hypochondriacal reac- 
tion. 

(4) Elation—Four patients showed ela- 
tion during the postoperative period, char- 
acterized by high-spiritedness, talkativeness, 


_ Tayenous eating, and jocularity. One patient 


said she had been to a ball the night before; 
another accounted for an episode of dis- 


orientation by saying, “Maybe I drank too 


much whiskey.” 
(5) Hallucinations —Visual hallucinations 


_ Were present in 3 cases. One depressed pa- 
tent said he could see a large bottle of iodine, 


Which he insisted that the nurse give him. 
Two patients hallucinated that people were 
Standing in front of them. One maintained 
acheerful, muttering conversation with these 
People.” Two complained of being behind a 
dosed door. One said on one occasion, “I’m 
rovered with layer upon layer of beautiful 
‘ace ; at another time she thought she was 
‘a “strange room filled with enameled hu- 
man figures that were unfriendly.” She also 
ought she had been moved to a “brown” 
Toom, then to a “blue” room. 
Patients experienced auditory hallu- 
Fier or misinterpretations of noises that 
iter a pattern which we called the “de- 
a me Violence in the street.” Thus, one 
een been kept awake all night by 
ars in the street of people being robbed, 
He oer and run down by automobiles. 
ing “WE that he had been frightened, say- 
itis ‘ y should I be? I was safe and sound 
fie ed in the hospital.” The other patient 
the ae of “terrible things” going on in 
Street during the night. 


cina 


LINN, KAHN, COLES, COHEN, MARSHALL, AND WEINSTEIN 


283 


(6) Disorientation.—Eight patients 
showed some degree of spatial disorientation. 
In 6 this took the form of disorientation for 
place; 3 believed they were home, one that 
he was in another hospital, one that he was 
in an apartment house, and one that he was at 
his place of business. In 4 patients there was 
topographical disorientation, referring to 
change of position of the beds on the ward. 
Thus, 1 patient complained that her bed had 
been moved to the opposite wall, another said 
with considerable anxiety that her bed had 
been moved out into the yard. After un- 
masking, when she became oriented she said, 
“Tt feels good to be back in my own bed 
again.” 

Four patients exhibited some temporal dis- 
orientation. One mistook a morning for an 
afternoon and confabulated that lunch had 
been offered to her but she refused it. Two 
others asked for breakfast or a shave in the 
middle of the night. One man kept asking 
the time because, as he said, he “did not 
want to lose this point of contact.” Three pa- 
tients denied that they had been operated on. 
In 2 this was accompanied by disorientation 
for place and the other was incontinent of 
urine. 

(7) Anxiety—Two patients displayed 
primarily an increase in anxiety, One be- 
came sullen and resentful, bitterly protested 
the side rails, and expressed great fear of 
blindness. He was obsessed with the fear 
that if the operation failed and he became 
blind, his wife would no longer take care of 
him. The other asked repeatedly that the 
mask be removed so that she could see her 
husband. 

Almost all patients exhibited more than 
one of the patterns of behavior disturbance, 
especially those with severe reactions. Fre- 
quently they were manifested simultane- 
ously, in some cases increasing in severity 
on successive nights. Thus, 1 patient was 
restless on the first postoperative night and 
reported the “delusion of violence in the 
street.” On the second night he had hallu- 
cinations that continued to be present the 
next afternoon. On the third night he tore 
off his mask, confabulated that his wife was 
upstairs, became aggressive, and expressed 
the paranoid delusion that he was being kept 
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prisoner in an apartment house and de- 
manded his release. 

Disturbed behavior was evident as early 
as 1 hour postoperatively. In all but 2 cases 
signs of disturbances, if they appeared at all, 
were evident on the first night. In these 2 
cases observable behavioral change was not 
present until the day after the operation. 

In 3 cases acutely disturbed behavior 
seemed to subside when the patient was ad- 
dressed by the nurse. In response to her 
voice, the patient would seem to be startled, 
and, for a time at least, would become more 
lucid. These patients spontaneously volun- 
teered the information that they felt as if 
they had been “awakened from a dream.” 


BEHAVIOR AFTER UNMASKING 


Six patients showed marked improvement 
in their behavior as soon as the mask was re- 
moved. In 1 a severe hypochondriacal re- 
action was replaced by an elation during 
which the patient insisted that her vision was 
greatly improved, This lasted for 2 days, 
following which there was some return of 
hypochondriacal behavior. Three patients 
showed improvement in 48 hours. One pa- 
tient showed immediate improvement, al- 
though she continued for 2 more nights to 
have episodes of feeling that her bed had 
been moved, In another the acutely disturbed 
behavior persisted for 13 hours following 
unmasking. The patient then fell asleep and 
woke up 3 hours later in remission, although 
he later showed transitory paranoid ideation. 
Tn 1 instance the delusion that the bowels 
were obstructed continued for 1 day after 
the mask was removed, but subsided when 
the patient became ambulatory. 

In 4 patients behavioral disturbances per- 
sisted long after unmasking. Each of these 
patients had some grossly evident physical 
complication. One developed bronchopneu- 
monia and continued to be disoriented until 
his medical condition improved, A patient 
with advanced alcoholic cirrhosis developed 
severe apnea during his operation and for a 
time was critically ill. He showed incon- 
tinence, lethargy, and intermittent denial of 
his operation until he was discharged. He 
showed transitory periods of lucidity that 
increased in length as his general condition 
improved. One man who had been grossly 
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disturbed on admission continued to beso 
throughout his hospitalization, although his | 
disturbance was more marked during the 
postoperative period of masking. The fourth 
case showed a disturbed reaction to medica- 
tion which will be described more fully later, 

Two patients exhibited disturbed behavior 
that was most marked following removal of | 
the mask. One expressed the “delusion of | 
violence in the street.” Eight hours after his 
eyes were unmasked he thought he was out | 
in the street, that a war was in progress, | 
planes were rushing about dropping bombs | 
and setting fires, and trains were roaring up | 
and down. There was a riot and people were | 
panic stricken trying to escape, When a 
nurse spoke to him reassuringly his panic } 
subsided as quickly as it began. One patient, 
who had shown intense anxiety postopera- 
tively, became panicky 10 hours after te 
moval of the mask, thinking that her tongue 
was shrunken, that she was poisoned, and 
that she was going to die. This episode lasted 
2 hours. She fell asleep after intramuscular 
injection of sodium phenobarbital and” 
showed no disturbance on awakening the fol. 
lowing morning. She reported the incident 
of the previous night as a dream and added 
that she had been a poor sleeper for yeats, 
subject to frequent nightmares at home. 

Four patients became depressed postopera- 
tively when their discharge from the hospital 
was delayed by ophthalmologic complica: 
tions. One reproached himself repeated) 
for having submitted to surgery. He wo 
strike himself on the head for having beet 
“such a fool.” He had transitory parano! 
ideas about the doctors, saying that all he 
needed was a pair of glasses and not an u 
necessary operation. One patient who was 
depressed on admission, and developed the 
delusion during the immediate postoperative | 
period that his bowels were “clogged up i 
spite of repeated successful enemas, con 
tinued to be depressed when unmasked, an j 
several weeks after his discharge commit 
suicide. 


BEHAVIOR IN RELATION TO THE EEG AND 
AMYTAL FINDINGS 


Eighteen of the 21 patients had either # 
abnormal EEG record or an abnormal a i 
response or both. In 11 cases the EEG 
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abnormal. The incidence of abnormal rec- 
ords in the cataract patients was much higher 
than in a group of patients of comparable 
age without cataracts. The amytal test was 
given to 19 patients and was abnormal in 13. 
In 6 cases both tests were abnormal and in 
3 both were negative. In 3 cases the EEG 
was abnormal and the amytal test negative, 
while in 7 ‘cases the amytal test was abnormal 
and the EEG normal. In 2 cases no amytal 
was given but the EEG’s were abnormal. 

It is clear that abnormal function on I test 


did not necessarily imply abnormality on the 


other, Seemingly, both tests measure dif- 
ferent aspects of brain function. However, 
all patients in whom both tests were abnor- 
mal showed particularly disturbed behavior 
during preoperative masking and severe re- 
actions following the operation. Of the 3 
patients in whom both tests were negative 1 
showed no observable behavior disturbance 
at any time during his hospitalization, 1 had 
a mild disturbance, and the third showed a 
severe hypochondriacal reaction during the 


postoperative period of masking. 


BEHAVIOR IN RELATION TO AGE 


The patients ranged in age from 45 to 85. 
the median age was 75, and all but 3 pa- 
tients were at least 70 years old. Of the 11 
who were 75 or older, 10 showed severe be- 
havioral disturbance. On the other hand, 
only 3 of the 10 patients under 75 exhibited 
such reactions. This correlation between age 
y behavioral disturbance may be accounted 
or theoretically by the assumed brain 
eT with advancing years. This is sub- 
the lated, in part, by the fact that all 6 of 
w Patients with both abnormal EEG’s and 
Wa responses are found in the older age 
ha p. However, 4 of the 5 remaining older 

‘ents showed severe disturbance which is 


a greater proporti i 
Younger Bias ion than found in the 


B 
EHAVIOR IN RELATION TO SEX 


ae 2I consecutive admissions to the 
of Pital, rr were male and 10 female, Seven 
EE fale patients and 6 of the female 


Bia records were read by the staff of the EEG 
iy; Drs. H. Strauss, M. Ostow, L. Green- 


he E) $ A 
Separate d ane will be the subject of a 
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showed severely disturbed behavior. Though 
the number is small, there appears to be no 
relationship between behavioral disturbance 
and sex. 


BEHAVIOR IN RELATION TO DRUGS 


Since disorientation was produced in sev- 
eral patients preoperatively by intravenous 
administrations of amytal sodium it could be 
expected that similar drugs given in the post- 
operative period for pain and restlessness 
might be a factor in the production of abnor- 
mal behavior, It should be pointed out how- 
ever that the intravenous dose for the amytal 
test was 0.3 to 0.5 gm.; whereas the post- 
operative dose of amytal given by mouth was 
never higher than 0.25 gm. Furthermore, 
abnormalities in behavior often subsided de- 
spite continued administration of amytal. 
One patient received only a single 50-mgm. 
dose of demerol immediately postoperatively 
yet exhibited psychotic behavior for 3 days, 
a period far outlasting any possible effects of 
the drug. On the other hand, the one pa- 
tient who showed no disturbed behavior 
throughout his entire hospital stay, had re- 
peated doses of amytal sodium and demerol 
for 8 consecutive days following the opera- 
tion. In only 1 case was there a clear re- 
lationship between the effect of drugs and 
disturbed behavior. This patient shouted 
obscene language and had hallucinations con- 
cerning dead relatives for 6 days following 
the postoperative removal of the mask. 
When his medication, consisting of amytal, 
phenobarbital, and chloral hydrate was dis- 
continued, he improved promptly and his be- 
havior returned to normal in 36 hours. Six 
months previously he had had a similar epi- 
sode following a prostatectomy which like- 
wise subsided when sedative medication was 
discontinued. 


ROLE OF THE PREMORBID PERSONALITY 


Several of the patients employed defense 
mechanisms in the stress situation of the hos- 
pital similar to those they had been accus- 
tomed to using in dealing with problems in 
the past. Thus, one patient who was affable 
and ingratiating on admission became hostile 
and suspicous after the mask was applied. In 
his personal history he showed this same pat- 
tern, namely, a capacity to make a superfi- 
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cially friendly impression that gave way to a 
hostile paranoid reaction as soon as relation- 
ships became more complicated. Two patients 
who were extremely restless and sleepless 
during the preoperative masking said the 
next day that they hadn’t been upset. In 
their personal history one could find the same 
tendency to use denial, to minimize the se- 
verity of the hardships and frustrations to 
which they were exposed. 

The mask was often applied early in the 
evening while the patient was still sitting up 
in the day room. One patient reacted with 
the agoraphobic-like panic already referred 
to. He asked to be led to his bed. Once 
safely in bed his panic subsided as long as a 
nurse sat by his side. Here the defense was 
a type of regression. His use of this defense 
was even more striking during the postopera- 
tive period of masking when his reaction was 
one of euphoria. He talked volubly and 
laughed readily. He consumed great quanti- 
ties of food with many expressions of pleas- 
ure. He said that this was the first real 
vacation of his life. He compared the com- 
forts and conveniences of his stay in the hos- 
pital with that of a guest at a fancy resort. 
The anxiety he displayed preoperatively was 
entirely gone. No longer was there a fear of 
blindness. On the contrary, with the regres- 
sion there seemed to be a joyous surrender 
to the helplessness and passivity which the 
postoperative period of blindness forced upon 
him. In his personal life the patient was a 
passive, dependent individual, frequently 
given to temper tantrums whenever he felt 
that his wife was not taking proper care of 
him. When the mask was removed and the 
day of his discharge approached, his elation 
subsided and in its place anxiety and depres- 
sion appeared. 

One patient, given to hypochondriasis all 
her life, displayed an extreme intensification 
of her physical complaints during the post- 
Operative period of masking. When the un- 
operated eye was uncovered, the hypochon- 
driasis subsided completely. Indeed, with 
the restoration of vision she became elated, 
and insisted that her vision was much im- 
proved over her preoperative status, a mani- 
fest impossibility since she was using the 
unoperated eye at this time. In 2 days the 
elation and the “delusion” of improved vi- 
sion subsided. She became hypochondriacal 
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again, although never to the same extent as 
during the postoperative period of masking, 
It was also interesting that she never referred 
to her eyes in her multitude of complaints, 
This was also true of 3 other patients, in all | 
of whom somatic complaints were the central 
feature of their postoperative behavioral dis- 
turbance. 


Discussion 


According to previous reports the incl 
dence of disturbed behavior following cata- | 
ract extraction in senile patients is about 
3%(2, 3, 7, 12, 14, 17) although Finlay | 
(18) reported only 1 case in a series of 294. | 
In the present study, however, 20 of the 21 
patients, or 95%, showed some alteration in } 
behavior during the period of hospitalization, © 
and 13 patients, or 62%, showed severely 
disturbed reactions following the operation, — 
This marked difference reflects primarily a 
difference in the method of observation and 
the criteria of disturbed behavior. By planned 
observation of all patients on a 24-hour basis, 
and with daily interviewing, it was possible 
to perceive disturbances in behavior that 
might otherwise have been missed. Many 
times disturbances occurred at night or for 
transitory periods when only nurses were 
present. For this reason their observations 
were of great importance. Often alterations 
in mood or the presence of unexpressed de- 
lusions or hallucinations were elicited by 
daily questioning. 

The factor of organic brain disease may be 
of critical importance in explaining the high 
incidence of psychopathology in the group: 
This appears to be substantiated by the fact 
that the most severe disturbances were fout 
in those patients in whom both the amyta 
test and the EEG were positive for organit 
brain disease. The 1 patient in our ser? 
who displayed no observable abnormality ™ 
behavior during hospitalization was one ot # 
group of 3 who had a negative amyt te 
and a normal EEG. The fact that 18 of tf 
21 patients had some evidence of organ 
brain disease suggests that senile nii 
may be I manifestation of a more extensii 
degenerative process. 

Organic brain disease can infl 
nature of the defense mechanisms, A 
such factors as the rigidity and duration i 
the disturbance. For instance, one patie" 


uence the 
involving 
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stated that she went out to a dance for a good 
time. When the examiner indicated doubt, 
she said, “I say this because it is bettér to 
joke than to be sick.” She promptly corrected 
errors by saying, “At my age I have a right 
to be mixed up a bit,” and chuckled if she 
addressed the examiner by the wrong name. 
The organic factor in this case was not 
marked, as the negative amytal test and the 
mild EEG disturbance showed. Had the dis- 
turbance in brain function been greater, she 
probably would not have been able to correct 
the error, and the joking would become a 
“real” psychotic experience and would then 
be classed as a confabulatory delusion. 

One patient, for example, had both a posi- 
tive amytal reaction and a marked disturb- 
ance in the EEG. This patient reacted to the 
postoperative period of masking with eupho- 
ria and a multitude of gaily colored hallu- 
cinations. The psychotic period was filled 
with material from her school days as a 
young woman in Germany. In the psychosis 
she was able to “see,” she was young and 
carefree again. In short, she was able to deny 
the disagreeable realities of her current ex- 
istence, 

Some of the patients with spatial disorien- 
lation spoke directly of having difficulty in 
temembering where and how they were situ- 
ated. Their experiences are reminiscent of 
those described by Cameron(19) in a group 
tf senile patients who tended to become de- 

tious at night. The patients were asked to 
ae Out, with eyes open, the location of 5 
run Objects in the room. They were 

oe coed and asked every 15 minutes 
tea is. to point out the location of the ob- 
thesis n 13 of the 16 patients, definite dis- 
tis T occurred. In some, the distortions 
on al Were such that the surroundings 
fi © to resemble more and more the patients’ 

n homes, 
ee ie Tole of Covering the eyes and of dark- 
li Mae in eliciting psychotic behavior 
complex or Organic brain disease is a 
World not s he perceptions of the outer 
tients of tee, eae these forgetful pa- 
toa state of whereabouts but arouse them 
ON several o oe alertness. This was seen 

ecame ERAU when disturbed patients 
Spoken to oN more rational when 
scrutiny iis: aradoxically the same intense 

made possible the discovery of 


an unsuspectedly high incidence of disturbed 
behavior may, by its arousing effect, have re- 
duced the amount of disturbance that would 
otherwise have occurted. A third, and proba- 
bly the most important effect is its influence 
on anxiety. The familiar sights and sounds 
of ward activity are reassuring to the patient, 
and conversely, darkness and silence are 
frightening, particularly in these patients in 
whom fear of blindness is so prominent. 
Although preoperative bandaging aroused 
considerable anxiety in several of our pa- 


: tients, in no case did it result in psychotic 


phenomena like those observed postopera- 
tively. The time element may provide at least 
a partial explanation for this difference. Al- 
though most of the disturbances in postopera- 
tive behavior occurred by the first night, it 
was often found that on succeeding days it 
was of progressively greater severity, In 
other studies(7, 10, 11, 14, 20) the most 
frequent time of onset was on the second 
day. Gat and Orban(10) found that their 
patient had to be in darkness for about 24 
hours before psychotic symptoms became 
manifest. It is possible that if the preopera- 
tive masking had been continued for a longer 
time, more varied and more intense disturb- 
ances might have occurred. 

However, other factors are of great im- 
portance in producing the disturbances of be- 
havior, The physical and psychological stress 
of the operation itself, the postoperative pain, 
the limitation of mobility, the presence ôf the 
side rails and the uncertainty about the out- 
come are additional sources of anxiety, and 
make the postoperative period a particularly 
stressful one. 

Two patients showed disturbances in be- 
havior for the first time during the postopera- 
tive unmasked period. In these cases the 
problems associated with leaving the hospital 
were perhaps more disturbing than the 
operation itself or the bandaging of the eyes. 
To some extent, and to some patients, the 
stay in the hospital was a temporary respite 
from problems confronting them on the out- 
side. Their physical needs were provided for, 
financial worries were not an immediate 
problem, and they were subject to the in- 
creased interest and sympathy of friends and 
relatives. In such a situation, it is under- 
standable that the prospect of leaving the 
hospital may precipitate acute anxiety or de- 


288 


BEHAVIOR DISTURBANCE FOLLOWING CATARACT EXTRACTION 


[Oct 


EE aa 


pression and result in various disturbances of 
behavior. 

The role of age is also complex. Apart 
from the factor of organic brain disease 
which is likely to be more marked in the 
older patients, psychological problems may 
also become more severe with advancing age, 
because of economic insecurity, loneliness, 
increased helplessness due to physical and 
mental infirmities, as well as diminished ca- 
pacity to deal flexibly with anxiety-provok- 
ing situations. Our cases were ward patients, 
drawn largely from a home for the aged, and 
therefore the foregoing factors may have 
been particularly marked in this group. 

In view of the almost universal occurrence 
of behavior disturbances in our cataract pa- 
tients we believe we are justified in stating 
that the premorbid personality may have 
determined some of the elements or qualita- 
tive aspects of their disturbances but could 
not account for their vulnerability as a group. 

The disturbances in behavior appear to 
represent, in part, a symbolic manifestation 
of a drive to deny illness, although only 3 
patients showed explicit verbal denial. The 
hypochondriacal reaction may be interpreted 
as a form of partial denial. The patient ac- 
knowledges that he is ill, but says in effect 
that his illness is not blindness, which is 
dreaded, but constipation, etc., to which he 
is accustomed and which he has overcome 
many times in the past. It has also been 
noted! in patients with organic brain disease 
that the major aspect of illness may be de- 
nied while the patient complains of a minor 
one(21), 

Some of our patients displayed paranoid 
reactions. Here, as in the hypochondriacal 
reactions, the patient acknowledges that he is 
ill. This time, however, he reassures himself 
with the thought that his difficulties do not 
arise from within himself, but are rather the 
result of the machinations of others. One 
patient, for example, not only complained 
bitterly of constipation but insisted that the 
orderly who gave him enemas was inept and 
unkind. There was some evidence of recent 
overt homosexuality in the history. The con- 
stipation as a symptom could be conceived in 
terms of Freudian theory as an invitation to 
homosexual attack, while the paranoid at- 
titude towards the attendant who gave the 
enema seemed to represent an attempt to de- 


fend himself against this unconscious wish, 
In this particular case, the hypochondriasis 
and the paranoid reaction seemed in ‘addition ` 
to defend him against a severe depression 
that he had on admission. After his unoper- 
ated eye was uncovered and he became am- 
bulatory, his complaints of constipation and 
ill-treatment by the attendant disappeared, 
With this his depression reappeared and re- 
sulted in his death by suicide several weeks ` 
after he was discharged. 

The fact that the visual system was rarely 
specifically referred to in the patient’s pro- 
ductions might indicate that the behavior is 
a total reaction to the threat of destruction 
or incapacity in addition to being a denial of | 
poor vision, ' 

Patients have been known to injure them- 
selves gravely or to commit suicide during 
psychotic reactions following cataract extrat- 
tion. In view of the aging population with its 
increasing incidence of cataracts the mattet 
of prophylaxis is important. For example, if 
a patient has a positive amytal test and an ab- 
normal EEG and develops considerable anx 
iety on preoperative masking, the likelihood 
of a severe disturbance postoperatively 18 
rather high. One might want to single out 
such patients for particularly attentive post 
operative care. The removal of side rails 
where the nursing situation permits may 
of value, as well as the presence by the 
bedside of solicitous friends and relatives 
Whereas adequate medication for pain 18 de 
sirable, restlessness would be better treat 
not by sedation but by uncovering the a 
operated eye. This should be done at the firs 
sign of growing restlessness even if it 18 ae 
a few hours following the operation. | 
surgical risks of early unmasking may be i 
than those of a psychotic outbreak. Hany Í 
sitting up in a chair and early ambulation br | 
peared to have a beneficial effect on the ý 
havioral status of these patients. Thera | 
numerous references in the literature(2n | 
23) to the beneficial effect of early retu 
home, especially in cases where the distur 
ance began in the hospital and did not su 
side after unmasking (9). 


4 
SUMMARY AND CONCLUSIONS 
patient 


-on i ard : 
I. Twenty-one consecutive wi e fot 


admitted to the ophthalmologic servici 


: 


1953] 


senile cataract extraction were studied by a 
team of observers. Each patient was given 
an EEG and an amytal test for organic brain 
disease. Prior to operation each patient was 
masked for a period of at least 12 hours. 

2. One patient was manifestly psychotic 
on admission. The others showed varying de- 
grees of anxiety that could be related largely 
to insecurities attendant on old age and loss 
of vision. The preoperative masking pro- 
duced changed behavior in 10 patients, rang- 
ing from insomnia and verbal expressions of 
anxiety to acute panic reactions. Removal of 
the mask relieved: the anxiety. 

3. Following the operation 20 patients 
showed some alteration in behavior including 
changes in mood, psychomotor disturbances, 
paranoid and somatic delusions, hallucina- 
tions, disorientation and confabulations. In 
13 cases the disturbance was characterized as 
severe. Unmasking resulted in prompt im- 
provement in 6 cases, gradual improvement 
in 48 hours in 3. Only 4 patients continued 
to show disturbances after the mask was re- 
moved; in each some physical complication 
Was present. In 2 patients abnormal behav- 
ing appeared for the first time after unmask- 

4. Some degree of organic brain disease, 
as shown by the EEG and amytal test, was 
Present in 18 patients, There appeared to be a 
relationship between the presence and degree 
oe damage and the development of dis- 
ae behavior. The findings suggested that 
le cataract may be one manifestation of 

Ra extensive degenerative process, Older 
Patents are more apt to show disturbances. 
e premorbid personality pattern seemed 
late to the incidence of altered be- 
ae ut to some extent deteffnined the 

; ar type of pattern exhibited. 
i as concluded that disturbed behavior 
a Part of the reaction of almost 
theron ‘odie because of a complex 
plication os : i number of factors, The im- 
and mana ese findings for prophylaxis 
gement is discussed. 


to 
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THE EFFECT OF INFANTILE DISEASE ON EGO PATTERNS: 
ROY R. GRINKER, M.D? 


Probably no greater quantitative or quali- 
tative effect is imposed upon the ego or its 
rudiment than that from disturbances dur- 
ing the earliest weeks and months of life 
when soma and psyche constitute one undif- 
ferentiated system. It is generally accepted 
that the most embryonic, most rapidly grow- 
ing, or youngest somatic tissues, or maturing 
patterns of function are most sensitive to 
stress. Differentiated tissue or specialized 
functions are more resistant to permanent 
alterations imposed by stress and less able to 
regenerate. Our attention today is more and 
more directed toward the impact on psycho- 
logical functions by processes occuring dur- 
ing the formative and differentiating periods. 
I have indicated elsewhere that much re- 
search is needed on the myriad influences im- 
posed on the neonatal body—its surfaces, 
orifices, and internal vegetative functions— 
to clarify the subsequent types of psycho- 
logical functioning(1). For this presentation 
I have chosen to discuss a serious somatic 
disturbance appearing at birth and lasting for 
8 years, Because of its obviously severe 
effects this should emphasize what may hap- 
pen to ego functions from lesser disturb- 
ances, 

Towview ego patterns from several points 
of view requires different operational meth- 
ods. The unfolding of constitutionally de- 
rived action patterns is ascertained by de- 
tailed observations of maturing infantile 
functions. Unfortunately these have been 
mainly focused on motoric patterns and 
bodily structures. What requires study is a 
host of internal biochemical and physiologi- 
cal processes that are specified as to type and 
quantity at birth and that crucially affect 
first interactions. Interactions may be sur- 
mised by direct observations, or from recon- 
structions of child-mother symbiosis in a 
therapeutic setting. Transactional processes 


1 Read in the section on ego psychology at the 
Jooth annual meeting of The American Psychiatric 
Association, May 4-8, 1953, Los Angeles, Calif. 

2 Director of the Institute for Psychosomatic and 
Psychiatric Research and Training, Michael Reese 
Hospital, Chicago, Illinois. 
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may be scrutinized by psychoanalytic tech- 
niques, by observation of total behavior in 
multiple life situations, or during the process 
of psychotherapy in a two-way interpersonal 
system. 


When we speak of the clinical aspects of 


ego functions we have reference to the total 
behavior of the person for which the ego is 
the executive. But total behavior is an ac- 
tion process in relation to other human beings 


—in response to their stimulation, or as a _ 


stimulus to them, currently, before, or after 
communication with them, or with oldet 
memories of long-past communication, To 
understand these processes thoroughly would 
require detailed descriptions of a variety of 
communicatory and symbolic actions such 
as speech, writing, gestures, and other move- 
ments. We may, howevery place these many 
forms of action into categories of social 
roles, the designations of which refer to sig- 
nificant functions in social transactions(2). 
From performances within a variety of such 
roles, I shall attempt to indicate the influ 
ences of somatic processes on a single 
subject. 


The Somatic Disease and its Course.—F. R. was 


the first male child of a professional family. i 
father looked at his infant son as an object to vee 
he should give every opportunity for developm 


was a compulsive character who ambitiously 
turned to school after her marriage for high 
academic degrees. To their great shock, ee 
after birth, the patient developed signs of celiac 
syndrome so serious that several times he was 
expected to live. In this syndrome of A, 
etiology there is an impaired assimilation of cat d 
hydrates and fats resulting in serious abt 
and frequent intercurrent infections(3). wee 
ingested even small quantities of special foots 
abdomen would become distended with ga fe 
colicy pains and severe explosive diarrhea ai 
smelling stools resulted. He became starved, Wo 
and unable to resist frequent upper respiratory P 
fections. His musculature was undeveloped, ani 
gas-filled protuberant belly made sandine pa 
locomotion difficult. He was Toe E i 
uently, and was generally difficul cath 
Galiduslly the symptoms abated and the eee 
gained weight and grew rapidly, but frequent Feith 
acerbations of diarrhea occurred until the @ 
year. 


and achievement superior to his own. The ne j 


unknow 
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The Early Family Transactions—The mother 
spent her entire time with the child caring for him 
and maintaining strict and scheduled control over 
his diet. She tried to withhold disturbing foods and 
pushed those that were good for him. He developed 
an invalid’s mechanism for control over her actions 
and demanded punctuality, literal and exact ful- 
fillment of promises and time schedules. The father 
concerned himself with the physical symptoms, es- 
pecially the number and type of stools. Both parents 
attempted to prevent exposure to cold and contagion 
and to conserve his limited energy by restricting the 
child’s activities. They early discerned his superior 
innate intelligence and gave much attention to his 
education. His precocity enabled them to stimulate 
his mental activities far beyond that expected for 
his chronological age. When the boy was 4, a sister 
was born who developed normally in all respects 
and whom he outwardly welcomed. After recovery 
from the digestive disturbances the patient made 
painstaking efforts to grow rapidly and develop a 
manly physique by exercising and partaking in phys- 
ical activities to extremes. He pursued his studies 
in school and at home maintaining top level per- 
formance, but’ always by compulsive studying with 
great anxiety. 

The Early Behavior Pattern—This was char- 
acterized by social isolation from most children ex- 
cept for a few select intelligent boys. The patient 
Spent most of his time in study. At times he would 
be attracted to a girl_with whom he could not talk 
but felt impelled to follow or stalk, watching what 
she did or where she was going. Another com- 
pulsion was the collection of books he was as yet 
Baan oe aerstand. Among strangers he passed 
aes = as a foreign student. When his desires 
teollsble rated at home he would fly into uncon- 
pas Tage against either parent. All these be- 
ihi patterns plus his incessant drive for study 

a is useless anxiety over his grades, which were 

ys excellent, led finally to his entering psycho- 
erapy preparatory for psychoanalysis. It soon 
A me clear that the most significant instrumental 
tole a his life was that of a student. The pattern- 
za & a pie was cyclic when observed over ade- 
a Bae is of time, although during therapy the 
an lecreased in „duration and moved more 
satisf aa It was possible to establish apreasonably 
te ty analogy between the study cycle and 
carly disturbance in food assimilation. ý 
med Digestive-Ego Pattern Analogies—(a) 
the dea Periods of depressed inactivity, 
study and ee increasingly aware of a need to 
anxiety and ‘arn. He was afflicted by mounting 
Testlessness, with interest in work and 


intensi Uessness, W 
ie self-incrimination for his inability to 


(b 5 
D eating. —After a period of work in- 


Work asa: © Patient would suddenly begin to devour 
case uments, The activity always sared vil 
iion = and logical amount of scheduling which 
quired ae crown by a need for speed. This'fe- 
rings sive work late into the night, early 
complete tr’ weekends. He would then not only 
© Necessary work but continue far in 


p 


advance, often tackling problems and assignments 
anticipated for another school term. 

(c) Slow assimilation—In this phase the pa- 
tient seemed to have great difficulty, with attendant 
suffering, in understanding his mathematical prob- 
lems thoroughly. Details stumped him and he would 
not pass these over to encompass the assignment as 
a whole. He concentrated on the minutia until he 
had thoroughly assimilated and mastered them. 
Days would pass with no progress, creating great 
anxiety, until, with sudden relief, he would under- 
stand and move on to the next problem. 

(d) Erpulsion—As though distended with 
knowledge and satisfaction, in this phase he de- 
preciated his colleagues’ lack of thoroughness and 
would recount in great detail what he had learned, 
even if the listener should know the material. In 
therapy he would explain ad infinitum the mastered 
details of an interpretation that the therapist had 
given him. 

(e) Emptiness—The final phase was represented 
by a period of emptiness and self-recrimination, At 
such times he felt he must quit School, that he was a 
failure; and his depression would deepen. 

Social Roles in Transaction—(a) Instrumental. 
—The patient outwardly seems poised and friendly, 
greeting most people with a smile and with curiosity 
concerning their activities which he carefully notes, 
He seeks all the information he can on any subject 
but gives little about himself. He drives his car into 
strange places, learning new towns, sections of his 
own city, and even street sequences. Otherwise he 
isolates himself in his own room or in the school 
library. He has no male friends; never works in 
collaboration or studies with other students, al- 
though he is curious about their activities past and 
present. Although Jewish, he knows a great deal 
about Catholicism, and finds refuge in church 
dogma as a retreat from suffering or as a rationali- 
zation of anxiety. The church is both the loving, 
comforting mother and the punitive mother con- 
demning him to purgatory for his sins. 

Thus, the patient in his relationships in all situa- 
tions seems to be oriented toward learning, in other 
words, to receiving and being fed. His curiosity is 
bolidiess—both active and passive—and he is 
wracked with horrible jealousies toward persons 
who know more than he in any field, no matter how 
much older or experienced they may be. 

(b) Expressive—The patient is constantly on 
the lookout for opportunities to be taken care of, 
admired, and loved. Yet he does not trust those who 
have to be forced. The birth of a baby to a fellow 
student’s wife caused him weeks of anxious depres- 
sion. When his own request for a few days vacation 
from therapy in order to make a trip was granted, 
the patient felt that the therapist was rejecting him. 
His mother is to him only a cook-housekeeper and 
he threatens her in rage attacks if she displeases 
him. 

The patient is attracted to much older women, or 
to younger women who are married or, if they are 
divorced, those who have a child. He does not push 
himself forward but if they have the slightest con- 
tact with other men, even casual conversations, he 


292 


becomes inordinately jealous and depressed. His 
sexual urges are devastatingly frightening and when 
strong cause his nightly masturbation to increase 
three-fold, associated with fantasies of self-castra- 
tion, Sexual impulses create great guilt feelings 
rationalized as church-forbidden, but masturbation 
is guiltless and relieving. During therapy he had 
sexual relations with 2 much older women, One, a 
foreign nurse with considerable insight, babied him 
and promised to support him if he married her. 
After she left the country he pictured her as “my 
wife” and longed for her, as a child does for a 
mother, whenever his anxiety or depression became 
‘worse, 

The sexual cycle in this patient repeats the feed- 
ing cycle as a patterned response. After a period of 
quiesence there is intense sexual stimulation as- 
sociated with longings and impulses to attack 
women. Overt action is just barely inhibited, but 
fantasies and dreams express the need for possess- 
ing women completely and frequently. Following 
this there is a great deal of anxious suffering, then 
severe guilt, and fantasties of eternal punishment. 
This is superseded by a quiescent period again. 

` During the period of guilt with fantasies of self- 
castration the shadow of castration wishes toward 
the father appear with strong envy of other men 
accompanied by rage attacks, often overt, toward 
the mother. These are followed by intense suffering, 
expressed as “hurting all over.” During these 
periods the patient writhes in pain, wants to give 
up school, and is psychologically blocked. These 
reactions he attributes to guilt feelings. Yet there 
always is included in his self-recriminations part or 
all of the form and content of his angry outbursts 
against his mother, When the patient acted out his 
hostile curiosity in voyeurism his eyes itched and 
burned and severe conjunctivitis developed. When 
the material dealt with his angry wishes to attack 
his mother’s pregnant abdomen he fantasied “hara- 
kiri” with knife-like pains in his abdomen. 
(c) The Roles in Therapy—The onset of ther- 
apy followed overt acts of hostility toward the 
father. Physical violence was also threatened to- 
ward the therapist, whose firm and restraining tole 
was quickly and gratefully accepted by the patient 
who learned during an initial hospitalization the 
necessary control of his explosive violence. He 
constantly sought to escape from an understanding 
of his work, play, and sexual problems at first by 
intellectual rationalization and later by fantasies of 
a good mother figure or preoccupations with the 
good mother-church, For a long period he induced 
bloating, cramps, and diarrhea by ingesting peculiar 
food combinations or by overeating. Then he could 
be his old “celiac” self and escape psychological in- 
sight. Psychological interpretations were ignored, 
only to return in the form of sudden flashes of 
“spontaneous” insight that hit him like sudden 
blows. Depression and anxiety abated and their 
duration shortened. The essential characteristics of 
this two-way social system were the steadiness of 
the therapist’s role, the twisting and turning physi- 
cal postures, and the rapidly shifting roles of the 
patient searching for sympathetic sustenance, vigor- 
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ous punishment, maudlin longing for an idealized 
mother or forgiveness from the church, 

Brief Psychodynamic Formulation—Because of 
his early somatic experiences the patient's capacity 
to express aggressive urges was severely limited, 
Love and hate were expressable only toward his 
own self—each separately severely threatened him 
if any tendency was stirred toward external expres- 
sion. Hostility was the dominant affect, usually as- 
sociated with hurting fantasies and inner suffering, 
He hated the object he needed and the subject who 
needed. For the most part the aggressive reactions 
to early frustrations remained as charges invested 
on the memory of the symbiotic or partially sep- 
arated mother of his early months in the form of 
hurting inside, The ego developed largely as a pain- 
wracked body-ego precariously swaying between the 
onslaughts of ever-pressing aggressions causing 
anxiety and the inner suffering associated with de- 
pression. Whether expressed in search for oral or 
genital satisfaction, the biting, soiling, slashing fan- 
tasies interfered with all direct or substitutive sat- ; 
isfactions of play, work, or learning by stirring mg 
tense anxiety, experienced consciously by the de 
fenseless ego, and by activating depression. Because 
of the latter, satisfactions were limited; arid, hopes 
less emptiness resulted leading to intensification 
needy hunger. The spiral of emptiness and exe 
plosive hostility increased to the point of sui 
preparations and overt hostility to his parents 
ended in hospitalization and the beginning oF 
therapy. 


Psychiatrists who have become accus- 
tomed to making psychodynamic rather than 
nosological diagnoses after a few interviews 
and from superficial histories are fully awaté 
of the difficulties of their task. The data att 
unrevealing of current transference atti- 
tudes, which do not have time to unfold, nor 
are they permitted in nonanalytic settingi 
Although the contents of verbalization may | 
be interesting and even specific for the pa 
tients’ problems, they can rarely be ordered 
into significant categories without biased 8 
lection or arbitrary emphasis. Instead, most 
experienced psychiatrists seek to elicit exam 
ples of the total behavior of the patient M 
various situations or in relation to ve 
fined figures who play institutionalized A 
roles. Thus we search for anecdotes am fot 
actions in various social situations, 4%, 4 
example, at work, in play, during exata 
tions, or at times of stress capable of po 
ducing shame or guilt, and of trans 
with persons representing mother, fal E. 
and sibling figures. From these data W 
either intuitively or logically form an pe 
as to patterns of behavior from whi 
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may hypothesize what prior somatic or psy- 
chological experiences were significant ge- 
netic factors, thereby creating a longitudinal 
dynamic life-model of the individual, sub- 
ject to correction during further investiga- 
tion or therapy. 

The anecdotes from which patterns of be- 
havior are extrapolated are performances of 
the total personality in relation to other per- 
sonalities, and as such are evidence of type 
and degree of capacities that the ego has de- 
veloped for communication in various social 
roles. The role aspirations and the type and 
efficiency of those assumed serve as some in- 
dices of the ego’s patterning. Much has been 
written about social roles but these descrip- 
tions have not been well systemized into 
categories meaningful to the internal, pre- 
conscious or unconscious, processes within 
the subject. 

Social scientists are as yet most interested 
in the overt or explicit roles assumed by the 
subject. The psychiatrist interested more in 
ego patterning is equally, or even more, in- 
terested in the covert and implicit roles in 
themselves or in various combinations with 
the overt roles. This greatly complicates and 
extends the necessary field of observation 
and requires a different method and other 
scales of measurement. For eliciting un- 
conscious patterns, observation of a single or 
several interactions with other persons is 
not sufficient, What is necesary is the knowl- 
cdge of social roles as played by the subject 
with a number of persons, in a series of situ- 
ations and in varying sequence of time, while 
shifts in the internal state are permitted to 
Teach threshold value. Furthermore, not 
only are we interested in the subject’s re- 
“iprocation by adopting in various degrees 
Me role set for him, but we also are greatly 
Mterested in the roles the subject uncon- 
sciously demands from others. What roles 
St he demand, how firmly and with what 
“hia does he demand them, and what 
ed or does he use to overcome resist- 
Pikes? Sa environment to accede to his 
when th ndeed, in a therapeutic setting, 
a soa therapist maintains a steady role 
ties uses to accede to his patient’s de- 

S, the number, fre d rapidi 
Pitti e euen a 
38a quanti Toles by the patient may be used 

tative index of his anxiety. 
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For our purposes social roles represent the 
ego’s patterned processes of attaining satis- 
faction, defending against disintegration, 
and integrating the self with others in a so- 
cial system. The task of the personality to 
integrate conflicting inner trends, as it inter- 
acts as a whole with other humans in a 
variety of social systems, is great. It is no 
wonder that ego patterns shift in response to 
several facets and appear as punishment, self- 
rejection, or destruction. To effect the vari- 
ety of demands made on the ego by many in- 
ner factors demanding their turn, requires a 
cyclic shift in external or total behavior and 
the assumption of different roles. It is for 
this reason that the patterning of social roles 
in time and often with forcefulness gives an 
indication of the multiple inner aspects of 
the person. M 

Clinical observations of ego functions re- 
veal in most adults many distortions and 
absent or substitutive functions. Lately we 
have begun to direct our attention to when 
and how such deformations of the ego begin. 
Psychoanalysts and social scientists agree 
that much of the content of the ego and its 
superego and the form of the possible social 
roles are learned through identification with 
crucial humans of the early family. I doubt, 
however, that the significantly severe in- 
fluences—those strong enough to cause se- 
vere crippling of the personality or serious 
psychosomatic diseases—are effectual at the 
age when learning of content or form of be- 
havior is possible from the mother or others 
through words and gestures. In fact, I be- 
liēve the available objects capable of giving 
rise to healthy identifications are prevented 
from being utilized because of earlier more 
disastrous experiences on the nucleus of 
the ego and superego that interfere with later 
object relations. The pattern of ego func- 
tioning develops during the primordial phase 
during which internal or external influences 
affect the substratum out of which ego func- 
tions mature; the vicissitudes of the primal 
psychosomatic organization influence the sub- 
sequently differentiated ego. 

The experiences impinging on the early 
psychosomatic organization are dependent on 
a host of situational, physical, and human 
variables. Slight though these may be, they 
have their lasting effects, not simply through 
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influences on the body surfaces or the bodily 
orifices, but throughout the organism. We 
know little about the lesser effects of count- 
less random variations of temperature, quan- 
tities and type of food substance, medica- 
tions, etc., on the vegetative net or the corti- 
cal homunculus of the body image. These 
pattern the organization, part of which be- 
comes ego by virtue of subsequent matura- 
tion. Learning from experience imposed on 
such a template cannot be ascribed only to the 
object that furnishes content, but also to 
transactions between it and already organ- 
ized patterns of the subject. 
Earliest influences occur when child and 
mother are still in the neonatal symbiotic 
stage. Although 2 separate bodies they are 
not yet somatic or psychological entities in 
transaction. Mother is the source of first 
neonatal homeostatic regulation of all func- 
tions except respiration and circulation. De- 
pending on the infant’s quantitative needs 
and the mother’s cacacity to supply them, this 
symbiosis develops into a pattern of organiza- 
tion. Disturbances of homeostasis of the 
neonate and degree and speed of maternal 
restoration of equilibrium are dependent on 
constitutional factors within the infant and 
on the mother’s personality, capacities, and 
the social regime in which she operates. 
Within any range of disequilibrium the in- 
fant’s global somatic aggressive motions and 
crying are in the service of self-preservation 
and constitute charges of energy that are 
linked to the maternal body image laid down 
in the memory experience of the organism, 
which cannot discriminate self from not-self 
(4). That aspect of the child that develops 
into ego, after discrimination of self, be- 
comes charged with the degree of aggressive- 
ness toward the mother stirred up by the 
primal homeostatic needs and develops into 
the nucleus of the subsequent ambivalent 
personality. This nucleus influences the in- 
fant’s learning capacities and subsequent ego 
and superego formation, and to a large de- 
gree it determines the content and form of 
the social roles capable of being learned by 
subsequent transactions with significant per- 
sons. Primary constitutionally derived ac- 
tion systems and early energy interactions 
within the symbiotic child-mother organiza- 
tion are most crucial in laying the ground- 


work for the integrations of health or the 
distortions of disease. 

In viewing a patient such as the one I have 
discussed, the error of analysis limited to 
psychological content or emphasis on a single 
sequence of roles may be evident. We could 
focus on the sexual fantasies and activities 
and see clearly the typical poorly resolved 
oedipal relationship, consisting of feelings of 
sexual inferiority, castration wishes to the 
father, guilt-depression, self-castration fan- 
tasies, and regression, with the side-chain of 
hostility to the tempting and unfaithful 
mother. However, if we look at the ego pat- 
terns of which sexual behavior is only one 
example, and if we view the many roles the 
patient assumes in characteristic cycles with 
several human types, our perspective broad- 
ens and we are less likely to err. This pa- 
tient clearly reveals a patterning of ego 
function that is consistent regardless of con- 
tent or transaction providing a large enough 
time sequence is permitted for the cycles to 
develop. As these unfold, the overt roles as- 
cribed by the transactional situation, or by 
the transacting persons in their demands for 
participation or reciprocity, are overthrown 
by the ego’s highly patterned processes of 
forcing persons and situations into roles that 
it requires for itself. 

A few remarks are in order regarding the 
pattern of distress that is inside—a hurting 
experienced both somatically and psycholog! 
cally. This develops during and after exces- 
sive physiological biting and chewing of food 
by the hungry patient or after fantasied of 
overt behavioral attack on the mother. We 
have been accustomed to attribute this phe- 
nomenon to guilt feelings, depression, or 
self-punishment derived from a superego 
process. When we see this pattern 11 early 
life or when in adults it is referred to early 
oral processes, we hedge by attributing it to 
a precursor of the later superego which de 
velops when transactions among the family 
group, usually at the oedipal period, result 1 
internalized meaningful prohibitions. Pai 
haps there is such an assemblage of prohibi- 
tions, derived from negative external sanit- 
tions, in this primary inner suffering. ~ 
my material indicates that at its earliest Cues 
gence, it represents not a special psycholog 
cal force nor a sense of guilt, but an integ" 
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continuation of aggressive demanding from 
the mother, when self and mother are so sym- 
biotically inseparable that self cannot feel 
apart nor experience guilt. This probably is 
a universal phenomenon, but when somatic 
hunger becomes so great and the mother, 
for whatever reason, is unable to satisfy it in 
time or in necessary quantity, the greed and 
hostility make the patient both subject and 
object. He says, “I am eaten up by jealousy,” 
or, “I am being beaten up.” Both represent 
self against self, because self and not-self 
were never adequately separated in the early 
years when hunger and gratification were so 
widely disparate. 

What we may postulate theoretically from 
this and similar patients should be confirmed 
by careful direct studies on the developing 
child. We have become accustomed to using 
terms applicable to psychological processes 
in the human after ego functions have al- 
ready differentiated, such as guilt, superego, 
masochism, sadism. Their use is faulty when 
applied to the child in the close child-mother 
relationship and are probably not correct 
when applied to their permanent affect on 
€go patterns. Perhaps the later interpersonal 
transactions, which remain as memory traces 
of relationships, crystallize around these pri- 
mary nodes. But as nodes they represent 
not instincts nor their derivative affects, but 
manifestations of somatic patterns within a 
body ego which is child-body indistinguish- 
able from mother-body. Therefore pleasure 
and pain, sadism and masochism, aggression 
and guilt are inaccurate polarities substitut- 
1g for the inseparable combination of child- 
Mother, which is the nucleus of a variety of 
Personality facets, 
tee os problems are only accentua- 
ka T egree of the varying somatic proc- 
ing ar usually influence that differentiat- 

ae penalty. Permanent residues can be 
the A fe intrnal organ functions and in 

e x avior. When milder and less 
subsequent ahane mold ego functions, 
mentary. d arning may envelope the ali- 
ent TA epressed, narcissistic, or ambiva- 

of the personality satisfactorily. 


The covering of this core by an assemblage 
of subsequent experiences may hide it al- 
most completely (5). However, the primary 
core remains available to the resumption of 
function under certain circumstances, e.g., 
regression. In adult life susceptibility to dis- 
appointment or frustration may be the sole 
observable remnant. Should this be severe 
enough, the return to the alimentary nucleus 
of the ego will be accompanied by a revival of 
the empty, arid, depressed outlook on life. 
Thus growth and development away from 
the primary ego patterns are possible, but 
also return to it through the accidents of life 
situations and personal transactions. 

It seems clear from this and other exam- 
ples why it is essential to study ego functions 
as they are contemporarily influenced by 
transactional operations in response to other 
humans in special situations, or as an expres- 
sion of internal functions. Both these cate- 
gories, the external by processes of com- 
munication of information and the internal 
by shifting cathexes of free energy from the 
somatic reservoirs, act upon that aspect of 
the ego that is tightly organized into a pat- 
terned way of dealing with both categories. 
It is the genesis of these early ego patterns, 
not psychogenesis, that is an important new 
area of basic research for the psychological 
and social sciences. Such an approach can add 
significant information to the theory and ap- 
plication of psychodynamics. It can be best 
furthered by multi-disciplinary observations 
on the unfolding, interacting and transacting 
infant. 
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GERIATRIC WARD PSYCHIATRY 


TECHNIQUES IN THE PSYCHOLOGICAL MANAGEMENT oF ELDERLY Psycuorics* 
RAPHAEL GINZBERG, M.D. Toman, Wis. 


The majority of elderly institutionalized 
psychotics exhibit the first symptoms of men- 
tal disease before the fortieth year. These 
patients carry the diagnoses of schizophrenic 
reactions of various types, of manic-depres- 
sive psychoses, and of a small number of 
other diseases that occur in the younger age 
groups. With the passage of time members 
of these groups add to their original mental 
condition a variety of diseases that are fre- 
quent in advanced life; among these arterio- 
sclerosis is outstanding. 

In about one-third of the institutionalized 
elderly mental patients the psychosis started 
in the older years. These are geriatric psy- 
choses in the real sense ; in other words, these 
are psychoses that occur only or primarily in 
advanced life. Here again it is cerebrovas- 
cular pathology that is predominantly re- 
sponsible for the occurrence of this type of 
psychoses in senescence. 

The elderly patients of both groups of 
psychoses—those that started at a younger 
age and those that began in later years— 
show symptoms of so-called deterioration, 
characterized by disturbance or impairment 
of memory, orientation, judgment, and the 
complicated mechanism of perception. Some 
of these individuals preserve, to a certain 
extent, the ability to reason ; to this group be- 
long many with paranoid delusions. In the 
overwhelming majority of institutionalized 
elderly psychotics, however, the process of 
logical thinking appears to be severely dis- 
turbed. Moreover, the elderly psychotic is 
frequently incapable of understanding the 
content of simple sentences and the meaning 
of spoken or written words, so that under- 


1 Based on a paper presented at the Conference 
on the Clinical Psychologist’s Role in Geriatrics, 
Veterans Administration Hospital, Tomah, Wis- 
consin, on November 21, 1952. This paper was re- 
viewed and approved for publication by the publica- 
tions committee of the Veterans Administration, 
and does not necessarily reflect the opinion of the 
Veterans Administration. 

2Senior Physician in charge of geriatrics pro- 
gram, V. A. Hospital, Tomah, Wisconsin. 
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standing through verbalization appears to be 
impossible or at least difficult. But whether 
the psychiatrist has to deal with elderly pa- 
tients in whom the intellectual capacities are 
almost intact or those in whom they are con- 
siderably disrupted, the use of logic or ra- 
tional methods to establish contact is usually 
so disappointing that many psychiatrists and 
the bulk of nonpsychiatric personnel con- 
sider the difficulties created as almost insur- 
mountable. 

But is establishing contact with disori- 
ented, disorganized elderly psychotics really 
as hopeless as it may appear at first? Why is 
it possible to establish contact with some and 
impossible with others? Is it because of a 
difference in the localization of a cerebral 
process, or does it depend on the degree of 
destruction of the nervous substance? How 


“much of it is organic and how much psycho- 


genic? Is it the result of reversible or of 
irreversible processes? We can ask many 
more questions with but little hope, at pres- 
ent, of obtaining satisfactory answers. How- 
ever, some observations help the psychia- 
trist to gain, to a certain extent, insight into 
the elderly psychotic’s behavior. 

If the processes of thinking, understand- 
ing, and verbalization are highly disturbed, 
the functioning on an emotional level com 
tinues to be much more preserved than might 
be expected in an intellectually deteriorated 
individual. The intensity of an elderly indi- 
vidual’s emotional reactions is often strong 
and spontaneous, although abrupt, disorgam 
ized, and not always adequate. Longitudin 
observations show that we have to deal only 
very rarely with one type of emotional reat 
tion or emotional disturbance in an indivi 
ual. Anger and aggression alternate wit 
fear and restlessness, stubbornness Wi 5 
apathy, psychomotor hyperactivity with pe 
tiods of tranquility. 3 ht 

Frequently an elderly patient is Droni 
to the hospital in heavy restraint or E 
heavy sedation. But once on the ward, o 
of these patients are amazingly quiet, 
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erative, and sometimes friendly, although 
their stream of thought is rambling, their 
speech disconnected, and their. orientation 
impaired. This state of comparative calm- 
ness, however, usually does not last long. 
After a certain time, often independent of 
the sedation that he is given, he starts to be- 
tray little or no understanding for a neces- 
sary adjustment to his new environment. 
But the opposition to an existing order does 
not imply, by any means, that he has no defi- 
nite wishes or desires. Thus an elderly pa- 
tient can be curious; he may start walking 
about the ward entering rooms where he is 
not supposed to be; he may wish to wear 
particular clothes or express ideas that at 
first glance appear to be disconnected and 
senseless. I recall one patient who had a de- 
sire to wear a red sweater in the middle of 
the night and no amount of persuasion could 
divert his attention from this idea; another 
one wanted to wear his hat on the ward; a 
third refused to take off his clothes and in- 
sisted on going to bed fully dressed; a fourth 
tefused to have a shave in Tomah but wanted, 
to have it in Milwaukee. They may have 
even more fantastic desires. 

Tn the past these requests were not taken 
Seriously, and the patient had to learn to 
comply and align himself to the ward rou- 
| tine. To achieve this compliance, some at- 
-tempts at mild persuasion might have been 

made, but finally other methods, such as com- 

Pulsion, sedation, and restraint, had to re- 

Place the best intentions of the ward per- 

sonnel. The latter methods of treatment 

‘May solve, in some respects, administrative 

acms, but not the problems of a psy- 

fon, ce On the contrary, observa- 

Ke made on the wards show that the more 

“sistant individual is forced to act in a 

Bea resents, the more aggressive is his 

i a toward the environment. If, how- 

a iB hi Possible not to contradict him, even 
as m have his way, the whole picture 

y change rather quickly. 
na often major or minor disturbances 
a undiscovered in the elderly psy- 
of his A sical condition are the sources 
i ee and anxiety. Frequently 
describe ed to verbalize his needs and to 
Mmisinte Is subjective symptoms leads to 
‘pretations and misunderstandings 
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that are the cause of the elderly psychotic’s 
irritation, impatience, or aggressive attitude. 
We are often inclined to consider these re- 
actions as expressions of antisocial behavior 
and miss the real cause of his well-motivated 
but poorly expressed actions. 

Those who take care of elderly patients 
are rather accustomed to ignoring their inner 
life. Although understanding an older per- 
son is difficult, it is particularly difficult if 
one is satisfied with the philosophy that an 
understanding is hardly possible because of 
the patient’s deterioration, which usually in- 
cludes every aspect of the elderly person’s 
mental activities. 

There is no uniformity in the destructive 
tendencies of the process of deterioration, If 
the coexistence of well-preserved mental 
faculties and damaged or destroyed emotional 
ones is comparatively rare, the presence of 
well-preserved emotional reactions in an in- 
tellectually deteriorated elderly patient is 
rather the rule. It is amazing how often an 
orientation on the preservation of emotional 
faculties helps to establish rapport or some 
kind of contact with the patient with whom 
contact would ordinarily be considered im- 
possible. However, since there is little hope 
of adequately learning about the older psy- 
chotic through verbal means, the primary 
task of the psychiatrist and all persons in the 
patient’s environment, is to learn to under- 
stand the language of the psychotic’s behav- 
ior, and through this behavior—if possible— 
the motivation that causes his reactions, Ex- 
perience with elderly persons indicates, for 
instance, that they are very sensitive to 
whether or not they are appreciated, ac- 
cepted, and respected. Their sensitization to 
other people’s behavior toward them has 
deep roots in the attitudes of society toward 
elderly persons in general. As a rule it is a 
negative one(1). Not being capable of elimi- 
nating the underlying factors of such an at- 
titude, the elderly individual is looking for 
such manifestations of other people’s behav- 
ior that would give him some satisfaction 
even if only temporary. 

The understanding of these and a wide 
range of other emotional reactions will help 
to obtain information that is essential in the 
management of elderly psychotics, particu- 
larly those who constitute the hopeless and 
forgotten segment of many mental institu- 
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tions. How can a better approach be a treatment he is receiving, an effort should 
achieved? be made to agree with him whenever doing 


The first step is to listen to the elderly psy- 
chotic, to make a serious attempt to under- 
stand his speech, and to try to grasp its 
meaning, if not its content. Our success may 
be only a matter of degree, but if we do not 
succeed immediately we shall at least have 
demonstrated to him that we respect him, 
and thus eliminate to a certain extent a cause 
for his possible negative reaction toward the 
hospital environment and create a better at- 
mosphere for a subsequent improvement in 
the therapeutic relationship. 

No doubt an elderly person can be in a 
hostile, protesting, and rejecting mood for 
weeks and months, but his negative and pro- 
testing attitude is not a constant phenome- 
non ; it can be changed to a more cooperative 
and a more constructive one. This is par- 
ticularly possible under certain circum- 
stances, as, for instance, at a time when the 
patient becomes acutely ill and is preoccupied 
with his physical health. Here the therapist 
may succeed in keeping track of the patient’s 
fears, needs, and habitual reactions. 

Should a contact, nevertheless, not be es- 
tablished other emotional channels can be 
exploited. One example might serve to 
demonstrate this conception. One elderly 
patient who was very much hallucinated, 
seclusive, and resistant, had a painful abcess. 
He aggressively refused to be examined. 
After numerous almost hopeless attempts to 
approach him, a nurse said to him, “Ralph, 
how about dancing?” Before long Ralph 
took a comb out of his pocket, combed his 
hair matter-of-factly, accepted the nurse’s 
suggestion, and they started to dance in the 
middle of our clinical rounds. Ralph was re- 
laxed, and we succeeded in examining his 
abcess without any resistance. 

But it is erroneous to think that this can 
happen only on rare occasions. It depends on 
the degree of our understanding of the pa- 
tient’s behavior. The knowledge of the pa- 
tient’s habits and ambitions frequently gives 
unexpected opportunities to relieve his anxie- 
ties, his resistance, or his opposition. 

Any opportunity to demonstrate to a pa- 
tient that he is not dominated is welcomed, 
especially in a field that appears to be the ex- 
clusive domain of the doctor. If a patient re- 
quests a certain drug, or asks to discontinue 


so seems harmless. 

These and other observations indicate that 
rapport or some kind of contact can be es- 
tablished by utilizing the elderly psychotic’s 
longing for acceptance and appreciation. The 
older psychotic is particularly looking for 
warmth, devotion, and respect. It was Wein- 
berg(2) who suggested that the attitude to- 
ward the elderly psychotic be that of 
“thoughtful consideration” and “respectful 
attention” based on sincerity and under- 
standing. Too much interest, however, might 
be rejected by the patient as well as too little. 
Not sympathy, particularly not, pity, and not 
antipathy, but empathy, the ability to identify 
with the patient, opens the way for estab- 
lishing some degree of contact with him, 
How one talks or listens to the patient is of 
importance. As the French say, “C'est la 
ton qui fait la musique,” or, in our equiva: l 
lent, “Not the words, but the music counts, 

In spite of the fact that a considerable 

„number of elderly psychotics are out of con- 
tact with reality and seem not to think co- 
herently, there frequently exists the feeling 
of belonging to a group. If patients are not 
active or not working, the general feeling to- 
ward ward activities will be a negative on 
On the other hand, if there is an atmosphere 
of active participation in ward tasks, there 
might be a few who would refuse, but ma 
more would gradually become involved intl 
activities. It is not so much through a 
understanding of the necessity to be ee 

as it is a desire to be as the others are. T a 

is especially true under circumstances 
which the patients are encouraged, and whet 

they feel that their efforts are appreciated: a 

An attempt is being made at this ho 

to develop an approach to treatment 0 3 

older psychotics based on these cone 

Without going into details, the new prof fy 

which is already in action, will be brie 
outlined. ith 
In order to achieve a better contact i 

the environment the patient should be a 

volved in some kind of activity. This is ” y 

simple, but it is possible. It is especia 7 

difficult on wards where the elderly indiv! n 

ual is rather encouraged to sit around an at 
nothing. It was felt that the older pat! ey 
preserved tendency toward group iden 
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tion could well be utilized and that the nega- 
tive attitude of the group toward activity 
could be changed to a positive one. To 
stimulate this activity a method that is called 
group occupational therapy is being used. 

Group occupational therapy begins on the 
ward, and consists of group participation in 
simple mechanical tasks. Every elderly psy- 
chotic on the ward has the opportunity to 
join, to participate, or to quit, within the 
limits of his physical abilities, without any 
compulsions or forcing by ward personnel. 
Among these tasks are polishing the floor,- 
windows, and other objects, and similar 
cleaning by group projects. Two or 3 times a 
day the group is in action under the direction 
and encouragement of the occupational and 
corrective therapist. The nurse and aides 
are also involved in the supervising and di- 
recting of activities with the idea that they 
will take over the program on the ward after 
it is under way and they are sufficiently 
trained for this purpose. 

The polishing, cleaning, and dusting are 
hot new ideas ; comparatively new is the con- 
cept that this kind of activity be used as paft 
of a program in the active treatment of 
elderly patients. Certainly any kind of ac- 
tivity has to be adjusted to the patient’s physi- 
cal health, but his general attitude toward 
activities also has to be taken into account. 
Here again, not occupation or occupational 
therapy itself is the goal; the goal is to let 
the elderly psychotic feel that he is doing 
Some necessary work within the framework 
ofa functioning community. The community 
can be the ward itself; the specific activity 
Should have the following advantageous 
characteristics : 

(1) It should be conducted on the ward; 
(2) it should be flexible as far as the pa- 
tient’ participation is concerned; (3) it 
ee be adjusted to the elderly psychotics’ 
ysical condition ; (4) it should be a simple, 
sae manual, task which does not require 
fea intellectual abilities; (5) it 
ji be such that the results of the energy 

TE are readily seen, such as the shiny 
is ae the polishing project, so that interest 
a ulated and participation mutely en- 

aged; (6) it should be performed by a 


&roup j : n 5 
He 4 Involving an increasing number of 
td patients, 


RAPHAEL GINZBERG 


299 


Group work on weaving looms is presently 
being started tentatively. This is done in 


‘rooms where patients must be confined, 


usually for physical reasons. 

The program of activities and plans for 
the elderly patient consists of several steps. 
The first is participation in group ward ac- 
tivities. Those who become more accessible 
and with whom a better personal contact is 
established are ready, or partly ready, for 
the next step, which consists of group and 
individual psychotherapy. If possible, they 
are then taken to the occupational therapy 
workshops. The main idea here is to find the 
field of interest of each individual and to try 
not only to adjust his abilities to the facilities 
of the hospital, but also to adjust the hospital 
facilities to the individual needs of the elderly 
person. The basis of our relationship con- 
tinues to be that of thoughtful consideration. 
Activity is used not for the sake of activity, 
but is directed toward a goal. Since each 
elderly patient is considered to have a chance 
either to be transferred to domiciliary quar- 
ters or to be released on a trial visit and, if 
possible, to be discharged from the hospital, 
an attempt is made to direct his activities in 
such a way that he will be able to continue 
outside of the hospital. In all instances he is 
being trained to take care of himself and his 
needs; in some instances his occupation in 
the hospital may be continued, after he 
leaves, as a gainful occupation or as a hobby. 

When the patient reaches the last stage 
and is close to the point where he might leave 
the hospital, the social service department 
together with the geriatric service contacts 
the family, institution, or foster home in 
which the patient is to be placed. No patient 
is released before more or less satisfactory 
conditions have been arranged for his stay 
outside the hospital. Themain principle under 
which we work at this stage is that a personal 
and social adjustment has to work in 2 direc- 
tions: in the adjustment of the individual to 
the environment and also in the adjustment 
of the immediate environment to the individ- 
ual. 

A training program that involves doctors, 
nurses, psychologists, social workers, aides, 
in fact anyone who has contact with the 
elderly patient, has been planned and already 
partly instituted. Extension of this program 
to include family members, guardians, domi- 
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ciliary officials and personnel, nursing and 
foster home owners, and other persons who 
might be interested in the well-being of the 
elderly patient is also being considered. 

The majority of psychotics in the upper 
age groups suffer from proven or suspected 
cerebral pathology. We are aware that the 
treatment proposed tries to find an approach 
to the elderly psychotic, taking into account 
the existing, and in the majority of cases, ir- 
reversible, pathological condition. 

We believe, however, that in contrast to 
the physiopathological, not all psychological 
manifestations are irreparable. This program 
in Tomah is directed toward correcting those 
psychological changes that either are tran- 
sient or are the reactions of an already dis- 
organized personality to his environment. It 
is, of course, complemented by medical and 
psychiatric screening and treatment when- 
ever necessary and possible. Whether we 
achieve our goal with a larger or smaller 
number of patients, we shall at least stimu- 
late, and be stimulated to, further observa- 
tion that will add to our experience and un- 
derstanding, and therefore contribute to a 
better treatment and management of the 
psychoses in advanced life. 


SUMMARY 


1, Mental and intellectual deterioration are 
typical for psychoses in advanced life. Thus, 
an approach based on logical argumentation 
fails to facilitate contact with the elderly 
psychotic. 


2. The emotional sphere is often not so 
much affected as the intellectual. Therefore, 
any therapeutic technique in treatment and 
psychological management of elderly psy- 
chotics has to be based primarily on the uti- 
lization of preserved emotional faculties, 
among them the preserved or only partly im- 
paired ability for group identification, 

3. Psychological management and treat- 
ment based on these principles is divided into 
the following 4 phases: Group occupational 
therapy; group and individual psychother- 
apy ; training in self-care both inside, and in 
case of release, outside the hospital; adjust- 
ment of the elderly psychotic to the environ- 
ment and adjustment of the immediate en- 
vironment to the elderly person. 

4. This program, which is already in ac- 
tion, takes care of the reversible psychologi- 
cal symptoms but not of the irreversible 
pathophysiological ones. 

5. Although still in an experimental stage, 
the program opens the way for a more satis- 
factory management of elderly psychotics. 
The use of the methods described has there- 
fore been advocated. 
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PSYCHIATRY AND MENTAL HYGIENE IN SHANGHAI! 
HISTORICAL SKETCH 
CHARLES HART WESTBROOK, Pu.D.,2 Ricumonp, Va. 


In China, the several phases of the psy- 
chiatry and mental hygiene movement were 
largely of spontaneous, local, and independ- 
ent origin. As the science of psychiatry 
developed and popular knowledge of its 
accomplishments spread, the efforts became 
more deliberate, widespread, and organized. 
Confidence in the modern medical profession 
gradually began to undermine the old faith 
in the native art of medicine and in its practi- 
tioners. 

Dr. John Kerr, in 1898, initiated this 
movement by founding the Institution for 
the Insane at Canton. The first course of 
lectures on mental diseases accompanied by 
clinical teaching was presented about 1905 in 
the College of Medicine at Hongkong(z). 
From the South, the movement spread to 


Peking in the North, and thence to the, 


Soochow-Shanghai-Nanking area of east 
China ; in the late ’thirties and early ’forties, 
during the Sino-Japanese and Second World 
Wars, it extended through central China out 
to Ch’eng-tu in the far West. Upon the con- 
clusion of World War II in August 1945, 
those who had carried the new specialty to 
the West resumed their professional activities 
in Shanghai and Nanking(2). 

Psychiatry was in its earliest educational 
Stage in metropolitan Shanghai, China’s larg- 
ind City, at the time of the destruction of 
ot Shanghai by the Japanese in Feb- 
vary and March of 1932. The estimated 
elas in 1931(3) was more than 3 
i lon, With the large influx of refugees, 
i eg increased from over 3.7 million 
is rae (4) to approximately 5 million by the 
tiki 1937. Paralleling the serious eco- 
T Problem of these years was the stag- 
en practical problem for general med- 
ty and mental hygiene. This 
as As met by great progress in these 
— Ss during the decade of 1932-42, 
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blocked only by the restrictions of the Jap- 
anese occupation after the spring of 1943. 

Shanghai’s insane were first kept in St. 
Joseph’s Hospice, an asylum-like institution, 
where they received little professional care, 
were kept chained and lying on the floor, as 
witnessed by the outstanding pioneer in psy- 
chiatry, Dr. F. G. Halpern, upon her arrival 
in Shanghai in 1933(5). The Russian com- 
munity also maintained a small mental home, 
conducted by Dr. A. Tarle, for Russian ref- 
ugees. Usually, however, mentally disor- 
dered persons were kept in their homes; 
the general public was not aware that they 
could be treated and should be brought to a 
physician(1).* 


TRAINING PROGRAM 


First to recognize the urgent need for 
training Chinese physicians in psychiatry was 
Dr. F. C. Yen, director of the National 
Medical College of Shanghai. On his invita- 
tion, Dr. R. S. Lyman, a graduate of the 
Johns Hopkins University School of Medi- 
cine, lectured on neurology and psychiatry at 
the National Medical College and used cases 
for demonstration purposes during the 1931- 
32 school year. He also engaged in research 
with Dr. J. R. B. Branch on brain-injured 
Chinese casualties of the resistance to Jap- 
anese attacks upon Shanghai in 1932. Dr. 
Barrie succeeded Dr. Lyman the following 
year when he joined the faculty of the 
Peking Union Medical College. In 1933, Dr. 
Fanny G. Halpern,* a medical professor at 
the University of Vienna, was appointed 


8It is noteworthy that during this period the 
Elizabeth Blake Hospital in Soochow had a psy- 
chopathic ward in operation. Opened in 1923 un- 
der the direction of Drs. L. S. Wang and M. P. 
Young, it rendered valuable service until its en- 
forced closure late in 1937 owing to the Sino- 
Japanese War. 

4 Deceased June 28, 1952, Vancouver, B. C. Dr. 
Halpern studied with Drs. Jaurec and Alfred Adler 
in Vienna and became a member of the neurology 
and psychiatry teaching staff of the Medical School 
of the University of Vienna. 


301 


302 


PSYCHIATRY AND MENTAL HYGIENE IN SHANGHAI 


[Oct. 


professor of neurology and psychiatry at the 
National Medical College and charged with 
the responsibility of developing this pioneer 
work(6). Thus, at Shanghai modern psy- 
chiatry was first introduced into east central 
China, and later that city became the most 
active center for the development of the 
mental hygiene movement in China. 

In 1934, Dr. Halpern began teaching reg- 
ular courses in neurology and psychiatry. 
She organized a division of neurology in the 
first hospital of the Red Cross Society of 
China, the teaching hospital of the National 
Medical College. That same year she started 
special undergraduate and postgraduate 
courses for the training of psychiatric nurses. 
These were attended not only by students of 
the National Medical College but also by 
those of the Medical School of St. John’s 
University and the Women’s Christian Medi- 
cal College, of which Dr. Josephine C. 
Lawney was director. These 3 medical 
schools in Shanghai and the Peking Union 
Medical College were the only ones in China 
offering regular courses in psychiatry as late 
as 1934(2). 


First PSYCHIATRIC HOSPITAL 


In June 1935, the Shanghai Mercy Hos- 
pital for Nervous Diseases was opened at 
nearby Ming-Hong. Dr. Halpern, supported 
by the Reverend Father Schulz of the Steyl 
Missions, had convinced Mr. Loh Pah-Hong, 
president of the Catholic Action and promi- 
nent Shanghai philanthropist, of the great 
need for a modern mental hospital in China. 
Under his leadership China’s first psychiatric 
institution was financed by philanthropic 
circles and contributions from the city gov- 
ernment of Greater Shanghai, the Shanghai 
Municipal Council (International Settle- 
ment) and the French Municipal Council (6). 
It has a capacity of 600 beds, modern equip- 
ment, and 11 buildings forming a pavilion 
system with a church at the center. 

Dr. Halpern was appointed medical direc- 
tor of this history-making institution. It be- 
came the teaching hospital of the National 
Medical College ; the Foreign Mission Sisters 
of St. Dominic of Mary Knoll and the 
Brothers of Charity from Trier, Germany, 
became the nursing staff. Overcoming such 

major difficulties as the lack of trained 


Chinese medical and nursing personnel, the 
still deeply-rooted native superstition and 
unscientific approach to the care of mental 
patients, and the lack of adequate legislation, 
Dr. Halpern succeeded in introducing mod- 
ern care and therapy in an up-to-date insti- 
tution. Patients were soon arriving from the 
whole of China and the Far East(2, 5, 6). 
Thereafter, this intrepid pioneer lectured 
widely, organized study groups, and ad- 
dressed scientific, educational, religious, 
social, and charitable groups, disseminating 
information, influencing public opinion, and 
promoting preventive and remedial methods, 
Professional interest in psychiatry received 
new interest and became nationwide. At the 
third biennial conference of the Chinese 
Medical Association at Canton in November 
1935, she presented a paper on problems of 
psychiatry in China, from medical, social, and 
legislative viewpoints. She then offered a 


resolution, seconded by Dr. Seldon of the 


Canton Mental Hospital, and passed, that 
brought about the creation of a Committee 
on the Problem of Psychiatry in China to 
study the following areas: (1) education in 


psychiatry for medical and nursing students, 


as well as postgraduate training for physi- 
cians; (2) the need for psychiatric institu- 
tions in China with a view to converting the 
asylum type into a modern hospital fot 
mental diseases; (3) preventive psychiatry 
and mental hygiene, promoting courses m 
psychology for teachers, child guidance 


clinics, schools for feeble-minded children, 


training for psychiatric social workers, ai 
psychotherapy clinics; and (4) legislation t0 
amend the Chinese civil and penal codes 
pertaining to insanity and mental aberrations, 
including legislation on admission and dis- 


charge of patients committed to a mental in: 


stitution, the question of “responsibility,” afi 
psychiatric expert testimony in courts(7)» 
Specialists from different parts of Chins 
made up this committee. Dr. Yen was chait: 
man and Dr. Halpern, secretary. At it n 
meeting in February 1936, the initial step W A 
taken toward drafting legislation relating 
insanity for presentation to the Nationa. i 
Government. A special committee, con Í 
of Drs. Halpern, K. F. Suen, and H. P. A 
and 2 lawyers, Drs. F. Lin and C. Fisher, y 1 
assigned this important task. Unfortunate | 


s first 


| 
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the outbreak of the Sino-Japanese War in 
1937 prevented completion of this ambitious 
program as it required regular contact with 
other parts of China(8). 

When the Chung Shan Memorial Hospital 
became the new teaching hospital of the 
National Medical College, the neurologic 
wards were transferred from the Réd Cross 
Society’s Hospital to the new location. In the 
old quarters Dr. Halpern established psy- 
chiatric wards for the Red Cross Society. 


MENTAL HYGIENE 


In her tireless efforts to promote mental 
hygiene, especially from 1935 onward, Dr. 
Halpern was assisted in the work among 
women’s groups and clubs by Florence J. 
Sherriff, Ph. D., professor of history and 

political science at St. John’s University. 
Later, it was my privilege to cooperate by 
participating in contacts and programs with 
educational organizations and in the develop- 
ment of students’ interests in clinical and 
personality psychology and mental hygiene. 

In an address on May 19, 1938, before the 
Club Institute of the Joint Committee of 
Shanghai Women’s Associations, as part of 
an all-day program devoted to “Mental 
Welfare in Shanghai”(9), Dr. Richard 
aie pictured psychiatry’s rapid progress in 

ina: 


As a Chinese physician, I wish to give you a 
bird's-eye view of what has already been accom- 
lished. . . . (1) Five years ago, in all East and 
Central China there was not a single medical or 
nursing school where a regular course of treatment 
rh mental and nervous diseases was given. (2) 
A r institutions for the mentally ill were still of the 
aa type. (3) Simply nothing of preventive 
cata m psychiatry or (4) about legal Codes con- 
rning mental patients, existed. . . . 
and oo! (1) we have . . . courses in neurology 
eee tay ... in the Shanghai Medical Col- 
ested į (2) Some Chinese physicians are now inter- 
fal heo salizing in this line, and (3) a modern 
Pive ospital (Mercy) has been established. ee 
(4) np 128% on Dr. Halpern’s arrival in China, 
Work: tat was available to assist her in clinical 
ta a now we have a staff of well-trained 
cessive „o Sicians and nurses, graduated in suc- 
most moter’ ¿ie (5) We have introduced the 
i ern, scientific therapy—the same as that 
campaigns <r modern countries. (6) Educational 
the eae 4 years past have taught the Chinese 
insane fae, Of sending to mental institutions the 
home, am ents, formerly either left in chains at 
OF sent eE nursing mothers and little children, 
~or elsew he Mtist monks, to live in their temples 
ere to one of their ror sects. 


(7) Another advance is that Chinese physicians 
now frequently request consultations with psychi- 
atrists.... (8) A child guidance clinic in our 
division at the Red Cross Hospital was recently 
taken in charge by us psychiatrists from the Na- 
tional Medical College. . . . (10). 


THE COMMITTEE on MENTAL HYGIENE 
OF SHANGHAI 


This Committee came into being on June 
29, 1938, as an outgrowth of the Committee 
on Mental Welfare of the Club Institute of 
Shanghai, organized on June 17 of that year, 
and enlarged to include representatives of 
groups other than women’s clubs. Its first 
officers were: chairman, Prof. Ho-Ching 
Ch’en, Chinese Education Officer, Shanghai 
Municipal Council; secretary, Dr. Sherriff ; 
and treasurer, Mrs. H. J. Van Hengel of the 
Young Women’s Christian Association. Act- 
ing as a special committee, Dr. Halpern, Dr. 
Sherriff and I planned a program of training 
and activities, started a training class 
promptly, and drafted a constitution and 
bylaws, which were adopted on July 13, 1938. 
The objectives set forth in the constitution 
were: 

Article II. Purpose. The purposes of the organi- 
zation shall be: (1) To educate the general public 
in Mental Hygiene through courses of study, radio 
talks, lectures, and the dissemination of information 
through magazines, newspapers, and other publica- 
tions; (2) to improve the Mental Welfare of chil- 
dren by education of parents and teachers, and to 
care for and treat problem-children and feeble- 
minded children in and through Child Guidance 
Clinics, and by the establishment of special institu- 
tions ; (3) to care for the Mental Hygiene of conva- 
lescent patients discharged from Mental Hospitals, 
and to assist in the treatment of minor nervous 
ailments, neuroses, drug and alcohol addictions, 
and antisocial behavior, through psychiatric so- 
cial work and psychotherapeutic clinics; (4) to 
ameliorate the conditions of caring for patients in 
hospitals for the insane; (5) to conduct psychiatric 
social work in the hospitals; (6) to inaugurate, to 
conduct, and otherwise to assist in, the promotion 
of any other plans or methods for the improvement 
of psychological conditions of living, as may be 
deemed advisable(6, 11). 

This committee was later recognized by the 
Chinese Medical Association as a subcommit- 
tee of its Committee on Psychiatry. One of 
its earliest projects was the training of 
nurses, teachers and laymen as psychiatric 
aids. Dr. Sherriff served as educational di- 
rector of the first classes of nurses given 
psychiatric training by Dr. Halpern at the 
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International Young Women’s Christian As- 
sociation, and Alice Gregg, Ph. D., lecturer 
on Psychology at St. John’s University, also 
taught an introductory course in general and 
educational psychology for volunteer appli- 
cants. Dr. Halpern’s 14-week course on 
psychopathology and. mental hygiene, with 
observations at the Red Cross Hospital, had 
7o registrants, some 50 of whom became 
available to give aid when needed. 

Another project of the Committee on 
Mental Hygiene, undertaken by a subcom- 
mittee on feeble-mindedness, was segregation 
of the particularly dull and feeble-minded 
children from the fifty-odd war-refugee 
camps in order to evaluate their individual 
abilities and needs and develop appropriate 
remedial methods. The committee consisted 
of the chairman, Dr. H. S. Chen of the 
Chinese Education Testing Division, Shang- 
hai Municipal Council’s Schools, 4 other 
psychologists, Profs, Ho-Ching Ch’en, Y. C. 
Chang, Eugene Shen and I, and Dr. C. T. 
Ho, director of the China Vocational Educa- 
tion Association. Before this cooperative edu- 
cational endeavor could be put into operation, 
the camps were broken up, and the refugees, 
largely from rural areas, returned to their 
homes, 

The appointment on March 8, 1939, of a 
committee on mental hygiene clinics, headed 
by Dr. Halpern, resulted in the opening of 
Shanghai’s first mental hygiene clinic in 
January 1940 in St. Luke’s Hospital No. 1 
of the St. John’s University Medical School. 
To prepare a small group of mature volun- 
teers for service in the proposed clinic, in the 
spring of 1939, I taught a course titled 
“Intelligence Tests, with Demonstrations and 
Practice Testing.” Dr. Sherriff, who served 
as educational adviser and secretary, was 
among the 6 persons who qualified to admin- 
ister the Stanford-Binet Tests (1937 
Forms) revised by Terman and Merrill(12) 
as well as the fundamental form-board tests. 
Prof. H. C. Ch’en cooperated by presenting 
a demonstration of his own group intelli- 
gence tests and educational tests at one of the 
Shanghai public schools, 

After spending 6 months in England and 
the United States inspecting mental hygiene 
clinics and training institutions, Dr. Halpern 
returned to Shanghai in December 1939 and 
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from the outset became director of the new 
clinic and head of the division of medicine 
and psychiatry. The division of psychology 
and mental tests came under my direction, 
as did the supervision of the division of 
educational guidance, with Dr. Sherriff 
serving as adviser. The division of psychi- 
atric social work was assigned to Dr. Con- 
stance Cater, who was in charge of similar 
work in Lester Hospital, and that of recrea- ~ 
tion and play to Mrs. Joseph Brown. In 
addition to duties at the clinic, the staff 
cooperated with schools, camps, and char- 
itable organizations ; volunteers started social 
work in jails; and students majoring in ed- 
ucation undertook the teaching of retarded © 
children. mn 
MENTAL HYGIENE Association š 7 


In May 1940, reorganization of the com" 
mittee on mental hygiene, under the name of, g 
the Mental Hygiene Association of Shanghai, 
was effected. The work was thereby broad- i 
ened to cover metropolitan Shanghai, includ! 
ing the International Settlement, the French — 
concession, and the greater Shanghai mu- 
nicipality ; and the change resulted in greater 
cooperative effort and financial support. It 
was my privilege to head this new organiza- 
tion; the other executive officers were Mr. 
Hwang Chia-Yin, an editor of the popular 
Chinese magazine West Wind, as vice-press: 
ident, and Dr. Halpern, director of the 
Bureau of Mental Hygiene.’ The broad 
educational and promotional activities, pat 
ticipated in by physicians and educators afi 
presented in both Chinese and English, 
aroused keen interest and proved construc — 
tive. Results were reflected in several uii 
versities where intelligence and education 
testing, and general, abnormal, clinical, pet 
sonality and experimental psychology had 
been increasingly taught; curricula were e 
riched through correlation of these subjects | 
with sociology, cultural anthropology, chil 
development, and clinical psychology. |, i 

A project of the child guidance clinic 0 


5 Additional members of the executive commit 
were Prof. J. H. Pott, head of the psychology © 
partment, St. John’s University; Miss Li Die: al 
social service department, Shanghai Muni 
Council; and the Rev. Ting Kwang-Hsin, sere 
tary of the Chinese Young Men’s Christian 
sociation. 
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practical yalue for use with refugee German 
children, and Jewish problem children using 
German speech, was the adaptation and the 
translation into German of Terman and 
Merrill's revision of the Binet-Simon Intel- 
 figence Tests(12). Both forms, L and M, 
were prepared. Also, Form L of the same 
tests’ was adapted and translated into Chi- 


nese (Mandarin). 


War’s BLIGHT IN THE FORTIES 


After 1940, when the Sino-Japanese War 
necessitated evacuation of the clinical stu- 
dents from the National Medical College to 

«Kunming in southwest China, Dr. Suh 
_ Chung-Hwa continued the psychiatric work 
‘in the Red Cross Hospital. About the same 
k Dr. Halpern accepted a professorship 


“in St. John’s University and established a 


‘Mettological and psychiatric department in 
the St. John’s Medical School, with neu- 
a tologic and psychiatric wards in St, Luke’s 


et! No. 1, the St. John’s teaching hos- 
pital, 


i Dr. Halpern also established neurologic 
and psychiatric wards in the hospital of the 
World Red Swastika Society, a Buddhist 
shatity organization. This was changed in 
’ 1939 from a general hospital into the Ther- 
ĉpeutic Institute for Nervous and Mental 
co These wards, supervised by Dr. 
ie Bang-Cheng, became the teaching hospital 
: . ins Universit edi 001, 
“tt the St. John’s Uni ity Medical School, 
ee Dr. Halpern as psychiatrist-in-charge, 
lg ail the transfer of the psychiatric wards to 
REN a 
$ Dr, Felix Gruenberg (M. D., Vienna), resident 
llatrist at the Therapeutic Institute for Nerv- 
ih Mental Diseases, made the German trans- 
a ry and also generously served as German inter- 
transla the handling of cases. In preparing the 
ha and he was assisted by Mrs. Elly Wein- 
versity, -A., German Department, St. John’s Uni- 
ia ue had my assistance as consultant. 
; Was direction of Prof, Li Hao-San and 
lated ino Cas C72Ce Siu-Yin Ch'en in 1941 trans- 
n nese and adapted Form L as her thesis 
1950, she degree at the University of Shanghai. 
versity vi eya the M.Ed. degree at the Uni- 
PhD, lre a, where she is now seeking the 
RE clinic, most of the testing of Chinese chil- 
Heinca E gratuitously by Mrs. Kiang Yao 
Crozer ocr, B.A, later a graduate student of 
` Vania, mary and the University of Pennsyl- 
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the St. Luke’s Hospital No. 1 in June 1940. 
These 2 hospitals also cooperated closely 
with the Mental Hygiene Association; the 
Institute provided space for the clinic upon 
its transfer from the original location in St. 
Luke’s Hospital. That same year, Miss 
T’ang Ching-Chung established at the In- 
stitute a nursing school, with special empha- 
sis on psychiatric nursing. 

Late in 1943, after the Japanese had oc- 
cupied all of metropolitan Shanghai, the 
Mental Hygiene Association was obliged to 
cease functioning. In June of the next year, 
both the Therapeutic Institute and St. Luke’s 
Hospital No. 1 were forced to discontinue 
their normal professional activities. Further- 
more, the latter institution was requisitioned 
by the Japanese for a “Civic Assembly Cen- 
ter’s Hospital,” that is, to function as an in- 
ternment camp hospital for Westerners. 
Much earlier, they had closed St. Luke’s 
Hospital No. II. 

After V-J Day in August 1945, a psycho- 
pathic ward directed by Dr. Suh Chung-Hwa 
was opened in the private Hungjao Sanitar- 
ium, which provided a clinic for group treat- 
ment of its mental patients. Also, the Mental 
Hygiene Association attempted to re-estab- 
lish its previous activities, but the departure 
of many of the trained personnel prevented 
resumption of any extensive work. Certain 
members, however, were again invited to 
lecture before various organizations. In 
1948, a child guidance clinic, sponsored by 
the Shanghai Community Church, the 
Shanghai Advisory Committee for Child 
Welfare, and Boys’ Town, came into exist- 
ence shortly before the Chinese Communists 
took Shanghai. 
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8 On June 22, 1942, the first biennial report of the 
clinic was made, and the following officers were 
elected: president, Principal T. Y. Hu of the 
Chinese School for Boys of the Shanghai Munici- 
pal Council; vice-president, Bishop B. S. Yü of the 
Episcopal Church (Sheng Kung Hwei) ; secretary- 
treasurer, Dr. Peter Mar of the Chinese Medical 
Association ; and director of the clinic, Dr. Halpern. 
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CLINICAL NOTES 


THE USE OF PERMANENT SOLUTIONS OF SODIUM AMYTAL 
AND SODIUM SECONAL 


DAVID C. ENGLISH, M.D., ann RUDOLF LEISER, M.D.1 


The clinical value of permanent solutions 
of sodium amytal and sodium seconal was 
investigated on 105 patients in the psychi- 
atric department of the Wayne County Gen- 
eral Hospital, 75 patients receiving a total of 
220 injections of sodium amytal solution and 
38 patients, 100 injections of sodium seconal 
solution, 

Since sodium amytal forms an alkaline 
solution with water, which gradually decom- 
poses, parenteral sodium amytal has been 
dispensed heretofore as a powder in an am- 
poule with an accompanying ampoule of 
water, the 2 being mixed immediately before 
use, It has been the experience with a great 
number of clinicians that the effectiveness of 


_ the solution decreased rather rapidly after 


its Preparation. In addition, very valuable 
time is lost in emergencies in preparing this 
solution. Another disadvantage of this so- 
dium amytal powder is that it can be dis- 
Pensed efficiently only in arbitrary dosages, 
C9, multiples of 34 grains; if a dose not a 
multiple of 3% of sodium amytal is to be 
ised, the unused part of the drug has to be 
Town away since the solution is unstable. 
Ea new product, not yet released for gen- 
‘al use, does not have the above mentioned 
'sadvantages ; it contains sodium amytal in 
Prrmanent solution form, in a special glycol- 
te hase, 3% grains of sodium amytal in 
8 Solution. This product will be dis- 
ie in 5 cc, ampoules and 30 c.c. bottles, 
any 4 er permitting the efficient selection of 
a i dosage. The solution is sup- 
pee Stable for 18 months. It can be 
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placed into a syringe without any prelimi- 
nary mixing and is ready for use at any time 
later, as long as the needle and the syringe 
are kept sterile. 

The injection of permanent solution of so- 
dium amytal did not reveal any side effects 
either local or general. The intravenous ac- 
tion of both products is identical. In intra- 
muscular use, the glycol solution seemed to 
take effect more slowly than the usual aque- 
ous solution but the total effect was the same. 
Only 5 c.c. of material should be placed in 
any one injection site, so that the use of 74 
grains means 2 separate injections. Because 
of the glycol the new material is “oily.” 
However, it is infinitely miscible and soluble 
with water in all proportions and can easily 
be removed from hands or clothes. 

Sodium seconal has also been prepared in 
identical strengths in a similar solvent, and 
was released last month for general clinical 
use. This product has been used on 30 pa- 
tients with excellent results. At first it was 
thought that the duration of action of paren- 
teral seconal would be too brief for nocturnal 
hypnotic use on disturbed patients. How- 
ever, in the clinical trials it worked well. Di- 
rect comparisons were made between sodium 
amytal and sodium seconal on 5 patients, al- 
ternating the drugs on successive nights: 4 
patients slept better and longer with seconal 
and the fifth had equal results from the 2 
drugs. Three and three-fourths grains of 
sodium seconal appeared to have an equiva- 
lent effect of 74 grains of sodium amytal.? 
The parenteral seconal hypnotic effect lasted 
5 hours even in extremely disturbed males, 


2 The Eli Lilly Company generously supplied the 
aboye mentioned products. 
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PRESIDENT’S PAGE 


Last month a statement was made about 
the organization of The American Psychi- 
atric Association, the new development in 
the form of the Assembly, and provision for 
further growth and responsiveness through 
the guidance of the Commission on Long 
Term Policies. The importance of internal 
communication in our Association was 
stressed. An appeal was made for more 
member participation. 

In October, Council and Committees will 
meet with as many committee members 
present as the budget will allow—and, by the 
way, this matter of budget is an important 
one. Work must be done through commit- 
tees. Interest in committee work can be 
aroused and maintained by meeting together 
informally, as at the October meeting, with- 
out pressure and distraction, This requires 
money. With increasing committee activity, 
more money is required to keep vital cur- 
rents flowing. Is there any way of getting 
more money for committee meetings? Have 
you suggestions? 

The October meetings will consider prob- 
lems of immediate importance to the Asso- 
ciation, If you have anything on your mind 
—criticisms, questions, suggestions—write to 
one of the officers, a committee member you 
know, or the chairman of a committee. Here 
is an opportunity for you to do something 
and make your thoughts heard. The meet- 
ings of Council and Committees in October 
should be of increasing importance in the 
future of the Association. They are wholly 
devoted to the interests and business of the 
A.P.A. There are not the distractions of 
professional papers and social occasions, 
however important these are, as in the case 
of the annual meeting. 

At Los Angeles, both before the Associa- 
tion, when the new President was intro- 
duced, and before the Assembly, as a sort of 
inaugural program I emphasized three sub- 
jects which I think are important for the 
Association and for which I intend to work 
during my presidency. (1) Tap the interests, 
thoughts, energy of the younger men in the 
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A.P.A.—resources we are largely neglect 
ing. (2) Appeal to the American Psycho- 
analytic Association for increased contribu- 
tion to the work of public mental hospitals, 
Tap the resources of energy, of intellect, of | 
favorable economic position, of members of 
the American Psychoanalytic Association to | 
extend their insights into the concrete clini- 
cal work of psychiatrists doing psychother- 
apy in the public mental hospitals, (3) Im- 
prove our relations with our medical col- 
leagues—especially the general practitioners 
and family doctors. ) 
The following thoughts occur to me as 
ways and means of stimulating and facilitat- 
ing participation of younger men in the ac- 
tivities of the A.P.A. I believe that any 
young member could write to a committee 
chairman—a committee which represents an 
area of interest for him—volunteer to do 
some work, and undertake an assignment, 
Chairmen of committees, whether national 
or local, would welcome such interests and 
be glad to accept such help. Have you ally 
thoughts along this line? There are many 
projects in which help and work are need 
This is a practical way of making yoursel 
felt and of contributing to your profession. wl 
is a way of moving into the activities of th 
A.P.A. If you have an impulse to re 
pate, don’t wait! There is no time like t n 
present. I believe work can be done, conti 
butions made, even without formal memben 
ship in a committee. Could we not eani 
a Corresponding or Associate Members p 
to our committees? Dr. David Flicker m 
already written in some suggestions abu 
this, and these will be presented to the Cot 
cil. Have you any suggestions? | il 
Then there is the problem of i 
communication in the interest of better pe 
tioning of the A.P.A. Communication that 
come through an annual meeting, but the | 
is only once a year. It can come throug! Ase 
publication of proceedings which are, 0 
cessity, abbreviated and delayed, 50 vi 
some of the vitality is lost. A Presider i 
Page in the Journat can attempt to keep 
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membership informed once a month of some 
" ofthe things that are in his mind. The A.P.A. 
Newsletter is a most successful channel of 
communication—something to read, brief 
and trenchant. But personal contact is an 
important mode of communication which, it 
seems to me, we could use more often in 
the Association. We should make it possible 
for officers to do more traveling. The voice 
and appearance of an officer adds warmth 
and vividness. It can personalize the Asso- 
‘ciation, The Medical Director does a re- 
markable job in the amount of ground he 
covers. The President is expected to travel 
and speak, but there are many obvious limi- 
tations to one man’s activities. No matter 
how great his good will there are limits to 
capacities. 
I raised the following question with Dr. 
Henry Brosin, who is Chairman of the 
Nominating Committee. (It more properly 
‘should have been addressed to the Commis- 
sion on Long Term Policies, But it is diffi- 
‘tilt for me always to think of protocol. A 
Problem strikes me, and the people who are 
Working with it come first to mind.) Of 
Course, the problem I am raising cannot be 
solved by the present N ominating Commit- 
‘tte, It will take thought and consideration 
by the whole membership over some period 
oi time, I asked Dr. Brosin why we should 
“Tot have two presidents. This theoretically 
“should divide the burden and increase the 
function, There are more requests for 
Speaking and meetings than one man can 
‘Possibly fulfill, Perhaps this is one of the 
Maisons d'être of vice-presidents in organi- 
“oe Would it be helpful also to have a 
president or two? My mind is search- 
ea a type of arrangement which will 
The oe the problems we are considering. 
Piscopal Church has solved this prob- 


lem by having Bishops, Coadjutors and 
Suffragan Bishops. It seems to me we need 
more top personnel who could keep in closer 
personal touch with local societies. 

I have mentioned the possibility of having 
two presidents who could share the adminis- 
tration and policy-making problems of the 
Association—one, say an Executive Presi- 
dent, the other, an Associate or Honorary 
President, The one could take care of the 
“honors,” the amenities, the social side, the 
tradition, and traveling—the interpretation 
of policy. The other could concentrate upon 
development, organization, new ideas. One 
could be the idea~-man; the other could be 
concerned primarily with liaison, social tra- 
dition, and interpretation. England has 
solved this politically with the Premier and 
the Sovereign. 

Another advantage of this sort of ar- 
rangement occurs to me. There are always 
a number of men in our Association who 
should receive signal honor. They are elder 
statesmen, whom we all respect. In the press 
of circumstance, they have not been elected 
president. There is not enough time to take 
care of all of those whom we wish to honor. 
In the minds of all of us names of such 
persons in our Association occur. Can we 
develop some turn or future of organization 
which will enable us specifically to honor 
those whom we should honor? Having such 
an additional person or position, whatever 
the name, to turn to each year would add to 
our resources, our communications, our en- 
ergies. 

The idea of having two presidents is only 
an exploratory thought on my part, which 
comes in response to the need for more per- 
sonal contact and of cohesiveness in our 
Association. What is your reaction to all 
this? 

KENNETH E. APPEL 
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PSYCHIATRY AND EUPHEMISTIC DELUSION 


As soon as man started to live in houses 
rather than caves, he built a structure in the 
back to serve as a latrine. This was called 
simply a “back house.” Rapidly the phrase 
“back house” became socially indelicate, so a 
new word was coined :—“privy.” Herewas a 
respectable word, usable in mixed company. 
But soon “privy” became a dirty word. At 
about this time, they were moving these fa- 
cilities right into the home, a change made 
possible by the development of plumbing. 
This provided the new word, “water closet.” 
Here was a neutral phrase, made up of two 
ordinary English words neither of which had 
any indelicate connotations. The phrase 
“water closet” was expected to remove the 
unpleasant associations that had somehow be- 
come adherent to the once acceptable word 
“privy.” And so it did—for a very short 
time, But then “water closet” attracted to it- 
self the socially nonacceptable implications of 
its predecessor. This time the lexicographers 
really made a bold change. They took a word 
from French, that most elegant of languages; 
it was a word that had only the pleasantest 
connotations for it meant “good grooming.” 
That was the word “toilet.” Yet within two 
decades of its introduction the word “toilet” 
had to be banned from polite society. It was 
replaced by “lavatory” as a nice scientific 
term for a place where one washed. As this 
world fell into bad company it promptly gave 
way to “bathroom,” which by definition was 
surely the opposite of a dirty word. This so 
swiftly acquired the same connotations that 
now one is surprised if the purpose of visit- 
ing a bathroom is to take a bath. The latest 
word in this parade has been but recently 
launched and today no new house is complete 
without a little space on the ground floor 
marked “powder room” in the architect’s 
plans. The quest for a euphemism failed. 
Each new word rapidly acquired that precise 
shade of meaning that the phrase-makers 
were trying to avoid. 

A similar hunt for euphemism has charac- 
terized psychiatry since the turn of the cen- 
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tury. The stigma was always in psychiatry, 
never in neurology. There was no disgrace in 
having a brother who had Bell’s Palsy or 
mother with sciatica. Since (until recent 
times) the marriage of neurology to psychi- 
atry was a happy one, it was felt that by call- 
ing the specialty “neuropsychiatry,” it could 
be made respectable. Entering the office ofa 
“neuropsychiatrist,” a patient would not be 
assumed to have a mental aberration. Per- 
haps all he had was shingles. The prefix 
“neuro” would thus rescue the psychiatric, 
patient from the stigma. To disguise it still 
further, it became the fashion to use the ab- 
breviation “NP.” i 
But the hope was doomed. Today, if yot | 
say that Elmer is an NP patient, the man m 
the street assumes that Elmer is crazy, lr 
stead of the N making the P respectable, the 
reverse has happened: the P has contami 
nated the N. This reached its apogee 0! 
April 20, 1953, when the President of tht 
United States, by Executive Order 10,450 | 
acknowledged the stigma that had thus beet 
attached to neurology. A newspaper release 
listed factors that might be considered a 
branding a Government employee Be a wy 
security risk. One of them was Bee 
for a serious neurologic disorder. ne 
“neurologic” had finally acquired all o the 
unhappy implications of “psychiatric. A | 
attempt to take the curse off ‘a 
by diluting it with “neurologic” had Í 
fired. n 
So with the replacement of “mental i 
ease” by “emotional illness” ; “commit | 
by “certification”; “parole” by “visit. re 
the old “nervous disease clinic” became jent 
a psychiatric clinic, now a mental byg 
clinic. Always the hope of sweeten a 
concept by changing the word ; always ; 
stigma contaminates the new words a 
more readily than the new phrase len 
spectability to the old concept. 5 
The word “psychosis,” for instance T 
once an obscure word that meant any Be ‘ay 
aberration. It was then promoted as # 
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offensive synonym for insanity. The hope was 
that no one would feel stigmatized by such a 
pleasant sounding word. Furthermore, “psy- 
chosis” belonged in the arcane lexicon of the 
medical specialist and was unfamiliar to the 
average layman. Fifty years ago, indeed, 
the professors made valiant efforts to per- 
suade medical students and practitioners to 
say “psychotic” instead of “insane,” promis- 
ing that families, and the general public, 
would accept this with equanimity, whereas 
they would recoil at the harshness of the 
word “insane.” 

Did it work? It did not. Before long the 
very prefix “psycho—” became a frighten- 
ing one, By itself, “psycho” was to become a 
word of contempt. It got so bad that derma- 


‘tologists were afraid to tell a victim of bar- 


bet’s itch that his condition was “sycosis vul- 


garis” By a strange irony of lexicography, 


they could not give him the official synonym 
either, for that was “mentagra.” 


„ During the war, I was in the Southwest 


Pacific, Reluctant to brand soldiers with the 
Psycho” implications of the word “psycho- 
Neurosis,” we looked about for some less 
Stigmatizing phrase. With our limited time 
ind facilities, we were not sure that many of 
these soldiers actually did have psychoneu- 
= All we really knew was that in the un- 
“hee climate (meteorologic, psychologic, 
and military) of the South Seas, they had 
veloped emotional reactions. Colonel S. A. 
ae the theatre psychiatrist, suggested 
lite k E out of mothballs the official, but 
Rent a phrase, ‘Simple Adult Maladjust- 
oe { an phrase was unfamiliar to lay- 
a in lescribed what happened without 
Frypans aid deeper implications. And as 
> Mee that frightening phrase “psycho” 
ised ee Would not feel stigmatized. We 
agnosis imple Adult Maladjustment” di- 
Did its ey as we honestly could. 
ne ee aie aa a 
in New Ge uring a moving-picture show 
laughter z ra we heard the men burst into 
votsh the film hero displayed an ob- 
Y hysterical symptom. “He’s just a 
big te wes the call from many parts of the 
» “What,” I asked later “was a 
One of the patients explained. It 
am” he said, and—he added con- 
Sam was the Army’s code word 
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for a nut.” And why “Sam”? They were the 
initials of “Simple Adult Maladjustment.” 
Enough men had seen that phrase somehow 
on enough clinical charts to brand this once 
neutral expression with all the connotations 
of “psychoneurosis” and “psychosis.” 

The development of the phrase “back ward 
section” into “chronic section” and then into 
“continued treatment service” is another il- 
lustration. Each change was supposed to 
take away the defeatist implication of the 
previous phrase. The word “chronic” was 
originally associated with “mild” because of 
the popular idea that “acute” meant “seri- 
ous.” (As it still does in political thinking 
when we say that the situation in the Far 
East—or Near East—is acute.) But in a 
short time families attached to the label 
“chronic” all of the connotations of “back 
ward.” Hence, the switch to “continued 
treatment.” Here the thought was to empha- 
size the “treatment” aspect of the case. The 
really unpleasant feature of “chronic” was 
the implication that it was “untreatable.” The 
phrase “continued treatment” was to take the 
edge off that fear, because it would empha- 
size “treatment.” Now this new phrase has 
become a token of despair. Families believe 
that “continued treatment” means “forever 
sick.” So today we are searching for yet an- 
other phrase to scatter some pleasant incense 
over “continued treatment.” 

These euphemisms fail because sooner or 
later (usually sooner) the real meaning pene- 
trates the verbal coating and attaches itself 
to the new phrase. In desperation some have 
suggested that we abandon words entirely 
and use numbers or arbitrary symbols to 
classify our patients and our procedures. 
This, it is suggested, would make it impossi- 
ble to attach any stigmatic meaning because 
a number produces no emotional response. 

This won’t work either. During the war, 
the neutral phrase “4F” acquired an entire 
battery of special emotional connotations. 
The Army’s famous “Section 8” was only a 
number: simply 1 of 12 ways of getting out 
of the Army. But “Section 8” was trans- 
muted by the folk law into “8-ball.” You 
could then scorn a man by giving him a num- 
ber, 4F or &ball, quite as effectively as by 
calling him a “psycho.” The fact that psy- 
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chotics were not discharged by way of Sec- 
tion 8 did not seem to make any difference. 
A hundred million people thought otherwise 
and that meaning was welded on to the num- 
ber “8,” a meaning which no amount of edu- 
cation or explanation could alter. 

Perhaps it is better to devote our energies 
to something more constructive than termi- 
nological witch-hunting. The simple word 
that honestly describes the disorder, the pa- 
tient, or the process, may cause a brief shock 
to the family or to the patient himself. But 
to use an unctuous and inaccurate token- 
word is futile. The layman soon discovers 
its real meaning. We are worse off than if 
we had used the more honest term, for the 

‘family and the community then charge that 
we have tried to mislead them. 

Suppose, for instance, parents object to 
the release of a patient from the hospital. 
They have adjusted to living without him. 
They fear he will do strange things. “He’s 
mentally ill—or emotionally disturbed—” 
they say, “and therefore he should be kept in 
the hospital. Why can’t you hold him against 
his will?” 

If you adhere to the euphemism you are 
tied up in double talk. “We can’t hold him 
against his will.” “But he’s emotionally ill, 
isn’t he? And isn’t that what you do in this 
hospital? You hold hundreds of emotionally 
ill people against their will.” 

If you cut loose from the euphemism you 
can make the problem crystal clear. “Do you 
think,” you could ask, “that your son is in- 
sane?” Aftera momentary shock: “Oh, no; 
he is not insane. No one in our family has 
ever been insane.” “But you see, if a person 
is sane, he cannot be kept in a hospital against 
his will. Legally, it is one or the other, Your 


Es gibt keine patriotische Kunst und keine patriotische Wissenschaft. Beide gehören, 
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wirkung aller zugleich Lebenden gefördert werden. 
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son, being sane, is lawfully entitled to leave 
and we can not hold him against his will” 

A change in terminology will be effective 
only for a very brief period unless it is sup- 
ported by a change in attitude too. I doubt 
if the terminologic change from “asylum” to 
“hospital” is responsible for the conceptual 
change from a place of refuge to a place of 
treatment. A change in words without a 
change in attitude is futile: this much is too. 
obvious to labor here. The real questions 
are whether a change in words facilitates a 
change in attitude and whether a change in 
attitudes is possible if the old term persists, 
One might assume, a priori, that the person- 
nel assigned to a “rehabilitation ward” would 
show more optimism and zeal than those as 
signed to an officially designated “chronic 
ward.” But I know of no objective evidence 
that this is true. If, in fact, patients on this 
ward are hardly ever rehabilitated, the new 
label will soon lose its patina. And if, in fach 
this ward shows a high return-home rate, the 
personnel will develop a sense of accomplish 
ment, made all the more exciting if the vard 
retains its blunter designation of “chronic 
or “continued treatment” or even “back 
ward. fe 

It is the operational meaning that giv 
emotional color to the word. No matter what 
the dictionary says, or what we conjure t 
in our conferences or committees, it 18 BY 
word in operation which counts. If we a i 
prove the operation, we do not need i 
sweeten the word. And if we fail to ine 
the operation, it is a futile bit of word play 
to invent a new term. The true meaning s 
ways wears through the verbal varnish. si 
pretend otherwise is to yield to a plausii | 
delusion, 


Henry A. Davison, M. D. 


GOETHE 


NEWS AND NOTES 


Norman CAMERON Heaps PSYCHIATRY 
ar YALE.—Announcement has been received 
of the appointment of Dr. Norman Cameron 
as professor of psychiatry at the Yale Uni- 
yersity School of Medicine, effective July 1, 


1953: 


Dr, Cameron holds an M. D. degree from 
Johns Hopkins University and a Ph. D. de- 
gree from the University of Michigan; has 
had unusually varied experience in both psy- 
chiatry and psychology, having headed both 
departments at the University of Wisconsin ; 
and has also been a member of the teaching 
staff of Cornell University Medical College 
and at John Hopkins Medical School. 


First INTERNATIONAL COMMITTEE OF 
Group PsycuorHErary.—This committee 
announces the first international congress to 
be held in connection with the International 
Congress of Mental Health in Toronto in 
1954. It is planned that the congress will 

Tepresentative of all varieties of grou 
Psychotherapy. coe 

The organizing committee consists of J.L. 

oreno, M. D., director ; Austin M. Davies, 


Consultant secretary ; the sponsoring commit- 


tee includes: Joshua Bierber, M. D., Insti- 


tite of Social Psychiatry, London, England ; 


Juliette Boutonier, M.D Universi 
» M.D., University of 
Srasbourg ; Jean Delay, M. D., University 
aiis; Rudolf Dreikurs, M. D., Chicago 
ical College; S, H, Foulkes, M. D., 


idly Hospital, London; George Heuyer, 


“a i niversity of Paris; Marcel Montas- 
if eae Hospitaux de la Seine, Paris; 
eno, M, D., Moreno Institute, New 


jork; Winfred Overholser, M. D., St. Eliza- 


S Hospital, Washington: Wellman is 


Boe: Phi Di; New York University ; and 


a Porc'her, M. D., Hospital Henri Rou- 
his one The executive committee in- 
on Chertok, M. D., Victor Gachkel, 

MD’ Serge Lebovici, M. D., and F. Pasche, 
E fe of Paris; P. Senft, Ph. D. and 
Bh, os M.D. of London; Erwin 
Dan a D. of Vienna and H. Teirich, 
Sacrament, «23, Walter Bromberg, M. D., 
“nto; Robert Drews, M. D., Detroit ; 


James Enneis, M. A., Milledgeville, Ga. ; 
Robert B. Haas, Ph. D., Los Angeles; and 
Joseph I. Meiers, M. D. of New York. 
Those wishing to participate in the Con- 
gress are invited to write to the International 
Committee of Group Psychotherapy, 101 
Park Avenue, New York City 17, New York. 


LECTURE SERIES at NORTH SHORE.— 
Theme of the fourth annual North Shore 
Health Resort lecture series, given at the hos- 
pital in Winnetka, Ill., the first Wednesday 
of every month at 8:00 p.m. from October 
1953 through June 1954, is “Treatment in 
Psychiatry.” 

Dr. Harold G. Wolff of Cornell University 
Medical College will open the series on Octo- 
ber 7, speaking on the problem of psychiatric 
referral. Topic for the November session is : 
“What is Psychoanalysis?” ; Dr. Marc H. 
Hollander of the University of Illinois will 
deliver the lecture, followed in December by 
Dr. Rudolf Dreikurs of the Chicago Medi- 
cal School with “What is Psychotherapy ?” 
In January Dr. Howard P. Rome of the 
Mayo Clinic will discuss the role of a psy- 
chiatrist in a hospital; in February, the use 
of shock therapy and psychosurgery will be 
discussed by Dr. Lothar B. Kalinowsky of 
the New York State Psychiatric Institute 
and Hospital. Speaking on the role of the 
family in emotional disorders, Prof. Jules 
Henry of the anthropology department of 
Washington University in St. Louis, Mis- 
souri is to deliver the lecture in March. In- 
yited to give the lecture in May is Dr. Ken- 
neth Appel, president of the APA and 
professor of psychiatry at the University of 
Pennsylvania. Dr. Daniel Blain, medical di- 
rector of the APA, will complete the series 
in June with a discussion on how the general 
practitioner can contribute toward healthy 
emotional development. 

These lectures are open to all physicians 
without charge. Further information may be 
obtained from Dr. Samuel Liebman, medical 
director of the North Shore Health Resort, 
225 Sheridan Road, Winnetka, Illinois. 

313 


314 


NINETEENTH POSTGRADUATE SEMINAR 
IN NevroLocy AND PsycHiaTry.—The 
Massachusetts Department of Mental Health 
announces a review course in basic neurology 
and psychiatry, consisting of 30 lectures, held 
every Monday from October 5 to December 
7, under the auspices of the Metropolitan 
State Hospital and the Psychiatric Training 
Faculty of Massachusetts. Directed by Dr. 
William F. McLaughlin, this section of the 
seminar is being conducted at the Metropoli- 
tan State Hospital at Waltham. 

From October 7 to December 2 at the 
Walter E. Fernald State,School at Waverly, 
Dr, Malcolm J. Farrell is conducting a course 
in pediatric neuropsychiatry, consisting of 8 
seminars covering different aspects of dy- 
namic and developmental neuropsychiatry, 
including problems of childhood schizophre- 
nia, mental deficiencies, emotional reactions, 
and cerebral palsies. Each seminar is a 2- 
hour session with one speaker as chairman 
and other speakers as invited guests at a 
round-table discussion. 


SECOND INTERNATIONAL CONGRESS OF 
Carpiotocy.—The Second International 
Congress of Cardiology will be held in 
Washington, D. C., September 12-1 5, 1954, 
to be followed immediately by the annual 
Scientific sessions of the American Heart As- 
sociation, September 16-18, 1954. The open- 
ing session will be held in the auditorium of 
Constitution Hall at 10:30 on Sunday, Sep- 
tember 12, 1954. A reception will be given 
at the Mayflower Hotel at 5:00 p-m. on the 
same day for all Members of the Congress 
and their families. A banquet will be held 
September 15, 1954 at 7 330. 

The Scientific Sessions lasting for 3 days 
will include formal papers, panel discussions, 
clinical pathological conferences and visits to 
important medical centers in Washington 
and Bethesda. The program will be printed 
in French, Spanish, and English. Immediate 
translation of some of the papers and dis- 
cussions will be made in 3 languages, 

A series of postcongressional visits and 
conferences to at least 20 of the leading 
cardiac clinics in different parts of the U. S. 
and Canada has been arranged by special 
committees of local Heart Associations in the 
various cities. 
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Carson Dioxwe RESEARCH Assoctamoy, f 
Inc.—This association, incorporated under 
the laws of the State of New York on June 
26, 1953, succeeds the Committee òn Carbon 
Dioxide Research. Dr, Albert A, LaVerne 
of New York is president of the organiza. | 
tion ; first and second vice-presidents are, re- 
spectively, Drs. L. J. Meduna of Chicago and | 
Robert B. McGraw, New York City. The| 
corresponding secretary, to whom all in- 
quiries regarding membership and all Te | 
quests relative to the use of carbon dioxide 
in psychiatry should be directed, is Dr, A, L 
Jackman, 8 South Michigan Avenue, Chi- 
cago 3, Illinois. Dr. John D. Moriarty of | 
Los Angeles is the recording secretary and | 
Dr. Robert E. Peck of New York, the treas- } 
urer, The membership fee is $5.00. 


SYMPOSIUM AT EMBREEVILLE State Hos- 
PITAL.—Dr. J. V. Cohn, superintendent of 
the hospital announces that a symposium 
with the theme, “Whither Psychiatry?” con- 
Stituting the first annual postgraduate semi- 
nar in psychiatry, will be held at the hospital, 
Tuesday, October 27, 1953. Speakers will he 
Dr. Daniel Blain, Dr. Crawford N. Bagan 
Dr. Lauren H. Smith, Dr. Arthur P. Noyes, 
Dr. Frederick L. Weniger, and Dr. Kennel 
E. Appel. 

After dinner in the evening, Dr, Clarence 1 
P. Oberndorf will speak on the place of pay" | 
chiatry in contemporary civilization. ; 

Luncheon and dinner will be served, n 
which a charge will be made. Overnight a 
comodation can also be arranged. There i: ý 
registration fee of $2.00. Those bee, 
attend the seminar will please write to 2e 
Cohn and make advance reservations. 


ARCHIVOS DE CRIMINOLOGIA, Ngu | 
Psiquiatria Y DISCIPLINAS Cone | 
After an interval of several years, e 
which this journal lapsed, it has now been A 
instated in a new series. Volume I, Num se 
has appeared representing the quarter, J of 
ary to March 1953, under the editorship 
Dr. Julio Endara. he lt 

The Archivos is the official organ of t i i 
stitute of Criminology of the Cent iin a 
versity of Ecuador at Quito and is pub x 
in that city by the Casa de la Ecuatorian® 
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GENERAL Hosprrat PSYCHIATRIC SERV- 
1œ—Another general hospital to fall in line 
with plans to deserve the designation “gen- 

eral hospital,” that is, a more nearly complete 
hospital, by providing psychiatric inpatient 
services is St. Vincent’s Hospital in New 
York City. This institution, located on West 
12th Street, has announced that the erection 


of a separate 80-bed unit devoted entirely to 
psychiatric treatment and costing $2,500,000 
will be begun in the spring of 1954. It will 
be a 7-story building situated on West 12th 
Street, east of Seventh Avenue and north of 
the present hospital site. The architects fore- 
see its completion by autumn 1955. 


SUICIDE POEM 


About the year 2000 B.C. a man of Egypt, weary of life, his body painfully mutilated 
and disfigured, perhaps by enemies, committed to a strip of papyrus these lines before 
taking his own life. “I doubt,” writes Egyptologist Arthur Weigall, “whether in the 
whole world’s literature, Death has ever been portrayed in more alluring fashion or so 


sweetly sung.” 


Death is before me to-day 
Like the recovery of a sick man; 


Like going out into the garden after an illness. 


Death is before me to-day 
Like the fragrance of myrrh; 
Like sitting under a ship’s sail on a windy day. 


Death is before me to-day 
Like the scent of lotus flowers; 
Like resting on the roadside to drink deep. 


Death is before me to-day 
Like the course of the overflowing water-channel. 
Like the return of a man from a ship of war to his house. 


Death is before me to-day 
Like the clearing of mist from the sky; 
Like a man fowling therein toward that of which he was not aware. 


Death is before me to-day 
As a man craves to see his home — 
When he has spent years in captivity. 
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Parrerns oF Marrtace: A Srupy or MARRIAGE 
RELATIONSHIPS IN THE Ursan WORKING 
Crasses. By Eliot Slater, M.A. M.D., F. 
R. C. P., and Moya Woodside. (London: Cas- 
sel & Company Ltd., 1951. Price: $3.75.) 


Like some gigantic and inhuman experiment, war- 
fare throws together millions of human beings in a 
manner that could never be duplicated in peace time. 
In this general ill wind one accidental good result 
(from the research standpoint) is that large num- 
bers of men are subjected to the same stresses in 
what amounts to a loosely controlled experimental 
situation, 

During the Second World War psychiatrist Eliot 
Slater and psychiatric social worker Moya Wood- 
side found themselves attached to a large London 
military hospital, with one medical-surgical wing, 
the other wing reserved for neuropsychiatric cases. 
Slater and Woodside were interested in finding out 
whether neurotic men married neurotic women. 
They found out that they did. But the investigators 
found out a great deal more about their normal and 
Psychoneurotic married samples. (The wives in all 
cases were extensively interviewed.) This material 
is now available in their joint book, “Patterns of 
Marriage.” Some of these findings are to be ex- 
pected and form statistical confirmation of what 
most clinicians agree upon. For example, that un- 
happiness in the childhood home predisposes to neu- 
rosis later on in life; that a happy childhood and 
subsequent stability are largely dependent upon the 
personality of the mother ; that neurosis in childhood. 
frequently leads to neurosis in adult life. Or again, 
that psychoneurotics tend to be socially inept, that 
they rarely have hobbies, that their reading is gen- 
erally of the murder mystery, time-killing sort—or 
none at all, Or again, that in the happy marriage 
such things as temperament, attitudes, companion- 
ship, and a community of interests are more im- 
portant considerations in making the marriage stick 
than orgastic Proficiency. 

Some unexpected findings (this is, of course, a 
small sample) were the large number of normal con- 
trols with extremely traumatic childhood back- 
grounds and the odd discovery that the wives of 
neurotics tended to have had unhappy childhoods, 
like their husbands, However, success or failure in 
marriage was found not to be a question of indi- 
vidual factors, but a complex of traits, for which 
this book must be consulted, 

Such a book calls for comments on certain trends 
in psychiatric writing. Probably in some quarters 
“Patterns of Marriage” would be termed “super- 
ficial.” In the current Psychiatric jargon this is a 
term of abuse frequently heard nowadays, most often 
from the cultist fringe of our specialty. Mesmer and 

Paracelsus had similar language of vilification for 
the science of their own age. For to those well- 
intentioned gentlemen, now dimly seen through the 
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perspective of history as picturesque mountebanks, 
the struggling science of the day must have seemed 
earthbound, snail-paced and unattractive, with its 
dogged concern for reality, its integrity, and its 
emphasis upon the matter and discipline of science | 
as a public enterprise inviting all properly qualified 
investigators to participate. In the soundest scien 
tific tradition “Patterns of Marriage” is a type of 
psychiatric literature that may well boast of its 
“superficiality,” for it subscribes to no cult 
contains no secret, unsubstantiated lore; its metho- 
dology is scientific, not cultist; its central busines) 
is the recording of facts, not the exegesis of do 
trine; and it is entirely innocent of pontifical utter 
ances, 7 
However, “Patterns of Marriage” is good, solid | 
fare and will prove invaluable to the clinician, stu- 
dent, psychiatric social worker, and all who 
engaged in marriage counseling or are students of 
its problems, 
H. K. Jounson, M.D, 
Rockland State Hospital, 
Orangeburg, N. 1. 


PHYSIOPATHOLOGIE DU Systime NERVEUX, 
Mécanisme Au Duacnostic. Third revi 
edition. By Paul Cossa. (Paris: Masson Ù 
Co., 1950.) 


The author, a pupil of Babinski, Claude, anl 
Vincent, presents in an admirable way the data 
modern neurophysiological pathology that ate ; 
helpful for clinical diagnosis. The presentation 
the normal mechanisms, results of experiment a 
supporting theories and historical sidelights add W 
the fullness of this worthy achievement. The 4 
clear line-drawings, many of which are 0! 
enhance the lucidity of the style and print. fh 

The author states that in the third edition 0i 5 
text he added the results of “Anglo-Saxon 7 
search in the light of which the work was ™ 
thought” and rewritten. the et 

In his introductory chapter Cossa traces (i te 
lution of the nervous system to its begintte vided 
amoeba, endowed with irritability that 15 pii 
into the 3 more elementary functions: sensih j 
conduction, and reaction. The text is E jl 
35 chapters grouped in 4 parts: (1) s ane 
mal, and pathological neurophysiology, ( syste 
lytical study of the functions of the neo ] 
(3) the function of vegetative life, (4) the 
system and the life of the psyche: Jasmo 

In discussing the Nissl bodies in the r ii 
a nerve cell, the author recalls the contro i 
to the existence of these granules, unti 
finally confirmed by Lenhosseck and Berthe. £ es ib 
cial chapter covers the experimental a cos 
elementary nervous activity—excitability ia 
duction—with special attention to chronax 
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Lapicque’s theories. In the theories on the various 

Jevels of neuronic excitability, some (Goepfert, 

Coppée, Eccles, et al.) claim that the inflow of 

motor energy is arrested on the threshold of the 

motor nerve’s end plate, where a potential of an 
electric nature is created. However, according to 
| Sherrington, there is already in existence a central 

excitation (an in peti Pe: ees causes a 

matic polarization of the cell, cathoelectrotonic 

kon and anoelectronic in inhibition.. The 

~ nerve cell is thus never in a neutral state even before 
| itreceives the nervous impulse. 4 

Further on the author reviews the functional in- 

terrelations of the neurons with the theories of 

Lapicque, Niveau, Sherrington-Lorente, No, and 

Eccles, In the study of reflex activity the opinions 

of Flueger, Chauveu and Sherrington are quoted. 

The functional levels of the mammalian nervous 

system are explained by the observation of spinal 
_ and decerberate animals and men. He accepts the 
Cushing—Zand hypothesis on the choroid plexus 
origin of the cerebrospinal fluid. 

In treating the various aspects of sensation, the 
author states that when a leucotomy is performed 
to abolish unbearable pain, the pain sensation re- 
mains, but its affect is lost. The physiology of the 
q lead age is Seria i geen detail aided by il- 

s of exceptional excellence. 

The author deals further with the kinetic seg- 
mental and intersegmental reflexes and those of the 
statokinetic type; the automatic and associate 
Motility giving the new theories about the thalamo- 
striate. Describing the voluntary motility of the 
Pyramidal system, the author gives us in great de- 
‘tail the results of its extirpation. Epilepsy, gen- 
eralized and localized, is treated as an excitation 
E liberation.” The various ataxias are described 
M the chapter on the regulations of movement. The 
feilomotor apparatus has received a special empha- 
l ia is followed by a well-organized presentation 
physiopathology of the peripheral syndromes. 

ile describing the normal physiology of the 
fos nervous system, the author gives us the 

Reus oe bas | identify it: vege- 

olosympatheni nee luntary, ofganovegetative and 

(00 tonus È le criticizes the theory of Reilly 

tation, ae excitability) and does not accept the 
Sympathetic eee) by Eppinger, that the 

Vegetative ners parasympathetic divisions of the 

ve ous system always “pull” in com- 
I different directions. 

L nervous ne addition to this valuable work on the 
tions betw m is the part investigating the rela- 
mech; een the nervous system and the psyche: 
life; the sensory. sd the inst eee 
Cereb motor localizations in the 
as ; it Ait of space, time, gnosis 
graphy 3 aphasias and electroencephal- 

te ate by Drs. Gastaut and Remond). 
ian reflex, a Conditioned reflexes brings in the 
er ‘ological school represented by Pavlov, 


Becht 
A Ischlondsky. In recent years emi- 
tere Purged fp > Neurologists, and psychiatrists 
ties on tefl ‘or Nlonconformity with Pavlov’s theo- 
that Pavias tivity. However, Liddel has shown 
°V's observations were made on experi- 
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mental animals in abnormal conditions and are 
thus not applicable to normal functioning. Pavlov’s 
claim that the reflex center is limited to the cortex 
has been disproved by the experiments of Nikitris, 
Puussep, Mettler, and Rosenthal. 

In the discussion of the physiological bases of 
intellectual activity, he quotes Penfield, who has 
shown that consciousness is not limited to the cor- 
tex, for the former survives when the latter is ex- 
tirpated. Functional localizations in the cortex are 
viewed in the light of the hypotheses made by von 
Economo, „Lhermitte, Brugia, Jackson, von Mona- 
kow, and Kurt Goldstein. The author concludes 
this chapter by promulgating his own theory on 
the hierarchy of the activities of the nervous system 
manifesting a progressive effort to liberate itself 
from the influences of the external world. 

Hirscu L. Gorvon, M. D., 
Metropolitan Hospital, N. Y. C. 


Edited by Roy R. 
C. C. Thomas, 1953. 


MIDCENTURY PSYCHIATRY. 
Grinker. (Springfield: 
Price: $5.50.) 


When the Institute for Psychosomatic and Psy- 
chiatric Research and Training of the Michael 
Reese Hospital in Chicago was dedicated on June 
I, 1951, a group of scientists spoke on varying as- 
pects of midcentury psychiatry; their multidisci- 
plinary contributions are recorded in this book, 
edited by Roy Grinker. The essays are excellent 
and provide a symposium that can be highly recom- 
mended to all those interested in human behavior, 

Percival Bailey’s essay entitled “Cortex and 
Mind” is a philosophic and physiologic discussion 
with some theologic overtones. He compares the 
cerebral cortex to a machine for handling signals. 

In his chapter entitled “Neurophysiology in Rela- 
tion to Behavior,’ Ralph Gerard emphasizes the 
importance of electrical field effects as part of the 
important mechanisms in integrating the neurons 
in their interactions. Incidentally, he has faith in 
the idea that the solution of the problem of schizo- 
phrenia rests in the study of cell chemistry. 

George Engel, in a thorough discussion of homeo- 
stasis, reviews the contributions of Charles Darwin, 
Claude Bernard, and Sigmund Freud to the unitary 
concept of health and disease. He emphasizes that 
the physician must understand man’s basic needs 
and his means of adaptation in a physical, organic, 
and social environment. 

David Shakow excellently elucidates a difficult 
subject and discusses in detail and with wisdom the 
relations of experimental psychology to psychiatry. 
He suggests a more adequate study of normal sub- 
jects and a systematic exploration of the complexi- 
ties of psychotherapy, and believes that psychiatry’s 
lack of regard for the applicability of statistics to 
its problems has been a handicap to the development 
of iatry in the past. 

Hegde essay entitled “The Biology of 
Wishes and Worries,” H. S. Liddell expounds 
many sobering thoughts with a keen sense ‘of 
humor. He discusses the rational pursuit of pleas- 
ure and its medical importance, emphasizing that 
the biology of relaxation and the pleasurable con- 
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sequences of repeated success in the exercise of 
skills haye been relatively neglected. 

In a discussion on “Observational Psychiatry” 
David Levy demonstrates a method of investigation 


through data acquired by observation and believes _ 


that in solving a problem in psychodynamics it is 
preferable to frame questions that call for pertinent 
observations rather than dialectics. He discusses 
self-determined behavior, goal-directed behavior, 
and what he calls'the various “oppositional syn-, 
dromes.” i á 

Charles Johnson does a good job of discussing the 
influence of social science on psychiatry’ and he 
makes a case of the urgent need of a closer rap- 
proachment between psychiatry and the social sci- 
ences. He points out the role of culture in per- 
sonality formation and concludes that in a world of 
variant cultures and societies the assumption of 
“universal feelings and attitudes,” etc., is out of the 
question, 

Various aspects of psychoanalysis are discussed 
by Therese Benedek, M. R. Kaufman, Thomas 
French, and Franz Alexander. The Freudian’s 
penchant for the use of hyphenated terms and for 
the use of nouns as adjectives appears only 2 or 3 
times (in the essay by Benedek). Benedek discusses 
the organization of psychic energy and the ultimate 
goal of tracing this energy to its physiologic sources 
and following its variations under social influences. 

Kaufman, like Benedek, reviews the basic postu- 
lates of Freudian psychology and does not bring 
out anything particularly new. He emphasizes, 
however, that a mental event must also be described 
from the physiological point of view. Perhaps it is 
not intended, but his essay seems to imply a certain 
uncompromising attitude which is at variance with 
that of Thomas French and Franz Alexander. 

It is always refreshing for a nonanalyst to read 
the various articles and essays of French and Alex- 
ander. Here, as usual, their contributions are toler- 
ant and open-minded, and since they admit short- 
comings and try to give constructive criticism, they 
impress the reader with the elasticity and wisdom 
of their thinking. French raises the question of 
finding a more flexible dynamic approach to the 
study of the total personality. He points out that 
the motives for repression are by no means always 
the same and that the personifying of the ego and 
the superego, instead of helping, tends to divert one 
from the task of analyzing the integrative functions. 

Alexander, in discussing the therapeutic applica- 
tions of psychoanalysis, deals only with the funda- 
mental principles which serve as the basis of all 
sound psychological methods of treatment, The 
whole tenor of his essay can best be brought out 
by quoting his last paragraph: “In recent years 
a division has become apparent in the still small 
community of psychoanalysts. On the one side there 
are those who feel more satisfied with our present 
knowledge and therapeutic techniques, who are apt 
to look suspiciously upon innovations, and who try, 
therefore, to preserye psychoanalysis in its original 
form. This attitude is opposed by those who are 
keenly aware of the gaps in our theoretical knowl- 
edge and of the weak spots in our therapeutic pro- 
cedure. No matter which of these two attitudes is 
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more valid, it is certain that the mere repetition of 
~ routine and the’ denunciation’ of every new sugges- 
tiôn as a threaf to the purity of psychoanalysis can 
only lead to stagnation. Let me conclude by empha. | 
sizing that further improvements of our therapeutic 
«methods can only ‘result from a’ persistent Te-ex: 
amination of our theory and from a relentless ex. 
perimentation with technical modifications,” 
» * FL. L. Sontat, M.D., 
** + Alton’Ochsner Medical Foundation, | 
“i New Orleans, La, | 


Tuis Is Your Wor.” By Harry A. Wilmer, 
? M.D., Ph.D. (Springfield, Ill.: Charles c 
_ Thomas, 1952.) 


Insofar as thi$‘book deals with tuberculosis, it may | 
be divided into 3 parts, namely: 

1. The Early Period—You and Your Visitors. 
The “early period” is devoted to “living with tuber 
culosis” and outlines the patients’ natural reactions | 
(anger, anxieties, depression, and fears), the neces: 
sity of adjusting to people, the appreciation of “cure i 
and an understanding of the role of visitors, Itis 
difficult but essential that a patient accepts his new 
surroundings, the complete authority of nurses and 
doctors, the so-called “stigma” but necessary segre 
gation and the socio-economic effects of his hospi- 
talization. The natural reactions, if accompanied by 
understanding and hope, are healthy and make tht 
patient more alert and more capable to successfully 
fight the infection. There is no shame in tuberct i 
losis and a graceful “do nothing” attitude is to be 
desired. The fears and misinformation of fri 
and relatives are universal and understandable bit 
can be overcome by frank discussion, realizing 
that visitors also have their own worries, that thet 
visits will undoubtedly decrease but their acceptant 
of your present status will assist you, in the future 
to be accepted in your community. 

2. The Middle Period—You oa 
rium. It is easier to become cure 
than at home and reactivation is less likely to en 
if one waits for official permission to g0 note 
patient should guatd against becoming , sel ve 
tered, the tales,and fears of “old-timers, a! be 
monotony of sanatorium regime. For w pi 
your doctors but realize that, though they wi 
marily interested in your cure, there are not re ab | 
physicians per patient and that the former en ‘il 
human and have their own share of wort | 
frustrations. 

3. The Later Period—You and the ifed 
World. <The fears of going home are inen 
the realization that people outside of sanator! = 
not understand the necessity of continued aa 
cence. On discharge, therefore, a patient $ it 
firm, tolerant, live his former rules, and nh 
explain and teach the important public bai shoul 
personal aspects of tuberculosis. The dae 
also accept the proven fact that all forms Tion aftet 
are secondary to rest and that his behav an 
leaving sanatorium is the most important 
reactivation. pai is ease of 

Further Comments—Tuberculosis is 4 ie are 
all classes of society and the same neurotl 


l 
Your Sonat 
in sanatoriu 
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aes 


and abnormal personality traits* found 


in any cross 


section of sociéty, no more or no less, willbe found | 


in tuberculosis patients. The neurotic trends, may be 
the result of the' restrictions of sanatorium life and 
the experiences associated with chronic diseases, for 
example, social insecurity. One must recognize-and 


tions other than that of therapy. A large amount of 
stimulating material is brought together. 
Ricwarp L. Jenxins, M. D., 
Veterans Administration, 
Washington, D. C. 


study the anxieties of the patient and background of «Tae.CHancinc Years: WHAT TO DO ABOUT THE 


his particular problem. No examination is complete 
without a study of the personality and social adjust- 
ments of the patient. T th ae 
_ Tuberculosis is now placed on the list of psychoSo- 
matic diseases even though tuberculosis is produced 
"by the tubercle bacilli, and it is believed‘that many 
psychosomatic manifestations noted in tuberculosis 
patients play a major role in the aetiology, progress, 
and recovery of the disease, a x 
The records #1181, 1183, and 1185 have been*pre- 
pared and follow more or less the same plan as the 
book. They would be useful to speakers when ad- 
dressing certain groups. á $ 
J. F. Simpson, M. D., © 
* Ontario Department of Health, 
Toronto, Ont. 


Tae Psycuorocy or Tuinxinc. By W. Edgar 
Vinacke, (New York: McGraw-Hill, 1952. 
Price $5.50.) 


This volume, by an associate professor of psychol- 
08y at the University of Hawaii, undertakes a syste- 
matic discussion of facts and theories related to 

thinking. There are included such varied but kindred 
topics as consciousness and the field of attention, 
ideas, imagery and imageless thought, the mecha- 
nism of thinking, logic, concept formation, problem 
Solving, imagination, autistic thinking, creative 
pe the internalization of experience, and atti- 

„Central affectional relationships are stressed as 
vital factors in the internalization process. Ethno- 

Stntrism is a specific instance of such internalization. 
he author believes that the central-peripheral or 
motor theory of thinking, along lines first suggested 

Villiam James, is mich more tenable than the 

ties holding that thinking is purely a central 
ane Thinking sis a process having both 
k aa aner determinants. Outer determinants 

Bis ikely to prevail in logical thinking, in the 
laton, type of concept-forming Jand transfer 

ea mad in problem-solving. Concepts consti- 
“Tink ai Systems of organizing meanings that 
‘contrast ü with the individual’s past experience. In 
7o Aoa the foregoing, imagination is deter- 
a distincticg y inner conditions. Under imagination, 
i n. ween those processes evoked 


Rho 


iston is made bet 
chiefiy Y by external stimuli, although determined 
inner tendencies, and those that are evoked 


To the fon influenced primarily by internal stimuli. 
i an the name of imaginative thinking is 
tter are cla ples are play and projective tests. The 

fanta; . assified as autistic thinking, and include 

here is oa and wishful activity. 

Ses of th; i ort to relate light cast upon the prdces- 

theories, 8 from the treatment situation to facts 

Concerning thinking evolyed from a 


Wide ran 
ge z s ee) 
of experiments and observations in situa- 


Menopause. By Madeline Gray. (Garden 
City, N. Y.: Doubleday & Company, 1952. 
Price: $2.75.) j 


This reassuring book is written for the women 
(some 18 million in the United States every year) 
who are undergoing the changing years of middle 
age. Based on the ancient principle that knowledge 
casts out fear, its aim is to counteract the old wives’ 
tales and superstitions that handicap so many women 
at this time. It is packed with information, helpful 
suggestions, and human interest stories by way of 
illustration. The author is sure of her facts (she 
includes an impressive list of 29 authorities whom 
she consulted) and, what is more important, she is 
sure of her values, as the chapter on “Love after 
Forty” will attest. This chapter alone would make 
the book outstanding. Largely because of the phi- 
losophy expressed here I should like to recommend 
the book especially to the women who might not 
think of reading it: girls in late adolescence. Armed 
with knowledge of the body’s natural processes and 
a wholesome concept of marriage they would ap- 
proach the later years with confidence. 

Judging by the author’s experience with a surgical 
menopause and by tales told by friends of similar 
experiences, a good many surgeons would profit 
by reading this book to gain an understanding of 
the woman's point of view. 

The book includes a bibliography for further 
reading and an index. 


` 


M. V. L. 


Rorscmaca’s Test III. Advances in Interpretation. 
By Samuel J. Beck, Ph. D. (New York: Grune 
& Stratton, 1952. Price: $5.50.) 


It becomes obvious on reading this book that the 
author is presenting not isolated facts but an inti- 
mate understanding of human behavior and an ex- 
position of the extent to which it can be evaluated 
by the Rorschach test. Personality is complex and 
the text avoids oversimplification. In a time when 
condensations, abstracts, and introductions seem the 
order of the day, it is a real asset to have a publica- 
tion addressed not to the beginner or the “inter- 
ested,” but to the serious student. 

Beck places proper emphasis on the evaluation 
of the personality structure per se and its psycho- 
dynamics, and only secondarily does he offer 
implications for diagnosis, prognosis, and therapy. 
The text is so written—and this is a distinct ad- 
vantage—that it does not lend itself for use as a 
“cook-book” for test diagnosis. Test responses are 

» seen by the author as reflecting the subject’s ex- 
perience of life, which is not directly related to his 
overt behavior. The synthesis of the raw data into 
a description of the personality structure and the 
translation of these terms to those of probable 
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manifest activity, and to current psychiatric 
nosology, are meticulously illustrated by the 4 case* 
studies presented. Beck describes the final interpre- 
tation as a blendifg of experience with the Ror- 
schach test, empathy with the data on hand, under- 
standing of the psychodynamics, and use of the 
appropriate psychiatric terminology. 

Perhaps the only disappointment is that Chapter 
II, “Advances in Interpretation,” is only 49 pages 
in length. The case studies that follow, however, 
serve as “a statement of where the Rorschach test, 
as I use it, is at the present time.” 

Hersert D6rKEN, JR, PH. D., | 
Verdun Protestant Hospital, 
Montreal, Que. 


a 
Tue 1952 Year Book or NeuroLoGY, PSYCHIATRY, 
AnD Neurosurcery. Edited by Roland Mackay, 
M.D.,'(neurology), Nolan D. C. Lewis, M. D. 
(Psychiatry), Percival Bailey, M.D. (neuro- 
surgery)" (Chicago: The Year Book Pub- 
lishers, 1953. Price: $6.00.) 


The section on neurosufgery that was missing in 
the 1951 edition of the Year Book reappears in the 
present volume which is larger by about 50 pages 
than the preceding one. There is no change in the 
panel of editors. 

In opening the section on neurology, Mackay out- 
lines certain major trends in the clinical, research, 
and treatment fields, One striking feature has to 
do with cerebral localization. For decades the goal 
seemed to be to mark out like patches in a vege- 
table garden with fairly definite boundaries specific 
areas of the cortex mediating specific functions, 
overlooking more or less the liklihood of the brain 
operating as a whole. Latterly a reverse tendency 
has been in evidence. “It is as if, having taken 
the brain apart with doubtful justification, we must 
now put it together again to see it operate.” 

Electroencephalography is being applied in ever 
widening fields, but interpretation has not been 
without confusion because of lack of understanding 
of the “fundamental meaning of the action poten- 
tials or their algebraic summation in the tracings 
as recorded.” 

Mackay mentions, as of particular importance, 
work on the activator and depressor functions of 
the HE ei and mesencephalon (Magoun, Jas- 
per, and others) that may throw light on the prob- 
lems of consciousness and psychic activities and 
eventually lead to a “better formulation of human 

ior in neurologic terms.” 

Promising work on vaccines against polio and 
encephalitis is being vigorously carried on. 

The editor notes that papers on neurosyphilis 
rarely appear now, “a most astonishing revolution 
in neurology and a tribute to the prevention and 
adequate early treatment of syphilis.” 

Nolan Lewis in his introduction to the secti 
on psychiatry points to four main trends in current * 
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work: psychosurgery, psychosomatics, pharmaco. | 
logic studies, and psychodynamics. 5 

He notes that the amount of psychoanalytic liter. 
ature constantly increases but that brief abstract. 
ing would be unsatisfactory. He refers to the Yeg 
Book of Psychoanalysis and especially to the Ay. 
nual Survey of Psychoanalysis, the first volume of 
which appeared in 1952, as adequate reference 
sources for those interested in psychoanalytic liter- 
ature. 

Other comprehensive surveys in book form of 
special fields are Psychotherapy with Schiso- 
phrenics, which brings together contributions of 
14 authors; Manic-Depressive Psychosis and Allied 
Conditions, an excellent review of the literature as 
covered by 1,200 references; a remarkable volume 
titled The Biology of Mental Health and Disease, 
issued by the Millbank Memorial Fund, to which 
108 authors in a wide range of disciplines con 
tributed. in| 

An up-to-date manual in the field of forensic psy- 
chiatry has been long overdue. "Two such works 
were published in 1952: Davidson's Forensic Psy: | 
chiatry and Guttmacher and Weihofer’s Psychiatry 
and the Law. . vag 

Reinstating, on general demand, the Section on 
neurosurgery, Bailey takes note of the widespread 
and increasing interest in this subject aroun the 
world, Young surgeons fi various countrie 
are training in the United States and returning {0 
their homelands to practice their specialty. T 
published reports naturally tend to reflect 
special interests of the,schools where they trained, 

It is interesting but not astonishing that the 
Russians, true to form, claim priority for ma 
contributions to this field. The editor lists a fev 
as reported by Kromov: the Haidenhain suture 
the scalp, use of muscle for hemostasis, developmen 
of the bone flap, autotransplants for skull defects, 
fascia transplants for dura mater defects, hl 
of brain heruiation, repeated puncture in ‘treating 
brain abscess, and total removal of brain abscess 
with capsules. bd . ie 

For the record Bailey outlines certain mules 
in the development of neurologic surgery in AIST 
beginning with"Bechterew. W 

The scope of neurosurgery has extended yi 
siderably within the recent past, beyond even 
remarkable innovations of Harvey Cushing: | i 
of the new pioneers are mentioned: Frazier \ 
connection with the spinal cord), Peet m srintel 
(the sympathetic system), Mixter (he 
disks), Moniz and Lima (psychosurgery ih lust 

The Year Book does not claim to be ae f 
It must be kept within reasonable limits. 
it runs to 600 pages, including the indices. vib a 
a fair sampling of the literature of $ T an 
countries and is amply illustrated. Critica no 
tations by the editors accompanying 4 numi Book 
the abstracts enhance the value:of the a 
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LETTER FROM PERU EER 
HONORIO DELGADO, M.D.,1 Lima, Peru 


It is especially pleasing for me to initiate 
my collaboration in The American Journal 
of Psychiatry with this letter. I consider ade- 
quate to comply with the kind invitation of its 
Editor with a brief discussion of the orienta- 
tion and principles that govern the teaching 
of psychiatry in the National Major Uni- 
versity of San Marcos (Universidad Na- 
cional Mayor de San Marcos). The special- 
ized treatment of mental patients started 
in Peru 4 centuries ago. The hospital of San 
Andrés of Lima, built in 1552, included with 
that purpose’ a section called “Loqueria” 
(madhouse). The above-mentioned univer- 
sity was founded by the Emperor Charles V 
in1551. But the teaching of psyĉhiatry as an 
independent course began only in the present 
century, in the year 1916. Before this date 
mental pathology was a part of the course of 
legal medicine. The first professor of psychi- 
atry was Dr. Hermilio Valdizán who died in 
1929. He studied the specialty in Europe as 
4 pupil of Sante de Sanctis. 

The undergraduate medical studies in Peru 
are carried out in 7 years, which are pre- 
ceded by 2 years of premedical instruction. 
After completing 5 years of high school the 
students take 9 years of university courses: 
To the Faculty of Sciences (one in each of 
the 4 National Universities in Peru) and 7 
abd in the Faculty of Medicine of the Uni- 
ed of San Marcos, which is the only one 
pave a medical school. The last year of 
fe 18 exclusively devoted;to internship 

ies, 

me ae not have regular graduate instruc- 
REA a wish to specialize ina 
Dital seni do so by working i hos- 
ie a gts with or without official connec- 
a the teaching staff or travelling to 

ee ates with fellowship appoint- 
most of Ka their own means. Previously 
lately the Unité ao training in Europe; 
Went choice, ‘ 


rp; 
Unive 0r Of Psychiatry, Faculty of Medicine, 
ity of San Marcos, Lima, Pert. 


Psychiatry is taught as an annual course in 
the sixth undergraduate year, with 3 weekly 
lectures, one of these including a clinical con- 
sideration of a patient. In addition, the stu- 
dents divided in small groups spend 2 hours 
in the mornings in psychiatric wards or dis- 
pensaries. 

From the beginning the teaching of psychi- 


®atry has been closely connected with that of 


general medicine. Valdizan and I have striven 
to avoid the consideration of mental disorders 
as an isolated specialty, but rather as part of 
the training of the future practitioner. Such 
orientation has made possible the establish- 
ment of medical psychology and psychoso- 
matic medicine as regular courses in the Fac- 
ulty of Medicine. The first one is given in 
the preclinical period and the latter, which for 
some time was considered as a complement of 
physical diagnosis, is today connected with 
the internship work. 

The fundamental idea we support in the 
psychological interest of the somatic patient 
is the difference and reciprocal relationships 
between the ailment and the illness. We con- 
sider as illness, in its strict sense, the organic 
alteration of the body, caused by an infection 
or other pathogenic agents; and we under- 
stand by ailment the suffering motivated by 
the feeling of being ill. The concept of ill- 
ness corresponds to an objective fact, and 
that of the ailment to a subjective experience 
in which the emotional factors have a con- 
siderable part. These emotions, particularly 
fear and anxiety, play the main role in the 
reperctission of the ailment upon the illness. 
Theoretically, the illness is produced by the 
influence of external factors (infections, 
toxic, traumatic, etc., agents), and with the 
intervention of internal factors (hereditary 
and acquired constitution, evolutionary crisis, 
condition of less resistance, etc.). The ail- 
ment, on the other hand, develops in relation 
with the harmful situations and experiences 


tates has been a more fre, of the subject. It is obvious that in the con- 


crete reality the factS cannot be easily related 

to the interplay of these dynamically linked 

series, the causal-somatic "and the psycho- 
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genic. But its analysis, as far as it is possible, 
is essential for the formation of a criterion 
that will be fair, both to the somatic and the 
psychic aspects of the patient. 

The second main characteristic of the ori- 
entation we give to the teaching of psychiatry 
is the division of the course into 2 parts. Dur- 
ing the first semester the student is instructed 
in psychopathology. The abnormalities of the 
various functions are considered starting 
with those most easily isolated and finishing 
with the most complex. Special importance 
is given to the abnormalities that constitute 
symptoms of mental illness, and to the rela- 
tionship of the psychic states and dynamics 
to the mission of the physician in all kinds of 
patients, in addition to those strictly psychi- 
atric. Thus the first part of the course serves 
to prepare the student in the systematic 
knowledge of the psychic deviations and in 
the methodical task of penetrating into 
another’s mental realm, gettirig acquainted 
with its content and structure, It is a dis- 
cipline that is scientific, as normal psychology 
(familiar to the student since the years of 
premedical instruction), and practical, es- 
timating the symptomatic significance of the 
abnormalities: a sort of psychiatric pro- 
pedeuctics, 

The second semester is devoted to special 
psychiatry, that is to the different illnesses— 
psychosis ( enous and endogenous), ab- 
normal ie dispositions (oligophrenia, 
abnormal personalities and psychosexual ab- 
normalities), and abnormalpsychic reac- 
tions (neurosis and other reactions and de- 
velopments). We give special importance to 
the neuroses. The course concludes with a 
telatively ample discussion of psychotherapy 
and with some fundamental notions concern- 
ing mental hygiene and forensic psyehiatry. 
: Tis understood that the instruction is so 
gtaduated that it meets the requirements of 
the preparation of general practitioners, but 
in such a way that they have ample, precise, 
and practical information enough to diagnose 
and treat the light cases, referring the others, 
after a tentative diagnosis, to the specialists. 

The third main characteristic of our teach- 


ing is the importance giyen to the phenome-™ orders we accept not only the influence of 


nological method. We Consider that in psy- 
chiatry, as well as in any’other field of science 
and art, the'fundamental point is the recogni- 
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tion, as complete as possible, of the facts and 


‘as clear and accurate description as feasible, 


The ideal is to understand the palpitating 
reality of the patient, the way in which he 
lives in it and its phenomenal structure, and 
the effective ties with the rest of the con- 
scious activity of the subject. Without this 
conception one lacks the factual and essential | 
base for the proper estimation of the total | 
psychic disorder and the personality of the 
patient. , | 
Tt seems to us that the phenomenological _ 
precision is necessary and basic tota knowl 
edge of both the dynamic and the genetic 
process of the psychic disorder. Extracon- 
scious factOrs of biological or psychological | 
nature, or both, intervene in such process. In 
consequence, its interpretation means the in- 
troduction of suppositions or hypotheses. It 
becomes evident that in order to interpreta 
process it is pecessary to define previously the _ 
nature of the phenomena with which the 
process manifests itself, Also it is necessary 
to distinguish the process of succession of the 
psychic phenomena in their patent ensemble 
from the process in which the phenomena do 
not show an evident link. In the first case we 
understand the flow and the configuration of 
the experience and conduct; in the second 
case we do not understand but we explain 
them, either with psychological, biological, 
or physio-psychological hypotheses. 
Finally, in teaching we follow the principle 
of the greatest possible simplicity in the mat 
ter of interpretation. We are convinced E 
for the discovery of the truth the abuse 0 
doctrines is as pernicious as a gross empii 
cism. Thus, although we initiated in Lima the 
psychoanalytic movement, we avoid explana- 
tions with the mechanisms and compi 
when their application is not really plausible. 
We let the students know the different ppv" | 
choanalytical theories and the corresponding 
psychothērapeutic methods. But we exp ai 
to them the existing differences between i 
discoveries and effective findings of i ‘ 
and his pupils and the uncritical dor 
generalizations lacking foundation. ee 
with regard to the genesis of the psychic te 
social’and physical environment, but a i 
causative role of the conditions re dd 
constitution and heredity. The finding 0 
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kind of influences does not mean the lack of 
action of the others. Both are effective in all 
sorts of mental disorders, but the endogenous 
factors are of prime importance in the devel- 
opment of psychosis, and the exogenous fac- 
tors have a similar significance in the prov- 
ocation of psychoneurosis. Freğd himself, 
especially in his first studies, accepted the 


` power of heredity in all the neuroses. 


In summary, in Peru we try to reach in 
the teaching of psychiatry an objective and 
critical knowledge, avoiding the extremes, 
equally false, of psychologism and organi- 


w 


g 


cism. The understanding of the limits of our 


` present knowledge and the visualization of 


the everyday problems of clinical work con- 
stitute the most powerful stimulus for re- 
search, and this is attracting a constantly in- 
creasing number of our young psychiatrists. 

In concluding this letter, in which I have 
endeavored to present the teaching aspect of 
our efforts, it is a pleasure to express to the 
Editor my sincere appreciation for extending 
to me the kind opportunity of approaching 
the readers of The American Journal of 
Psychiatry. 


FAITH AND DELUSION IN PSYCHOTHERAPY 
Tue Ur-DEFENSES OF MAN? 
JULES H. MASSERMAN, M.D., Cuicaco, ILL. 


Psychotherapy has been so variously and 
curiously conceived that were I merely to re- 
view its protean definitions I would spend 
my allotted time in tuning my instrument 
and running arpeggios rather than in sound- 
ing new themes and developing their impli- 
cations. Nevertheless, certain recognizable 
chords have to be struck if only to assure 
everyone that we are in the same familiar 
concert hall. Thus, psychotherapy has been 
limited to “any process that leads to the es- 
tablishment of insight in the patient’”—in- 
sight, of course, representing that mutually 
happy state in which the patient professes ac- 
ceptance of the current formulations of his 
therapist. This definition, when held by quite 
different schools of psychotherapy, has led 
to rather militant clashes among the various 
divisions of therapists and patients, each 
under the banner of a different set of eternal 
verities. Unfortunately, the melee has been 

` rendered all the more confusing by the dis- 
quieting paradox of patients who had sup- 
posedly achieved the various brands of daz- 
zling understanding, yet were pathetically 
unable to apply this wisdom to the solution 
of their personal problems. Occasionally, in- 
deed, such patients seemed to cruise about 
submerged in oceanic depths of “insight” and 
in touch with external reality only by a thin 
throatful of air—a condition one of my ir- 
reverent colleagues has aptly termed status 
schnorkelis. On the other hand, a disconcert- 
ing number of patients who for various rea- 
sons (including sheer ennui) had broken off 
their therapy before plumbing such uncon- 
scious deeps have nevertheless proceeded to 
lead happy and useful lives, often quite ir- 
rationally grateful to their therapists. 

Such considerations multiplied manifold in 
time and space led me nearly a decade ago to 
relinquish the phantom of verbal “insight” as 
merely a narcissistic projection of the thera- 


1 From the Department of Nervous and Mental 
Diseases, Northwestern University. 

Condensed from the presidential address to the 
Illinois Psychiatric Society, May 27, 1953. 
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pist’s own intellectual brilliance, focused on 
the patient purportedly to illuminate his path, 
but really casting shadows that as often con- 
fuse and mislead him. Instead, in my book 
on the subject, I defined psychotherapy as any 
procedure available to the ethical practitioner 
that helps the patient become happier, more 
creative, and better adjusted in his familial 
and social milieu. This definition seemed 
operational, pragmatic, and inclusive enough 
—and yet it too had its defects. For instance, 
it was pointed out by my materialistically 
minded friends that, since the “mind” could 
only be sensed as body in action, the term 
psyche in psychotherapy was redundant and 
all psychiatric treatment really consisted of 
influencing the body, ultimately by chemical 
or physical means, to change its modes of ac- 
tion and adaptation. With this stricture we 
can all agree—providing that the “indirect 
means” referred to be recognized to include 
the processes of reciprocal communication | 
and induced experience implicit in all forms — 
of psychotherapy. In this sense, the confident 
manner of the physician before he pushes 
the electroshock switch, the kindly libations 
and ministrations of the nurse who once 
again leads the patient out of awesome ob- 
livion, or the priestly gown, ritual, and reti- 
nue of the lobotomist before and after the 
patient’s cerebral immolation—or for that 
matter, the proper diploma and the hagiolat- 
rous picture or bust of Freud in the analysts 
office—are all as physiologically pertinent as 
are the direct or indirect physiochemical ma- f 
nipulations they precede or follow. i 
Here, then, we seem to have come full 
circle, and to have arrived once mon i | 
point of recognizing how deeply attitu gi 
concepts and wishes resonate with that m 
ternal economy of the body we call r 
ology and that external economy we Hf 
havior. But, possibly our argument has 3 
been circular but rather spiral; perhaps "f 
have arrived at a higher dialectic in the il 
mission that it is precisely these somatic 
determinative attitudes, concepts and wish 
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however “fantastic” or “unrealistic,” that lie 
at the very core of all therapy. To continue 
this antithetical progression, let us examine 
the direct opposite of the usual concept that 
psychotherapy is based upon the dissipations 
of misconceptions and the recognition of 
some favored system of putative “truths.” Is 
it possible, instead, that psychotherapy actu- 
ally consists in the re-establishment of certain 
delusions necessary to all mankind? Is it 
conceivable that these protean and all-em- 
bracing delusions are so essential in protect- 
ing us against harsh reality that existing 
without them would be as excruciatingly un- 
bearable as existing without our skin? 


Man’s ULTIMATE DEFENSES AGAINST ANX- 
zEtY—His Ur-DELusIONS 


Those of us assigned by well-courted fate 
to teach what we do not ourselyes quite un- 
derstand often experience the delight of hav- 
ing our students help us part way out of our 
doubts and perplexities. Such aid was granted 
me some years ago when, after a series of 
lecture-seminars on the so-called mechanisms 


- of ego-defense, I was forced to admit on 


Pointed cross-questioning by an intelligent 
group of psychiatric residents that our stand- 
ardlist of ego-defenses was not only unneces- 
sarily discursive and vague, but also unsatis- 
fyingly superficial, Thus cornered, I re- 
Sorted to a hoary pedagogic escape: playing 
Socrates questioning the gods (i.e. ante 
hemlock) I reversed the field of play by ask- 
ig my confreres, as trained and thinking hu- 
ee beings, to join with me in formulating a 
zee list—one that might have evolutionary, 
oe as contemporary modal, validity. In 
‘i ee my query ran about as follows: Con- 
ee „puny man, blessed with almost bound- 
times Sery, but cursed since Paleolithic 
aes With an intelligence that perceives about 
ae vast, chaotic, infinitely threatening uni- 
oun ey at any moment to harm or de- 
ie im. What basic defenses can—nay, 
—he evolve, else suffer from anxiety so 
able Pervasive that life would be intoler- 
a a not here detail the development of 
that oo discussions ; I need only say 
Peated T a period of years in which I re- 
om Xperiment in group-introspective 

8y with succeeding classes of students 
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the same significant answers welled up. In 
brief purview, these were to the effect that 


_at least 3 basic processes are as essential to 


man’s “psychic” economy as, to quote a phys- 
iologic analogy, independence of motility, res- 
piration, and nutrition are necessary to the 
maintenance of his “bodily” integrity. These 
three psychologic maneuvers, in fact, consti- 
tute what may be called the Ur-defenses of 
man. Each of the 3 is contrary to the bitter 
evidence of our senses, and may therefore be 
called “wishful,” “fantastic,” or indeed “de- 
lusional”—and yet each is an article of faith 


So universal as to approach all that man can 


know of truth—namely, what he believes by 
common consent. Let us now examine each 
of these curiously unrealistic, paradoxical 
but ubiquitous, Ur-defenses of man individ- 
ually as to its origin, its nature, and indis- 
pensability, and finally its pervasive role in 
therapy. 


THE DELUSION OF INVULNERABILITY AND 
IMMORTALITY 


The first of these delusions is essentially 
simple: it denies danger and death categori- 
cally by affirming man’s triumph over both. + 
To the encroaching threats all about him man 
pledges himself a silent reassurance: “Noth- 
ing can really hurt me, I am inviolate!” 
Then, expressing this in strident heroics, he 
climbs earth’s mountains or explores her 
wastes and her deeps; he flies faster than 
sound; he tames or kills his larger animal 
enemies and brews potions to control his 
microscopic ones and, in what may be his 
final Promethean challenge, he has even es- 
sayed to tamper with the cataclysmic forces 
of the atom. True, each hollow but resound- 
ing triumph opens new vistas of danger, but 
then man can always raise the suicidal banner 
of “Excelsior !,” never daring to question his 
belief that the direction is ever onward and 
upward toward universal mastery. 

To this delusion of invulnerability the phe- 
nomena of individual death would seem to be 
an incontrovertible and final corrective—but 
here too, man’s needs and ingenuities (not 
to say his ingenuousness) have evolved an 
effective answer. To begin with, no man can 
really conceive of his own death, for the sim- 
ple reason that he has never “really” experi- 
enced it. Sleep, coma, oblivion, yes, but 
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always with a subsequent awaking—a phe- 
nomenon epitomized in the universal belief 
in some form of resurrection for those who, 
though they have gone back to rest in the 
womb of earth, will yet rise to life everlast- 
ing, Nor is man content with anticipating 
this merely ethereal reincarnation; here on 
earth, too, his influence must remain. One of 
his techniques for assuring this is to leave an 
“attested will’ —a curious term derived from 
a frank custom almost universal among our 
Roman-Gothic ancestors of taking the most 
solemn oaths upon their most cherished and 
demonstrably immortal of possessions—their 
testicles. Thus each man’s success is con- 
tinued by his “successors,” and his “will” 
pre-empts control of his property through 
endlessly successive generations. And even 
when children are not forthcoming, men still 
believe that their “name’”—and therefore 
themselves—will be immortalized in other 
ways, if not in their imperishable works of 
art or of science, at least in their preserved 
bodies or in their indestructible granite 
monuments. Thus the Pharaohs saw to it that 
their own august persons, duly and eternally 
mummified after the soul temporarily “passed 
on,” were placed in ageless pyramids so that 
they would have a permanent base of opera- 
tions here on earth as well as in the land of 
Ra, This we now call ancient superstition— 
and yet Jeremy Bentham, the apotheosis of 
all current “atheism” and “rationalism,” like- 
wise decreed in his will that his embalmed 
head should preside forever at all meetings 
of the Council of the University of London, 
else by posthumous influence he would “dis- 
inherit” that institution. And so also the 
humblest of us strives for actual continuity 
of flesh and blood through progeny, for en- 
during fame and power, or at least for a 
name carved on headstone marble to be (sic) 
“venerated” by all within reading distance. 
But at this point even the more patient of 
my auditors may begin to recall wistfully 
that, whereas the title of this dissertation had 
reference to delusions, it also mentioned 
something about psychotherapy. Let us there- 
fore deal immediately with how the first of 
our Ur-defenses—the delusion of personal 
immunity and immortality—bears intimately 
on all forms of therapy. Immediacy is possi- 
ble, but comprehensiveness is not; indeed we 
can here merely touch upon a few of the in- 
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finitely numerous and complex ways in which 
this defense molds the beliefs and fashions 
the techniques of both therapist and patient, 
Here is an inadequate sampling: 

First, we may consider the amazing variety 
of therapeutic techniques which at first sight 
seem to have nothing in common but their 
inexplicable, even though partial, effective. 
ness. Physicians throughout the ages, in 
their own attempts to assert empiric mastery 
over the unknown, have treated their patients 
with bloodletting, purgation, suction-cupping, 
drugging, local or general broilings or freez- 
ings, the induction of convulsions, the re- 
moval of tonsils, colons, adrenals, or other 
organs, and the production of greater or 
lesser injuries to the central nervous system, | 
And patients, apparently likewise motivated _ 
by a desire to meet and master such chal- 
lenges, have avidly submitted themselves to 
these ordeals and asked for more—as did an 
anxiously brave patient of mine who after 37 
terror-inspiring and ineffective CO, comas 
administered by a general practitioner as a 
“new cure for nervousness,” had insisted she 
be given the full course of 70 else she could 
never forgive herself “for having failed to 
exploit the full possibilities of the treatment. 
In effect, we can never judge the inherent 
validity or effectiveness of any form of the” 
apy, whether it be dianetics, hypnosis, o 
electroshock, simply by the number of people 
who, having explored and withstood it, report’ 
that they feel much better: so does anyone 
after surviving any trial of his strength 0 
threat to his integrity. In fact, perhaps the 
most seductive of the many delusions ° 
knowledge and power that tempt us as physt 
cians springs from our patients’ avidity 1% 
almost any procedure that we can devise n 
prescribe, and for their wishful assertion thit 
they have been benefited by it. If I a 
allowed another presidential privilege— 7 
of coining at least one new word during 
term of office—I might call this the phe 
nomenon of iafrophilia, and place it among | 
the many folies à deux which becloud the t° 
lationships between physician and patients E 

But are we psychologists and psychothers 
pists immune to such sins of power i ! 
pride? Unfortunately, we are not—it haf 3 l 
needs a glance at the bitter divisions aa 
criminations among us to disclose how pal 
man we are in this respect. True, as We 


| 
| 
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see later, the very urgency of our own faiths 
in our several systems may in itself be deeply 
reassuring to patients who come to us seeking 
certainties, however spurious, in this uncer- 
tain world. Nevertheless, if we define a sci- 
entist as a man who, in addition to his other 
irrational faiths, believes also in (a) his own 
critical faculties and (b) the delight of dis- 
covering those subtle correlations among dis- 
parate concepts which constitute the essence 
of both science and humor—then we can also 
act as scientists as well as therapists and cast 
a reflective eye upon our own thinkings and 
doings in both capacities. 

Let me illustrate this by a story that in- 
volves what Bacon would have called one of 
our Idols of the Marketplace—the current 
adoration of a Janus-faced concept called 
Psychosomatic Medicine. The worship of 
this idol is, as we well know, conducted in 
dedicated meetings of the faithful and ac- 
cording to a somber litany composed chiefly 
of resounding and felicitous ambiguities. 
Please do not misinterpret my serious senti- 
ments in this sphere ; during 20 years of re- 
search I myself have been seeking to clarify 
the principles that simultaneously apply to 
both external and internal (ie, “psycho- 
Somatic”) behavior, and my own first and 
Still incompletely regretted contribution to 
Psychoanalytic literature concerned an in- 

1 Yestigation of what might be called the bio- 
dynamics of anorexia nervosa. Yet during 
the past decade I have watched the increas- 
mg Concern the development of what ap- 
aya to be quite another form of “psy- 
Pics. namely, the derivation of seem- 

» ee, i 
ormulae” for = teers the cna ents 
Grease quite nonspecific and variable 
vers of total function. In many such 
exercises it seemed to me that little more had 
ie done than select some particular facet 
€veryone’s experience, utilize an inex- 

i ‘stbly free-wheeling but unprecise vocab- 
Re of terms, and thus derive some “psy- 

ae formula” or other whose accept- 

id oa on its superficial plausibility 

lity eames of determining its va- 
any Gi Tel evance, or even its meaning by 
test, zd Objective clinical or experimental 
ae time ago, when I was particularly 
invited to y this problem, I was, of all people, 
€cture before a group of internists 


th ` 
© general topic of psychosomatic medi- 
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cine, I accepted, in the hope that I could 
share my tribulations with my audience and 
that in this manner we might once again ap- 
proach a clearer understanding. Let me here 
recount briefly the story of that lecture and 
its almost incredible denouement. 


THE PSYCHOSOMATIC PROFILE OF AN IN- 


GROWN TOENAIL 


I began my quite informal talk by pointing out 
that the Cartesian riddle of a trilogy of spirit, mind, 
and body acting upon each other respectively 
through the soul and the pineal gland had been re- 
solved in logical positivist metaphysics by regarding 
such distinctions merely as differently conceived 
parameters of the same phenomenology, the “ulti- 
mate” nature of which was scientifically indetermi- 
nate. Thus also in medicine, it was not a question 
of the interaction of “psyche” and “soma,” but of a 
simultaneous, study of all determinable aspects of 
external and internal behavior—a concept that made 
the term “psycho-somatic medicine” itself doubly re- 
dundant. True, basic physiologic experiences could 
be elaborated into highly symbolic behavior : for in- 
stance, a sudden grasp and utilization of external 
reality actually could be accompanied by a quick in- 
halation and regarded fancifully as a “spiritual inspi- 
ration” (spiritus: air), as though it were analogous 
to the neo-natal gasp; similarly, an attempt to re- 
tain the fantastically incorporated universe could be 
equated with retarded expiration and expressed in 
asthmatic respiratory disturbances. So also in the 
gastro-intestinal sphere longings for external susten- 
ance could be accompanied by hypersecretion and in- 
creased peristalsis, symbolic riddance by colonic 
spasms, and so on through various other systemic 
manifestations. Such bodily participations were as 
demonstrable as the more obvious vasodilation in 
the cheeks accompanying a blush for shame or a 
cardiac arrhythmia during fear ; indeed, a multitude 
of such facts could be marshalled into what might 
be called dynamic correlations of the physiology and 
economy of total behavior. Quite different, however, 
is a recent tendency to depart from such mundane 
correlations and soar into that rare and unencum- 
bered atmosphere where the outlines of the hard 
facts below become a little blurred and one can be- 
come enraptured in untrammelled flights of verbal 
fantasy. Concepts thus engendered, of course, re- 
main intrinsically human and often engagingly po- 
etic; nevertheless, any resemblance they might have 
to scientific formulae may be either purely coin- 
cidental or, quite possibly, seriously misleading. To 
illustrate this point in my lecture I proceeded to 
parody such a priori derivations by improvising a 
Psychosomatic Formula for an Ingrown Toenail. 

Consider, I said, the toenail. Anthropologists have 
pointed out that man’s mind developed when his 
arms were freed of the task of locomotion so that 
he could walk about the earth in an upright posi- 
tion, manipulating its resources and thinking about 
the heayens. Moreover, osteologists tell us that all 
of this in turn depended upon the hallux and its 
toenail. But, libidinally speaking, the nail represents 
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even more than this. Actually, it is the most pro- 
tuberant part of the body, hard and rounded; in lo- 
comotion it describes a most suggestive to-and-fro 
movement—obviously, then, it is a basic penile sym- 
bol displaced, for a change, downward. But let us 
also remember the anatomic origin of this important 
little phallus, namely the natl-bed—also a most sig- 
nificant term. This in turn consists of an imvagina- 
tion of vascular tissue into a zone called, with intui- 
tive propriety, the stratum germinativum or matrix 
—a region consummately feminine in its conforma- 
tion, physiology, and import. Here, then, we have a 
psychosomatically significant microcosm; a womb- 
equivalent ever generating a masculine imago which 
normally goes forth to meet, explore, and conquer 
the external world. 

But now consider what happens when this normal 
functioning is disrupted by frustration and conflict: 
when, specifically, the erect nail is stubbed and 
traumatized, or is too long opposed by unyielding 
reality in the form of a repressive shoe. Clinically 
and perhaps personally we know the effects all too 
well: the nail, particularly at the peripheral por- 
tions of its individuality (or more technically, its 
“ego boundaries”) turns about and digs its way back 
into the flesh of its origin. To those properly in- 
doctrinated with psychosomatic understanding, how- 
ever, a much deeper significance can be discerned 
in this process. It will be obvious, indeed, that the 
counter-cathected ungual masculinity, blocked from 
its exteriorizing libidinal outlets, introverts upon 
itself and eventually even seeks final regression 
through the mechanism of re-encapsulation and vas- 
cularization—i.e., a return to uterine existence. This 
formula, derived as it is by analogic thinking en- 
lightened by metapsychologic insight, could of course 
stand on its merits alone about as well as others de- 
rived from similar research endeavors ; fortunately, 
however, it can be further validated by objective 
clinical observation. Thus, it can be demonstrated 
that analysands of both sexes with ingrown toe- 
nails actually do have masculine aspirations and 
intra-uterine fantasies, and the mere fact that analy- 
sands without ingrown toenails have the same un- 
conscious dynamisms seryes merely to emphasize 
once again how the study of the abnormal can re- 
veal profound truths about all mankind. 


Here I ended my Lecture on Psychoso- 
matics, rewarded by what I was sure was an 
understanding gleam in the eye of some of 
my listeners and trusting that, though I 
lacked the ribaldry of a Rabelais or the sub- 
tlety of a Voltaire, I might still have aroused 
a healthy whimsy of doubt about some of the 
verbal gymnastics that pass for serious think- 
ing and investigation in the field. Imagine 
my consternation, therefore, when on meet- 
ing some of the members of the audience 
days and weeks later I was actually congratu- 
lated on the clinical and analytic perspicacity 
with which I had derived the specific dynamic 


formula for the etiology and possible therapy 
of that hitherto unexplored psychosomatic 
eo onytosis, or ingrown toe 
nail! 

It was I, then, who had been naive in so 
casting my discourse. I had not recognized 
how precious and ingrained was the power of 
the Word and the Formula ; how avidly even 
trained and intelligent physicians will cling 
to the belief that, if only they can evolve and — 
invoke the proper incantation, large or small | 
diseases from onychocryptosis to alopecia | 
can be magically exorcised and made to van- 
ish on command. Thus also has semantics; ` 
in a pseudopsychiatric form called “general,” 
occasionally been prostituted from its right- 
ful place as a branch of logic and converted 
into a craft of word-magic which promises 
that if a patient can distinguish his past 
hatred of pater/sub-one from his present love 
of all paters/sub-n, he thereby converts him- 
self at once into a loving son and dutiful citi- 
zen. Or if sounds alone fail to re-explore and 
reorder the universe, why then sounds plus 
magical action surely cannot fail. Hence one 
organizes the cacophony of nature according 
to man-made “harmony” and “counterpoint” 
and dances to this in rhythmic control over 
the universe (musical therapy and calisthen- 
ics) ; or one masterfully beats materials into 
desired shapes in occupational therapy; of 
in a final burst of histrionic thaumaturgy 
one alters the past, present and future by the i 
simple device of re-enacting one’s experience 
according to one’s desires—a process called 
psychodrama. As Jung, in his penetrating 
book Psychology and Alchemy pointed out m 
the early days of analytic theory, man has al- 
ways sought verbal and material Philoso- 
phers’ Stones with which to transmute the 
dross and unwanted into the valued, com 
trolled and subservient, using about the same 
terminology in both pursuits. And in line 
with the first of his Ur-defenses—that of a 
denial of vulnerability and the delusion 0 
power—man presumably will always yea 
and seek for the Ultimate Secret Form 
in his every field of anxiety-ridden endeavo™ 


Fo 

THE SECOND UR-DEFENSE: THE DELUSION 0 

THE OMNIPOTENT SERVANT F 
fact half 


But the hour is getting late—in still 
the twentieth century is gone—and we: 


1953] 


have to deal with 2 more of man’s basic de- 
lusions. Let us therefore consider briefly the 
next of these: one that may be termed the 
Ur-defense of the Mastery of the Omnipo- 
tent. This is designed to bolster and indem- 
nify the delusion of nonvulnerability in-a 
most subtle and satisfactory way. The motif 
of this second Ur-defense can pe paraphrased 
as follows: 


Even supposing I were mortal and vulnerable 
(which I stoutly deny) yet would I still possess a 
way of controlling the universe here and hereafter, 
seen and unseen. For lo!, my mind has created 
wondrous Beings who know and control all—and 
yet these Beings are conceived as my servants! In- 
deed, it is I who have named them, assigned them 
their abodes in my pantheons and devised the se- 
cret ways by which I can force or induce them to 
domy bidding. By calculated good fortune, I learned 
these ways in my childhood when I found them 
marvellously effective in controlling my parents, 
For towering and powerful as these parents were, 
and puny and weak as I was, I could still bend them 
to my will. I learned to supplicate pitifully, or to 
bribe with small favors to get large ones, or to 
threaten to destroy my parents’ prized masterpiece 
which was myself—or, as a last resort, to appear 
temporarily to abide by their current rules in order 
to secure ultimate indulgence and control. And so 
also these divineyBeings whose feet are on earth 
but whose heads I have placed in the very heavens 
these Beings too are subject to my wiles, my 

eats or my obeisance. I but praise them a little 
and they smile fondly on me; I give them a burnt 
an and in return they shower upon me all 

idly favors—or I abide by their commandments 
or a while on earth and I am granted a life in 
laven serene and everlasting. 


And so, as Aristophanes and Andrew Lang 
ae Out long before Freud, man has 
ir fated gods in the image of jealous but de- 
Sted parents ever since he could give per- 
alized names to his memories, And since 
"wi are universal, there has never been a 
‘a cither So primitive or so emancipated 
lack a belief in some abstract Being (or 
a T principle or system) which he pur- 
a understands and can therefore pre- 
Y control to his advantage. Witness 
bac, Comte, that other rationalist par 
ife Saa who spent the last years of his 
the ising a ritual for the actual worship 
most pao Of Society, with himself as their 
iene ed high priest. For such reasons 
with” ie neither “oppose” nor “agree 
bole. for that matter. “collaborate in”) 
8Y, since heuristically both are the 
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study and expression of man’s essential 
faiths. In this sense also, psychiatry can 
never pass upon the “existence” of the gods 
except as necessary to man’s being, yet each 
psychiatrist with special insight into the 
yawning depths of human anxiety continues 
to offer prayerful thanks in his own way to 
his personal god for so forming man that he 
could create and take comfort in theologic 
systems. Meanwhile, irrespective of how we 
here explore and re-formulate such beliefs, 
untold millions of men for untold genera- 
tions have found and will continue to find 
refuge in their religious shrines, comfort in 
their religious practices and security and 
tranquility in their personal deities, whether 
these take the form of the universal Aton, 
the taskmasterish but protective Yahweh, the 
wise and dedicated Brahma, or the gentle and 
loving Christ. 

Unfortunately even as I write these para- 
graphs I realize that they will satisfy no one. 
For the advocate of each theo-philosophic 
metapsychologic, or scientific system must 
continue to believe in its pre-emptive or ex- 
clusive “truth” or else suffer renewed pangs 
of uncertainty, just as the mathematician 
must have faith that the cosmos is but an 
equation which he will write or eventually 
solve, or the atheist must cherish the notion 
that his own wisdom is so transcendent that 
he can know there is no God. Thus harrassed, 
I can only take recourse in a remark I made 
once in reply to a cleric who had asked me, 
after a lecture in New York, how I dared to 
speak as I had in the face of the Revealed 
Truth possessed and sold solely by his par- 
ticular sect. “Wise men,” I replied, “tradi- 
tionally come only from the East—whereas 
I’m merely from Northwestern University. 


THE MEDICINE MAN AS PRIEST 


But inner relations of faith, belief, and 
healing are rendered even more complex, 
though therapeutically more controllable, by 
another circumstance, namely, that man can- 
not be satisfied by ethereal servants alone, 
but demands their representatives in flesh 
and blood here on earth. Accordingly each 
god has a priesthood to whom his powers and 
prerogatives have been delegated, and to 
whom men can appeal for service in the satis- 
faction of their basic needs. Such priestly 
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obligations, of course, include magic aid in 
hunting meat and raising food crops, pro- 
viding water and wine, destroying mortal 
enemies, authorizing procreation, blessing the 
offspring and finally assuring the passage of 
each believer’s soul to the comforts of an 
eternal after-life. All of these functions re- 
lieve fundamental human anxieties, hence 
there is no society without its priesthood. 
However, another ministerial duty is to re- 
lieve bodily pain and discomfort, hence also 
the overt role of the priest as medicine man 
in early ages and societies, and the covert 
identity of the 2 in the conscious or uncon- 
scious attitudes of the faithful. Nor have the 
basic methods empirically developed and 
used by both priest and physician lost their 
essential similarities, Thus the priest in re- 
capitulating the soothing lullaby by which 
the troubled child was cradled, calmed and 
put at rest, provides a sheltered, quiet, dark- 
ened temple around the softly lighted figure 
of the protective deity and repeats the simple, 
monotonous cadences of the litany to the ac- 
companiment of rhythmically rocking cen- 
sers, Thus also does the hypnotist arrange 
for his subject’s undistracted and trustful 
rapport, put him at ease and lull him to rest 
and sleep with soft repetitive suggestions—a 
form of surcease inherent in many forms of 
reclining therapy, from dianetics to dream 
analysis. Nor is this form of relationship 
necessarily undirectional; the therapist, too, 
glories in his own illusion that he can, solely 
by the gaze of his eye or the somber spell of 
his voice, reverse time and space into “regres- 
sion” and command illness begone. I have 
elsewhere remarked that it is an alert hypno- 
tist who knows who is hypnotizing whom; 
here we may add that it is also a wise thera- 
pist with any technique that knows who is 
gaining most unconscious satisfaction from 
the treatment, especially when the latter be- 
comes unnecessarily dramatic, lucrative, or 
prolonged. 


THE ORDAINMENT OF THE HEALER 


But yet one more consideration is here rel- 
evant: the priest must be properly indoctri- 
nated, faithful and in good standing with his 
colleagues, else he will not be trusted either 
by them or by the laity. This set of require- 
ments was carried over by secular physicians 


when they ostensibly separated their func. 
tions from those of their more directly sac- 
erdotal colleagues. Accordingly, cults of 
physicians, especially among the self-dedi- 
cated suborders of specialists, have in all ages 
demanded that novitiates comply with strin- 
gent requirements as to training, ordainment, 
and loyalty. Conversely, such cults have been 
equally ruthless in their condemnation of a 
nonconforming or heretic member, and cor- 
tespondingly active in arranging for his 
prompt excommunication. An interesting his- 
torical example in the field of neuropsychi- 
atry, perhaps with pregnant modern conno- 
tations, is the following. 


About the year 1800 Franz Joseph Gall, a physi- 
cian and teacher who had made sound contributions 
to neurology (e.g., he described the decussation of 
the pyramids), launched what he called the “science 
of phrenology” based upon the following proposi- | 
tions: (1) The brain is the organ of the mind; H 
(2) The mental powers of man can be analyzed into 
various faculties or propensities; (3) Each of these 
has its seat in a definite region of the brain; (4) 
The size and shape of this region determines the 
relative dominance and power of the corresponding i 
faculty; and (5) This can be determined by e% 
ternal examination of the skull. y j 

We are not here concerned with the validity of | 
these propositions. As it happens, the first 2 area 
cepted tenets of physiology and psychology orn 
and in the third also, Gall showed amazing presei 
ence: probably by sheer coincidence, his ge 
cortical areas (29, order; 30, eventuality; 3% tim ‘a 
33, language; 34, comparison ; and 35, causality iy i 
correspond closely to quite modern concepts 0 ) 
frontal lobe functions. What is more apropos i ae 
interests is that around these theories Siaa 4 
an English disciple of Gall, assembled a can af 
pupils, and later welded them into a Sd i 
Phrenology dedicated exclusively to Gall’s a vai 
own teachings. Each member of this schon l 
first required to have his own head examin nd 
then to examine a certain number of heads uai 
controlled supervision. If, after sufficient experi fe 
he could pass a prescribed examination he var 
nally admitted as a fullfledged member ‘is i 
Phrenological Society, entitled to practice scone 
a subspecialty distinct from the rest of w ete 
chiatry. This Society waxed into a power "plished 
national Association which for 20 years i diret 
an international Journal of Phrenology at fi 
tory of qualified phrenologists. Pecu a ty 
Gall’s lectures in Vienna were jnterdicte i 1 
government in 1802 as “dangerous to aaa 
an event that, of course, expedited e S ents 
of phrenology by the self-styled inteni} qar | 


But then the inevitable happened; “scientifi 


rels over terminology, methods of Ga 
“short-cut” diagnoses broke out anions Ge l 
bership of the Society, and bitterly schis 


These groups were led away from 
jpurzheim, Combe, and various other 

each of whom claimed the pres- 
f the master. Finally, after Gall’s 


d ‘What was valuable and therefore 
| it was reincorporated into neurology 
Ty, whereas what, in Biblical para- 
‘be called the sounding of trash and the 
mbols was relegated to the quack and 
tent, where they still persist. 


account of phrenology is, of 
ely cited as a historical curiosity 
eflection, direct or implied, on 
essarily prolonged and highly 
(but perhaps unnecessarily in- 
ethods of training or certification em- 
us subspecialties today. Never- 
psychiatrists, possibly subject 
m blind enthusiasms, cannot afford 
minders as to the unfortunate 
d cultists that get so autisti- 
lated and polemically involved as to 
e ther with the rest of medicine or 
Auman material and needs from 
chery and practice originated. 


2APEUTIC TECHNIQUES 
i Le 


ve cannot leave this topic without con- 
final parallel between religious and 

= methods, especially those utilized 

cs of group therapy. While 
| Of treatment basically concerns a 

u of persons, priest and votary or 
a atient, it is also true that the 

ithin this group can be almost in- 
a d if basically significant in- 
al mo tivations and relationships are 

hed. In fact, a relatively new and 
ice can be evoked in this manner: 
mutual support and strength ex- 
mmon by.a group with a 
2 common leader, a common 
Set of common techniques 
icerted action. Upon such bol- 
“trelationships among the faithful 
church organizations of the 
nd the same potent “social” 
lied to what we have seen is 
Mary purposes of religion: 
‘his can be conducted as an 
the dogma, as in Christian 
$ various religious shrines; or 
tices may be made ancillary 
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to the specific faith, as in the Episcopalian 
Immanuel Movement; or a general trust in 
a less specifically designated Divine Provider 
may be made prerequisite to medical aid and 
social acceptance, as in Alcoholics Anony- 
mous or in mixed religious services at mili- 
tary hospitals. However, once a community 
of belief and leadership has been established 
either in the chapel or the clinic, almost any 
of the methods we havealready reviewed may 
be used to tighten group cohesion: rhyth- 
mic movements in unison, and participation 
in joint chanting, singing, or instrumenta- 
tion. The salutary effects of such concurrent 
beliefs and enterprises on each member of 
the group are the same: a feeling of belong- 
ingness among those of his kind, and an op- 
portunity to gather strength with which to 
face and eventually master alien worlds out- 
side. The dangers inherent in both aspects 
of such group interactions also have interest- 
ing parallels: in religion, proselytizing sec- 
tarianism ; in psychiatry, almost equally mili- 
tant cohesion among disciples of one or 
another cult, whether it be client-centered 
therapy, psychodrama, or Recovery, Inc, De- 
spite such drawbacks—and there are many 
which, conveniently enough, we do not have 
time here to mention—a deeper exploration 
of the wondrously useful illusions that un- 
derlie interpersonal relationships and group 
therapy is probably the most urgent task fac- 
ing statesmen, theologians, psychiatrists, and 
everyone else for the next several generations. 


THE THIRD UR-DEFENSE; MAN’S KINDNESS 
TO MAN 


This brings us to the last of man’s Ur- 
defenses (a cynic might say his ultimate de- 
lusion), namely, that in time of need one can 
seek and actually obtain succor from one’s 
fellowman. Many a misanthrope has pointed 
out that in nearly all his variegated societies 
man lives in a harrowing hypocrisy : he must 
profess to love and trust his neighbors, yet in 
the practical details of life his interests would 
be better protected if he acted on the assump- 
tion that these neighbors were his rivals and 
possibly also his enemies. But if this were 
consciously accepted as true, life would 
hardly reach the equilibrium of Thoreau’s 
“quiet desperation,” indeed, whether or not 
each of us pretended to omnipotence or to be- 
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ing the special darling of the gods, much of 
our waking day would still be spent in what 
Adolf Meyer called a paraphrenic panic. The 
situation is saved, however, by another uni- 
versal delusion evolved from a third misin- 
terpretation of infantile experience. Just as 
the Ur-defense of Omnipotence dates from 
the preconceptual period of so-called primary 
narcissism, and just as the Delusion of Magi- 
cal Mastery dates from the blind service ac- 
corded us by our parents, so does the pro- 
fessed ideal of human trustworthiness date 
from a somewhat later period of childhood, 
when we have learned to recognize our par- 
ents (and especially the mother) as human 
beings apparently actuated by self-sacrificing 
devotion to the satisfaction of our needs. It 
is for this reason that the word “mother” is 
one that, Goethe’s Mephistopheles to the con- 
trary, must never be desecrated in any lan- 
guage, and why we can signify no greater 
loyalty than to profess our faith in some 
Mother Church, or be the loyal sons of some 
Alma Mater. True, father also comes in for 
some wishful yearning, as exemplified in our 
names for priest or pope, in our reverence 
for the Father of our Country, or in the very 
term “patriotism,” but it is the quintessence 
of unsullied maternalism expressed in figures 
such as the pervasive Isis or the devoted 
Mary which the frightened child of any age 
wishfully reads into his fellow man, and into 
whose arms he wishes to throw himself for 
the peace that passeth understanding. And it 
is this relationship, certainly at first and per- 
haps in deepest fantasy always, that our pa- 
tients seek in us, whatever methods we may 
employ to help them repress and at the same 
time gratify this yearning. It is not surpris- 
ing, then, that a recent survey of various 
“schools of psychotherapy” revealed that the 
prime factor that determined success in each 
is the kindly, receptive, covertly reassuring 
and heartening attitudes of the therapist. 
True, the skillful psychiatrist, having re- 
evoked this wishful infantile troth or “ma- 
ternal transference,” will use every means 
available to make such a regression progres- 
sively less necessary. In effect, he will at- 
tempt by analysis, guidance, and implicit 
example to dispel his patients’ fears of the 
outside world sufficiently to make possible a 
re-transference of trust and dependence to 
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family, friends, mate, and children ; once this 
is accomplished, the patient may further ex- 
plore these more “mature” relationships, find 
them available and satisfying and thus gradu- 
ally relinquish the therapist fantasied as a 
parent-figure. But beneath this process ever 
lies a delusional theme that is never truly 
surrendered: someone must and will care for 
me as once my mother did, else there is no 
goodwill toward men and therefore no peace 
on earth for me. 


THE FINAL ESCAPE: SURCEASE IN SEX 


I am certain that ever since we emerged 
from a discussion of man’s cosmic and theo- 
logic delusions into the field of human rela- 
tionships we have felt on surer ground—not 
because the fantasies involved have been one 
whit less esoteric, but because we are less 
familiar with the landmarks in the deeply re- 
pressed spheres of narcissistic and magico- 
religious power than with those in the field 
of parent-child relationships. Parenthetically 
please note that in the latter area too we atè 
appraising even the “familiar” landmarks ` 
from a somewhat different angle, namely, the 
therapeutic implications of the child’s concept 
of its parents as completely devoted and evet- 
available servants, and the later misapplica- 
tion of this in making reasonable and un 
reasonable evaluations of, and demands upon 
various parental facsimiles or surrogates: 
There remains, indeed, one other relationship 
which may be similarly re-evaluated evet 
though it has received, if anything, more & 
tended and avid discussion and analysis t 
the dependent and pre-emptive aspects of out 
fantasies. I refer, of course, to that ultra- 
popular field of human interest and expre 
sion—sex. But here again let us emphasiz 
one unique-aspect of sexuality usually ue 
lected in academic discussions, though a 
in actual experience. In brief, I refer to that 
feeling of human rapprochement W ie 
transcending mere physiologic satiation, a 
erates under ideal and idealized circumstatt i 
blissful fulfillment of the wish to be reum 
with another human being who, for 2 i A 
while at least, seems ardent, receptive, A 
devoted enough to fulfill our deepest YMD 
ings. That this is not only a transient but mn 
an illusory consummation can never deed, 
admitted by the most realistic of us. In 
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our quest for the will-o’-the-wisp of that 
most intimate of human reunions, usually 
combined with maternal-dependent needs and 
miscalled sexual, is so frenetic and universal 
that a model of a pretty girl with prominently 
displayed breasts can be used to sell us any- 
thing from milk substitutes through mange 
cures to mausoleums. But apart from its 
commercial value, this insight explains a good 
deal more: why our clothes, customs. and 
very languages are designed to accentuate 
sexuality, why an intrinsically dull tome of 
statistical analyses of men’s erotic fantasies 
and boastings can sell several hundred thou- 
sand copies, and why the wishful overevalua- 
tion of the importance of sex has permeated 
our art, our literature and some of our cur- 
tently sacrosanct psychodynamic formula- 
tions. Indeed, it is a startling concept, and 
otie that even we as objective analysts are 
prone to discard indignantly on sight, that 
pethaps the “libido theory” with which we 
were until recently so preoccupied—a theory 
that traced all human behavior to narcissistic, 
oral, anal, or phallic forms of “eroticism”— 
is in itself an elaborate intellectualization of 
this last of our Ur-delusions: that through 
the potency of sexuality and procreation we 
can here on earth achieve infinite commun- 
lon, obliterate the intolerable anxiety of iso- 
httion, and even assert the divine prerogative 
Of creating life itself. 


Copa 


t. This, then, is a dim and shadowy delinea- 
tion, as though seen in a mercifully fogged 
| nitro, of the Ur-defenses men cherish and 
| i by. In these reflections we have, of 
f; urse, not dealt with other “verities”—the 
at agonal “realities” which both the physi- 
Sciences and the humanities (psychiatry 

i analysis included) have given us 
lng the with, in understanding and control- 
ene Interactions of man’s structure and 
Re € with those of the universe about 
who Sateen there is none of us here but 
Of the a Justly proud of the effectiveness 
tic a neurologic, psychiatric, and 
Practice of « iques we employ in the daily 
Ot granted ur specialty—these I have taken 
mm faith in, oe need I reiterate my own 
this knowledge and in these tech- 


niques. In that faith I too have spent some 
20 years in laboratory and clinical research 
and now hope that the selfsame Providence 
I called a delusion will grant me yet more 
time for the same blind pursuits. Instead, I 
have dealt here with other parameters of 
human behavior: the areas within which un- 
usual introspective techniques must be em- 
ployed in order to sense delusions with which 
men fill the terrifying vistas beyond the limits 
of human understanding and control. Indeed, 
it may even be well to reconsider the appro- 
priateness of the term “delusion” when ap- 
plied to ubiquitous concepts of invulnerabil- 
ity, power, and communion so consummately 
necessary to man’s very existence. True also, 
these wishful assumptions, needful preju- 
dices, essential convictions, categorical be- 
liefs, articles of faith—our language has no 
single word or phrase that encompasses the 
protean subtleties here required—these axi- 
oms of imagery here miscalled delusions are, 
of course, only asymptotically approached but 
never attained in our strivings. And this, too, 
constitutes a fertile source of frustration and 
conflict, the multitudinous effects of which 
we may, perhaps profitably, consider on some 
later occasion. 

However, we may here recall the 2 ques- 
tions posed early in this inquiry, to wit: 
“What in the world are delusions?” and 
“When in the name of heaven are they neces- 
sary?” Let us now answer both tentatively 
as follows : Delusions, here expanded in scope 
of meaning, are the denials and the substitu- 
tive or compensatory beliefs necessary to 
make each man’s world seem a little more 
like the heaven he wishes. Freud, in para- 
phrase, also said once in the same vein, “It 
is the paranoiac who is desperate because he 
truly sees man’s hatred of man; the rest of 
us must irrationally deny this to conserve 
our peace of mind.” As to therapy, my pres- 
entation has not “proved” the thesis that 
treatment must in part be directed toward 
restoring and respecting man’s cherished 
and essential delusions—but then, very few 
dissertations “prove” much beyond the fact. 
that the speaker can read his own writing. 
Nevertheless, we dare not disregard the evi- 
dence that delusions, in a deeply humani- 
tarian sense, are indeed sacred, and that we 
tamper with them at our patient’s—and our 
own—peril. 


QUANTIFICATION OF THE SEVERITY OF OVERT PSYCHOTIC ~ 
SYMPTOMS 


D. WELLS GOODRICH, M.D. Berresps, Mo. 


This report presents a research rating 
chart? to aid hospital psychiatrists in ex- 
pressing the severity of a psychotic illness. 
The utility of a reliable rating scheme that 
expresses symptom severity, as judged clini- 
cally, in quantitative terms will be apparent 
to all researchers who have been faced with 
the problem of comparing other research ob- 
servations with the degree of over-all inca- 
pacity produced by a psychosis. 

In times when much clinical research must 
rely upon only part-time participation by the 
psychiatrist, an instrument that requires no 
more information than he routinely has avail- 
able for all patients under his care, an instru- 
ment that can be filled out and scored in 15 
minutes, and that requires little or no special 
orientation for the clinician would seem to 
have practical advantages. 

When explicitly defined, such judgments 
as “slightly improved” and “markedly im- 
proved” or “severe symptoms” and “asymp- 
tomatic” have had considerable practical ap- 
plication; the present effort is to provide a 
set of simple criteria which, it is hoped, may 
contribute to further standardization and in- 
creased reliability in expressing clinical judg- 
ments for psychiatric research purposes. In 
dealing with patients as severely disturbed as 
hospitalized psychotics, experience suggests 
that rather simple criteria do reflect the de- 
gree of current incapacity produced by the 
illness, Nevertheless, it should be recognized 
that this scale has little utility in assessing 
highly complex changes or in evaluating non- 
hospitalized psychotics, psychoneurotics, or 
patients with other behavior disorders. Nei- 
ther is it designed to detail any aspects of the 
underlying psychotic process such as precise 
patterns of intrapersonal conflict or interac- 
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tion. No attempt has been made to reflect un- 
conscious conflicts, personality assets, or vati- 
ables that may on theoretical grounds be rele- 
vant. (Interesting recent work by Lorr and 
Jenkins(7) has aimed at such more complex 
rating scales.) It should be understood, 
moreover, that a poor rating on the present 
scale does not necessarily reflect prognosis or 
progess in any aspect of the psychosis other 
than in overt symptomatology. On the other : 
hand, it is in this very circumscribed goal and 
pragmatic nature of the scale that its contri- 
bution to increased reliability of clinical psy- 
chiatric judgments exists. ; 

The impetus for developing this series of 
ratings arose in 1949 when a quantitative ex- 
pression for severity of psychotic illness was 
required for comparison with other quan 
titative data obtained in a behavior labore 
tory(1). The original framework for the 
scale was modified from the categories of the 
mental status as taught to, Harvard medi 
students and residents at the Boston Psycho 
pathic Hospital(2). In choosing individ 
items 3 criteria have been employed; (1) that 
the item be generally accepted by psychi 
atrists of diverse schools of thought as a 
flecting or accompanying psychotic Pi 
ality disorganization; (2) that the item a 
capable of semantic expression in terms’ i 
are subject to minimal misinterpretation TE 
(3) that the item require only the usual ¢ a 
cal behavior observation and routine mi 
viewing by the psychiatrist in order A f 
scored. In addition, items that seemed ‘i 
cult to express on a quantitative continu 
were eliminated, even at the expense 0 ; 
ficing certain judgments that frequently 
included in the mental status. 


PROCEDURE ia 

1. The psychiatrist enters an ph ‘| 
value (1, 2, 3, or 4) opposite each a 
(appetite, sleep, recent memory, 1o (see 
tivity, and so on) on the Rating Shee! “ninel 
Appendix.) The correct value 1s ete vif 
by referring to the Criteria for Quan 
tion of Psychotic Symptom Severity: 
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2. Blank spaces on the rating sheet and on 

the list of criteria are provided for entry of 

| special symptoms, if such symptoms are felt 
| to be of particular significance for the case 
being evaluated. For example, under the 
category Unreal Beliefs and Delusions the 
clinician may wish to rate change in 2 or 
more specific delusions over a period of time 
rather than make an inclusive judgment for 
this entire symptomatic category. Thus the 
somatic delusion “my brain is sawdust” and 


Age 
al 


Sex Description 

M Acute undifferentiated schizophrenic 
reaction, severely regressed and 
disorganized. 

F Chronic hebephrenic schizophrenia, 
hallucinated, cyclically disturbed, 
periods of fair interpersonal con- 
tact. 

M Acute manic-depressive depressed, 
motor retardation, suicidal pre- 
occupation. 

F Mild agitated inyolutional melan- 
cholia, insomnia, tremor, self- 
aceusatory preoccupations. 

M Mild hypomanic reaction, subsided, 
ready for discharge from hospital. 


Case 


B.L. 


BE. 35 


SI 64 


GG. 48 


D.D. 41 


the paranoid delusion “the nurse is poisoning 
me” (which may be considered to have vi 
different dynamic significance) may be en- 
tered in the blank spaces and rated separately. 
3. For each evaluation date, these values 
are totalled and divided by the number of 
items rated,® 
__4. The resultant score reflects the degree 
of behavioral disturbance and incapacity. For 
f ach individual item the value 7 represents 
k: © most extreme degree of the symptom, 2 
moderately severe degree, 3 a slight degree, 
and 4 the absence of the symptom. 
aa Comparison of the final scores obtained 
SA pe of repeated evaluations, which 
nai coe be inspection of the patient’s 
eae Coe indicates the course of the pa- 
eka on the same sheet a glance at 


R IREEN 
q tiene sake of simplicity, weighting individual 


of the iis avoided at this stage in development 


the column above each final score will indi- 
cate a symptom profile. 

In an exploratory manner this method has 
been applied in making 181 clinical evaiua- 
tions of 58 acute and chronic psychotic pa- 
tients. The data indicate that the scale is 
sensitive both to small fluctuations in symp- 
tomatology and to major remissions or re- 
lapses. For values illustrative of ratings 
on various types of psychotic patients, see 
Table 1. 


TABLE 1 
ILLUSTRATIVE RATINGS ON Various Types or Psycuotic PATIENTS 


Me 

Physi- Tmo. 1), tal. Final 
cal Senso- Behav- tional con- Total rat- 
state rium ior state tent score ing 
2.5 2.0 1.0 1.2 7 40 1.4 
2.5 3.0 1.7 2.2 2.5 66 24 
2.3 3.9 3.1 2.6 2.5 81 2.9 
EPCOT BaP Yt Fat Pi Dantas Mae 
40 40 39 °'36 39 107 38 


For the over-all clinical rating, the follow- 
ing relationship of psychotic illness seems to 
hold true: rating of from 1.0-2.0, extreme 
behavior disorganization requiring vigilance 
by hospital staff; from 2.0-3.0, severity re- 
quiring “security ward” care; from 3.0-3.7, 
severity requiring open convalescent ward 
care; and from 3.8-4.0, not requiring hospi- 
talization, or patient ready for discharge, 

These values were obtained through ex- 
perience with rating the 58 patients noted 
above, the majority of whom were scored by 
the psychiatrist on admission to the hospi- 
tal, a second time during the course of re- 
covery(1), and again at the time of discharge 
from the hospital. Formal studies to establish 
the significance of these scores await future 
research, as do inter-rater reliability studies 
and factor analysis of items. Nevertheless 
presentation of the scale at the present stage 
of its development is believed justified on the 
basis of the current need for psychiatric rat- 
ing scales with adequate face validity. 
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To devise a method of simplifying so com- 
plex and variable a phenomenon as a clini- 
cian’s estimate of his patient and to do this 
in such a way that many different psychi- 
atrists will find the technique compatible with 
their own ways of judging their patients is 
an ambitious goal. Malamud and Sands(5) 
have reviewed the needs for such a rating 
scale, and Wittenborn(6) has discussed its 
usefulness. In view of the fact that a num- 
ber of rating scales have in the past been 
carefully created without finding wide appli- 
cation beyond the institution of origin, it 
would seem worthwhile to outline briefly 
certain problems. 

Most appropriately, any clinical rating 
scale should have a limited goal. This is not 
only advisable to attain reliability but also 
appropriate because complex aspects of per- 
sonality observation and description prob- 
ably require more complex measurements. 
With this in mind, the present scale was de- 
vised only for use with hospitalized psy- 
chotics to quantify 1 aspect of the illness, 
namely, the severity of symptoms. 

In order to facilitate scoring, the number 
of variables to be accounted for in rating 
each individual item should be minimized. 
Wherever feasible, simple quantifiable crite- 
tia should be introduced. Thus, time was 
used here as an aid in expressing degree of 
disturbance in sleep, personal care, unusual 
behavior, and mental content. Furthermore, 
it has seemed advisable to avoid quantifying 
mental content in terms other than of fre- 
quency and degree of incapacity. The utili- 
zation of slightly different concepts, such as 
obsessive doubt and alogical thinking(5), as 

separate points on the same continuum is a 
prevalent defect in the Malamud-Sands and 
other scales(3, 7) and should be avoided 
whenever possible. 

In recognition of the fact that psychotic 
symptoms cannot all be realistically ex- 
pressed on the same type of continuum, a 
rating system should be as flexible as possible 
in this respect. Thus, in regard to expressing 
disturbance in sleep, weight, appetite, cleanli- 
ness, motor activity, socialization, speech 
production, and certain aspects of the emo- 
tional state, the norm lies between the ex- 
tremes of deviation; whereas in regard to 
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undesirable symptoms such as sen: 
fects, speech incoherence, bizarre b 
mood instability, and abnormal m 
tent, the norm lies at one extreme 
continuum. Here again this distinc 
not been adequately recognized in | 
scales (3, 5, 7). 
The situation for which a clini 
instrument is devised should be defi 
the type of personnel for whose us 
designed should be indicated. Thus, Li 
and Meyer(4) and Rowell(3) ) 
sented psychiatric behavior scales 
explicitly designed for use by ni 
attendants in a mental hospital setting, 
Finally, with the appearance of a 
of promising clinical rating scales fi 
research psychiatrists, there is a d 
need for comparative studies that v 
to define the particular applicability 0 
instrument as well as the comparatiy 
abilities of various types of items. 


SuMMARY 


A new psychiatric research 
for use by hospital psychiatrists in 
ing quantitatively the severity of a pi 
incapacitation due to psychotic sym 
presented. Criteria for designing 
scale are briefly discussed. The adva 
such an instrument lies in the fact th 
way quantitative values are obta 
may then be statistically compared 
research data. 
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‘I. PHYSICAL STATE 
A. Appetite 


1, Eats something every 
` hour of day 


. Tube fed 


B, Sleep 


1, Difficult to arouse at 
any time 


i No sleep 


C. Weight 


1, 40% or more over 
expected weight for 
height and age 


1, 30% or more under 
expected weight for 
height and age 


Headache 

sthma 
Cardiospasm 
Psychogenic vomit- 
ing 


Peptic ulcer 

{ h Symptoms require 
Patient's hospitaliza- 
tion 


TL. SeNsorum 
A, Memory 


L 
Complete amnesia for 
Tecent events 


af 
Complete amnesia for 
temote events 


LD B. Orientation 
h aant know year or 
age, month, date 


. 


. Always 


. Will eat only with 


. Loss of recent mem- 


. Loss of remote mem- 


APPENDIX 


Overeater 


3. Eats 2 servings at 
meals or always eats 
between meals 


has extra 

serving at meals and 

always eats between 
Undereater 

3. Eats one complete 


D. Psychosomatic Symptoms 


persuasion meal (or equivalent) 
Drowsy 

. Sleeps over 12 hours- 3. Sleeps 9-12 hours/24 

/24 hours hours 
Insomniac 

. Sleeps 1-3 hours/2q4 3. Sleeps 4-6 hours/24 

hours hours 
Overweight 

. 20-40% over ex- 3. 10-20% over ex- 
pected for height and pected for height and 
age age 

Underweight 

. 20-30% under ex- 3. 10-20% under ex- 
pected pected 
Irritable colon Urticaria 
Ulcerative colitis? Angioneurotic edema 
Functional amenor- Etc. (list) ass esoe 
rhea saen $ 
Hypertension 
Neurodermatitis  —  ssssesessreseneer.s 


. Symptom(s) inter- 3: Symptom(s) are sub- 


jectively bothersome 
but do not interfere 
with activities 


fere with certain ac- 
tivities 


(1) Recent 

3. Loss of recent mem- 
ory for major events ory for minor inci- 
dents 

(2) Remote 

3. Loss of remote mem- 


ory for major events ory for minor inci- 


dents 
(1) For time 
. Knows year, not 3. Knows year, month, 
month or date not date (or day of 


week) 


4. Within 


4, No psychosomatic 
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CRITERIA FOR QUANTITATION OF PSYCHOTIC SYMPTOM SEVERITY 
(Enter a rating—t, 2, 3, or 4—for each italicized item on the Q.P.S.S, Rating Sheet) 


4. Eats one serving 
three meals a day (or 
equivalent) 


4. Sleeps 6-9 hours/24 


hours 


expected 
range for height and 
age 


symptoms 


4. No loss of recent 


memory 


4. No loss of remote 


memory 


4. Knows date, day of 


week, and own age 
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1. Misidentifies place in 2. Misidentifies place in 
an understandable 


a bizarre manner 


. Complete loss of 


identity 
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APPENDIX—ContinvED 
(2) For Place 


3. Correctly identifies 
surroundings but not 


manner sure of self 
(3) For Person : 
2. Severe uncertaintyas 3. Correctly identifies 


to own identity 


C. Intellectual Functions 


Capacity for abstract 
thinking 
Attention 


. Severe impairment of 


many functions 


III. BEHAVIOR 


= 


4 


A. Personal Care 
1. Cleanliness 


. Smearing feces 


. 50-100% day spent in 


cleaning activities 


2. Clothing 


. Nude 


B. Activities 


1. Overall motor activity 
. Marked overactivity, 


uncontrolled most 
waking hours 


. Marked reduction in 


motility most wak- 
ing hours 


2. Socialization 


. Constantly meddle- 


some 


. Insists on being alone 


C. Speech 
1. Productivity 


. Incessant verbaliza- 


tion 


Intelligence 


Fund of general in- 


- formation 
Calculation 


» 


of 1-2 functions 


Moderateimpairment 3. Sligl 


self but not sure 


Etc. (list): 


pairment of 
one function 


Unclean 


2. Appears extremely 


dirty but does not 


handle excrements 


3. Appears somewhat 


dirty 


Overly Clean 


2. 10-50% day spent in 
cleaning activities 


2. Slightly dressed 


2, Variable overactivity 


but partially con-- 


3. Some overconcern 
about cleanliness 


3. Immodest dress 


Overactive 


3. Mild restlessness 


trolled 
Underactive 
2. Marked but variable 3. Slightly underactive 
slowing in move- 
ments 
Outreaching 
2. Approaches others 3. Approaches others 
very frequently and frequently 
occasionally inter- 
feres 
Seclusive 


2. No spontaneous in- 
terests in others but 
occasionally respon- 


3. Less interest in others 
than is socially ap- 
propriate 


sive when approached 
by others 
Overtalkative 
2. Severe push of 3. Mildly overtalkative 
speech, interfering but permits others to 


with replies 


reply 


[Nov, 


4. Knows definitely 
where he is 


4. Knows definitely who 
he is 


4. Appears clean; no 
overconcern about 
cleanliness 


4. Expected dress 


4. Appropriate amout i 
of activity 


ol 
4. Average speech p 
duction i 
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APPENDIX—ČoNTINUED 
Undertalkative 
1, Completely mute 2. Occasional word 3. Mildly undertalka- 
tive 
2. Relevance 
1, Completely incom- 2. Fragmented speech, 3. Associations rather 
prehensible speech occasionally compre- loose but usually 
hensible comprehensible - 


D. Unusual Behavior (Adornment, Activity or Speech Production) 


Compulsive acts Unusual personal Blocking, scanning, 
Waxy flexibility decoration slurring 
Masturbation openly Stuttering 
Conversion symp- 
toms tae 
1, Present 50-100% of 2. Present 10-50% of 3. Present less than 
the time the time 10% of the time 
IV. EMOTIONAL STATE 
A. Mood 
1. Type of Disturbance Euphoric 
1, Exhilirated, ecstatic 2. Obviously euphoric 3. Somewhat overen- 
thusiastic 
Depressed 
1. Deeply depressed 2. Obviously depressed 3. Slightly despondent 
2. Stability 
l Dramatic uncon- 2. Labile mood, some- 3. Variability of mood 
trolled mood swings what controlled 
B. Tension Anxious 
1, Panic 2. Anxious or agitated 3. Slight tension 
Apathetic 
1. Complete apathy 2. Moderate loss of 3. Slight diminution of 
initiative ~ former initiative 
C. Affect 


1. Appropriateness of Affect 


: Completely bizarre 2. Definitely inappro- 3. Slightly inappropri- 
et priate affect ate affect 


1. Extremel: É 2 . 
istic wo) antago- 2, Unfriendly opposi- 3. Superficially agree- 
DS and difficult to tional attitude but able but subtle oppo- 
Eproach approachable sitional attitude 


v. Menta Content 
A. Repetitive Thoughts (not delusional) 


Obsessive Preoccu- Ideas Of referere Ete. (list): .....+++ 


Dations r 
Ideas of unreality Ideas of influence Aa an sent 
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4. Relevant coherent 


speech 


4. Appropriate 


4. Mood invariable 


4. No tension and ap- 
propriate energy and 
initiative 


4. Appropriate affect 


4. Cooperative in an ap- 
propriate manner 
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i APPENDIX—CONTINUED 
1a Frequency 
1. Present . 50-100% 2. Present 10-50% wak- 3. Present less than 
waking hours ing hours 10% of time 


j _ 2. Degree of incapacity 
1. Prevent or distort all 2. Interfere with many 3. Bothersome but only 
normal activities activities | interferes with an oc- 
casional activity 
B. Unreal Beliefs and Delusions 


“Delusions of persecu- Nihilistic delusions Ete, (list): ........ 
tion } Somatic delusions ss eens 
Delusions of Lins in 
deur 
“1. Frequency N 


(Same criteria as V. A. 1.) 
2. Degree of incapacity 
_ (Same criteria as V, A. 2.) 


iG Hallucinations (auditory, visual, other) 
MiG Frequency ; 
- (Same criteria as V. A. 1.) 


2 Degree of fncapacity 4 
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Q. P. S. S. RATING SHEET 
Sex: Age: Diagnosis: 
Be- Sa 


9 i Dis- Follow-up 
fore | On | Hospital Progress a 


| 


Date of evaluation 


PHYSICAL STATE 
Appetite 
Sleep 
Weight : y 
Ps-som, Sx.: - 


{ 


SENsoRIUM i iy 

Memory—recent 

—remote 

Orientation—time IRE 
—person 

Intellectual functions: 


Banavior 
Personal care—cleanliness 
—clothing 
Activities—motor activity MBE 
—socialization | 
Speech—production 
— relevance 
Unusual behavior: 


Evoniona Sram 


| Mood—type disturbance 
stability 

| Tension 

Affect—appropriateness 
hostility 


| Manrar, Contunr es 


Repetitive thghts.—frequency 
—degree incapac, 
Delusions —frequeney 
—degree incapac. 
tions—frequency 
—degree incapac. 


Toray Syup.—Snverrry Scorn 


(Divide by) No. ite 
i . items rated (ii 


see ESB R ea 
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THE FUNCTION OF THE “ADMINISTRATIVE GROUP” IN AM 
HOSPITAL GROUP THERAPY PROGRAM* 


BERNARD A. CRUVANT, M.D.,? Wasuincron, D. C. 


The rapid increase in the formal utiliza- 
tion of group psychotherapy in mental hospi- 
tals since World War II has tended to ob- 
scure the fact that group principles have 
always been implicit in mental hospital treat- 
ment programs. In this sense, the question 
as to whether a mental hospital is to have a 
group therapy program is academic since 
patients in a hospital always live in groups. 
The only question is whether this group ex- 
perience is to be useful, meaningful, and 
therapeutically beneficial. 

This essay sketches briefly the experiences 
in the development of a comprehensive pro- 
gram of group and milieu therapy in a mental 
hospital that led to the recognition for the 
need of an “administrative group” as dis- 
tinguished from the “therapeutic group” 
therapy sessions. 

Previous papers(1) described more fully 
the therapeutic program instituted in the 
“maximum security section” of Saint Eliza- 
beths Hospital beginning in 1946. Although 
all of the major diagnostic categories were 
represented, the patients in this building fell 
predominantly into the “personality dis- 
orders” (with and without psychotic reac- 
tion) and the paranoid psychoses, particu- 
larly paranoid schizophrenia. There was an 
appreciable number of severe psychoneu- 
roses, and later a substantial group of “non- 
psychotic” sexual deviates committed as 

“sexual psychopaths.” 

Before the present program was instituted, 
the patients lived under virtually custodial 
care in a restrictive and repressive atmos- 
phere, with little recreational or occupational 
activity. Our first action was to institute 
group therapy sessions on the 2 admission 
wards. Simultaneously, every procedure in 
effect for the care of the patients in the 
building was reviewed, and all restrictions 
that could not be unequivocally supported 


1 Read at the ro9th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2Chief, Psychiatric Service, Saint Elizabeths 
Hospital, Washington, D. C. 
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were removed. Gradually a there 
lieu evolved as additional group 
were instituted and the occu 
recreational program was immeas 
panded. 
Initially, the physician in ch 
service also served as one of the’ 
chotherapists. It was soon disco 
“sripes’—real or fancied—j 
role or status and attempts to mi 
administrator (who could extend 
seemed to be interfering with 
progress in his group. In compar 
led by other therapists it was i 
this was occurring although to 
lesser extent. The personality of 
pist did not seem to be as detern 
hospital hierarchical status. It 
able that these diversionary man 
being utilized by some of the grou 
as powerful “resistances.” Aa 
In addition to interferences by 
manifestations such as transference 
tance, there was a conscious relu 
part of many patients to expres 
and feelings in the presence of 
who they knew, in a real way, ha 
ity and power to use that inf 
effect very real changes in the” 
their living, particularly in the 
ever-greater restriction. This 
inently so whenever material th 
portance to the patient threatene 
in the group discussions, since S 
is often assumed to sound as th 
“dangerous” to the therapist as i 
patient. 


THE ROLE OF AUTHORITY IN 
AND ILLNESS 


A basic principle underlying 3 
psychotherapeutic endeavors 18 
of the impulse-control balan 
roughly equated to the hidden st 
stinctual impulses, and conti 
strength, as buttressed or weake® 
ego factors. Experiences in 


dividual therapy have impressed me with the 
frequency with which relationship to, and 
manner of dealing with, authority is a nuclear 
problem. Where the primary manifestation 
of psychopathology is a tendency to “act 
out” conflicts, then feelings of hostility and 
its economic management is a basic problem. 
This hostility usually arises initially as a re- 
sult of very unfortunate experiences with 
authority. One of the major characteristics 
of the patients in this group is an inability to 
postpone gratification without translating the 
attendant anxiety irito some behavioral mani- 
festation directed toward an immediate real 
or fancied figure of authority. Often the di- 
tection is disguised by seeming to be self- 
defeating or self-destructive. In this view 
the activity is not simply the expression of a 
“need for punishment” but a more complex 
deficiency in maturation with still unde- 
termined factors in causation. 
_With this premise we might consider 
limited or “brief” therapeutic goals with 
patients with primarily autoplastic symptom- 
| atology as emphasizing the need for an in- 
crease in ego tolerance of id drives, whereas 
f with patients who “act out,” particularly in 
serious antisocial behavior, the emphasis is on 
an increase in capacity for ego mastery even 
(if required by the gravity of the social 
Problem) at the expense of potentiation of 
Personality capacities, 
me Consequence of the above, the intensity 
me transference manifestations, particu- 
a X eene transference, that are precipi- 
E ae the course of psychotherapy of 
eae with behavioral reactions are often 
ch quality as to seriously interfere with 
© continuation of treatment. 
ry e foregoing can be considered in es- 
v ©a very sketchy review of the “strategy” 
'onditioning such treatment. Group therai 
general and the “administrati eat te 
Particular e administrative group” im 
Parteis of can be considered as one of the 
iret tactics” used to deal with inter- 
nees in treatment. 


s 
TRUCTURING THE GROUP 


Kan Oe must be structured. There 
Which th e an integrating principle about 
developme group can coalesce and then a 
dividuat ental process during which the in- 

Sin the group finally come to actually 
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deal in a meaningful way with their com- 
munications. It is erroneous to consider that 
group therapy consists of an arithmetical 
collection of individuals, who are more or less 
ill, gathered simultaneously in the presence of 
another person, designated as the group ther- 
apist, who is assumed to be somewhat less ill 
than those with whom he is dealing. 

For the “administrative group,” initial 
structuring along the lines explicit in demo- 
cratic procedures is useful as a time-tested 
procedure for social group operation. In fact, 
a brief preliminary drill in the rudiments of 
parliamentary procedure was found to be 
very beneficial. Virtually none of these pa- 
tients had ever belonged to a club, lodge, 
fraternal organization, or other body group- 
structured for concerted social action. This 
finding would certainly be illuminating in the 
context of current psychological field theory. 

The structured group elects officers and 
conducts its sessions in accordance with a 
previously prepared memorandum of agenda. 
The “administrator as therapist” occupies a 
role roughly analogous to “faculty advisor” 
or “sponsor” and is present only as a liaison 
representative to the hospital hierarchy. 

The rapidity with which even the most 
psychotic patients come to distinguish genu- 
inely administrative complaints by other pa- 
tients in the group and only seemingly real 
administrative complaints, which actually 
represent irrational attempts to deal with 
anxiety, is endlessly informative. It is im- 
portant to establish the principle that individ- 
ual administrative problems or requests 
(such as discharge, transfer, or privileges) 
are not heard in the group meeting but are 
dealt with by the administrator in individual 
conference with the patients concerned. If 
these requests represent, as they frequently 
do, unresolved aspects of illness they are re- 
ferred to group or individual therapeutic ses- 
sions by the administrator or by the group. 
There is thus an additional effect of the ad- 
ministrative group in combating the individ- 
ual patient’s narcissism by vetoing discussion 
of his “personal” rather than the “group’s” 
problems in the administrative group. 

An administrative group meeting is held at 
least once weekly with each group under 
treatment, and more often if requested by 
any of the groups. The meeting is attended 
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by the physician-in-charge and the nurse-su- 
pervisor in charge of personnel of the build- 
ing. Once a month a general meeting is held 
where all the groups in the building meet as 
one large administrative group. 

The preponderant number of problems 
raised are quite valid and reasonable. A de- 
tailed tabulation is not germane, since many 
of these are specific to the situation. Of gen- 
eral application, however, must be the com- 
plaints raised about the food (particularly 
the manner of preparation and service), dis- 
junctive experiences in relationships with 
certain attendants, occupational, recreational, 
and other types of therapy, and other pa- 
tients who are destructive to comfortable 
group living. As problems are brought up 
and discussed and decisions reached by the 
group as a whole, often a compromise is in- 
volved. 

The function of the administrator in the 
group is to interpret reality to the patients. 
He must actually play, in all of its multiform 
aspects, the role of the “good parent.” One 
factor that seems to me too often insuffici- 
ently emphasized in evaluating therapeutic 
procedures is that some people who become 
mentally ill do so in large part because of 
certain experiences, and that these can im- 
prove because of other experiences, includ- 
ing (sometimes) those with a psychiatrist. 
The administrative group is potentially an 
example of such a corrective emotional ex- 
perience when properly instituted. 

For the conscientious and sincere admin- 
istrator the administrative group is, in turn, 
an invaluable contribution to his own profes- 
sional growth provided he is willing to toler- 
ate the concomitant anxiety, Through patient 
attentiveness without hasty intervention or 
explanation, he learns a great deal about what 
is really wrong with the patients’ living con- 
ditions and many times unearths conditions 
of which he would otherwise be totally una- 
ware and which he can readily correct. Such 
a group often puts a spotlight on undesirable 
employees. I have found that the competent 
attendants invariably appreciate what is done 
in the group and the less competent ones fre- 
quently improve in response to group-devel- 
oped social attitudes. Completely undesirable 
employees can be identified in an unequivocal 
way not otherwise possible. 

In the beginning the administrator needs to 
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exercise considerable direction in the activi- 
ties of the group but as it becomes more fully 
structured his activity becomes less until it js | 
virtually minimal. As various members of | 
the group bring into focus rational problems | 
or irrational distortions of the hospital-as. | 
authority, other members act as ancillary ad- 
ministrators in dealing with the problem, 
arriving at an equitable solution, and strip- 
ping away any irrational distortions. It is 
obviously more difficult to establish valid and | 
rational reasons for feelings of anger and | 
resentment towards a peer who is actually in | 
the same situation with the complaining pa: | 
tient than it is toward the anachronistically 
colored figure of the administrator. 


PSYCHOLOGICAL PROBLEMS OF THE ADMIN- 
ISTRATOR 


Basically, of course, the psychological 
problems of the administrator acting as al 
administrative group therapist are individual 
to him, as a person who must assume a role 
of responsibility and authority, One cat 
however, note some general problems which 
seem to be reasonably common and frequent 


ever, his unresolved resentments being 1 
pressed or subtly manifested in “charac 
operations” rather than in more overt “acting. 
out.” Recognizing, intellectually at least the 
possibility that his patients’ difficulties ma 
stem from overrestrictive and rejecting Pe 
rental and other figures in the past, he a 
be inclined to correct their ills by 2 PA 
opposite. The sudden removal of all re 

tions, without prior emotional preparation 


à 7 oduce & | 
either patients or personnel may Pf dalon 
H 


chaotic situation with a resultant pent 
back swing at the insistence ° 
authority. y 
Occasionally there seems to be some he 
understanding (even by psychiatrists) Bs 
the distinction between an attitude of perm a; 
siveness and one of sanction or appre To j 
This has been pointed up indirectly by in te 
son and Szurek(2). Permissivenee ti | 
acceptance of aberrant behavior WI" og. 
mediate or excessive restriction is 106° 


8It has been said that honest confession is g0 
for the soul although bad for the reputati 
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cal with approval of such behavior nor 
should the therapist imply by verbal or non- 
verbal communication that he has no further 
expectation of the patient. It is also impor- 
tant to note that patients in this group have 
the capacity to induce a great deal of con- 
scious and unconscious hostility. in some psy- 
chiatrists which is then rationalized by them 
as righteous indignation. Thus, despite the 
psychiatrist's best intentions, he may be 
unwittingly impelled into attitudes of puni- 
tiveness and reprisal, with endlessly rever- 
berating response from his patients in this 
category. 

Usually the administrator, because of his 
awareness of the importance of previous 
testrictiveness in the genesis of patients’ dif- 
ficulties, is at first inclined to be quite len- 
ient, This may produce anxiety in his col- 
leagues or subordinates, The administrator is 
faced with the implicit or explicit statements 
of others that he is being manipulated and 
outwitted. At that point, if he is quite in- 
secure with regard to his own feelings about 
authority and about himself as an authority, 
he is likely to go to one of the polar extremes 
_ of overpermissiveness or overrestrictiveness 
or else resign the task. Here can be observed 
the administrator who, in a caricatured at- 
tempt to be the benevolent authority, aban- 
dons his administrative responsibilities for 
making clinical decisions and the interposi- 
tion of appropriate restrictions on the activi- 
ties of particular patients anxiously “testing 
the limits” until his hand is forced. Outraged 

y his patients’ “ingratitude” he turns his 

ospital wards into a medieval prison. 

If the administrator's problems are only 
Moderately severe he may act with a syn- 

etic Pretense of acceptance in the group 
| Meeting (the insincerity of which is quickly 
Perceived by his patients), meanwhile pre- 
| Mtting quite a different face to his superiors 
oad Subordinates, 
he, one may have an administrator 
a under the goad of anxiety, vacillates 
ihe extreme to the other, this being 
ee the most destructive type of behav- 
sin oh Might have in this case the picture 
28 follow inistrator who makes ward rounds 
ing at S: either he goes through the build- 
takes 13. cady trot, talking to no one; or it 
m 3 days to make rounds once be- 


cay 
use he wants to talk to everybody. He has 
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no notion of how to decide whether a patient 
is making use of his time constructively or is 
merely usurping unfairly such opportunities 
in a power struggle with other individuals 
including the administrator. 


CONSCIOUS FACTORS IN GROUP FUNCTION 


While current concepts of psychotherapy 
stress the dynamic importance of unconscious 
motivations and the mechanisms of defense, 
neither classical psychoanalytic therapy nor 
other varieties of psychotherapy ignores or 
minimizes the importance of conscious moti- 
vation. The administrative group interaction 
provides for the helping of one’s self and 
others, the awareness of similarities in emo- 
tional distress in one’s self and others and im- 
itation of the leader. In consequence there is 
an increase in many participants of feelings 
of acceptance, belongingness, personal signifi- 
cance, and security. Many of our patients 
have never previously belonged to any kind 
of group democratically structured to bring 
about social action through acting in concert 
to express a common desire. Although in- 
secure and even timorously fearful of being 
ineffective, the patient can draw strength 
from a feeling of identity and continuity with 
other members of the group, There is thus 
an opportunity to increase his feelings of in- 
dividual ego strength through the feeling 
of environmental mastery by group action. 

Paradoxically, through the group approach 
many of the participants had an actual in- 
crease in feelings of individuality. The ad- 
ministrative group was an overt expression of 
the interest of the hospital administration in 
the patient’s feelings and attitudes. Mani- 
fest evidence that just complaints brought 
swift correction increased the prestige of the 
patient who initiated the process or, better 
yet, proposed an acceptable solution. Desires 
for overt recognition by his fellows of one’s 
personal worth do not cease with commitment 
to a mental hospital. Many patients gained a 
sense of personal participation, a sense of re- 
sponsibility for their own contribution to the 
realities and many of the discomforts of their 
own living. In the free give-and-take of the 
administrative group they learned not only 
competition but also compromise, ineluctable 
complements to living in society. Such a 
resocializing process is a sine qua non par- 
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ticularly for patients whose difficulties have 
been translated into antisocial behavior if 
they are to hope to return to living in society 
without subsequent interruption. The primal 
importance of resolving interpersonal dif- 
ficulties in the resocialization process should 
also condition all other activities with pa- 
tients, including occupational therapy, sine 
eventually they must learn to live with other 
people and not only with rugs and baskets. 


CONCLUSIONS 


When a group therapy program is insti- 
tuted on a psychiatric service with patients 
who have in the past predominantly trans- 
lated their emotional conflicts into antisocial 
behavior, the occasions may become “gripe” 
meetings rather than “group” meetings. This 
is particularly true when the administrative 
physician serves as the group therapist. Insti- 
tution of administrative group meetings, led 
by the physician-in-charge, serves several 
purposes. 

1. It exposes as diversionary maneuvers 
by various group members irrational distor- 
tions of the administrative physician as a 
surrogate authority. 

2. The sessions uncover transference and 
resistance phenomena previously cloaked as 
reasonable “gripes,” thus preventing stasis 
of therapeutic progress. 

3. Jockeying for status with the group 
leader as an antithetical factor in the thera- 
peutic group sessions is reduced. 

4. Reality-determined conscious reluctance 
about revealing emotion-charged material for 
fear of provoking a restrictive reaction if the 
group therapist is also the administrator is 
attenuated. 

5. The meetings furnish the administrator 


with valid information about what 
wrong with the conditions under 
patients are living and this enables 
correct many untoward envitonm 
fluences immediately, to plan for 
correction of others, and to interp 
group administrative difficulties 
tions. As often as necessary I take 
the hospital budget to the admi 
meeting to explain exactly how tl 
appropriation is spent in each 
6. The administrative group ¢ 
can promote professional growth rf 
also provoke acute anxiety) in 
trative psychiatrist. he 
7. The administrative group serves 
able function in therapy by prov 
tribution to increasing individual 
in the patients participating. 
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PSYCHOTIC DEPRESSIVE REACTIONS IN SOLDIERS WHO 
ACCIDENTALLY KILLED THEIR BUDDIES + 


CAPTAIN AARON T. BECK, M.C, U. S. ArMY ? AND 
SIGMUND VALIN, Ph. D.,2 Oanu, Hawan 


Five soldiers who experienced severe psy- 
chological disturbances after accidentally 
shooting and killing their buddies in Korea 
were observed at Valley Forge Army Hos- 
pital between May and August of 1952. 
These patients presented similar clinical pic- 
tures consisting of pervasive depression and 
a variety of psychotic manifestations. The 
content of their thoughts, fantasies, and 
dreams revolved largely around the fatal 
event, Certain similarities were noted in 
their inability to integrate the traumatic ex- 
perience, the kind of premorbid adjustments 
they had made, and their basic character 
structures, 

In view of the several parallel features, it 
was felt that an intensive comparative study 
Of these cases might yield some significant 
data, In the course of investigation, our at- 
tention was focused particularly on 2 gen- 
eral problems evolving from the material: 
(1) Although the accidental killing of a 
close friend or relative is not uncommon (as 
in hunting accidents, automobile accidents, 
tte.) the trauma is generally handled by con- 
Yentionally approved reactions of guilt and 
Mourning and rarely produces a depression 
of Psychotic proportions. This prompted con- 
sideration of why the patients in this study 

owed such a malignant reaction, (2) The 
Material also stimulated an inquiry into how 
te Patients handled the trauma. Since a 

ingle specific event could be identified as the 
Precipitating stress, it threw into bold relief 
shifting defenses that were elaborated in 
Tesponse to it, 
fn T Paper will present a summary of our 

Pa E a cot cases and a discussion of 

means Pedii areas of investigation. 


1 

aes at the rooth annual meeting of The Amer- 

May “haa Association, Los Angeles, Calif., 
a ES, 1953. 

teat Closed NP Section, Valley Forge Army 
Chief p Poenixyille, Pa. 

oke, sychologist, Territorial Hospital, Kane- 

u, Territory of Hawaii. 


CLINICAL FINDINGS 


Pertinent material was obtained in psychi- 
atric interviews and by means of psychologi- 
cal tests.* Additional data on their premor- 
bid adjustments were gathered from the 
patients’ families and in some cases from 
their unit commanders and from social 
agencies. 

On clinical examination, 3 of the patients 
showed a typical psychotic agitated depres- 
sion: uncontrollable crying, self-recrimina- 
tion, suicidal impulses, extreme motor rest- 
lessness, and hallucinations. The auditory 
hallucinations in 2 of the cases consisted of 
a double set of “voices.” One of the patients 
described his experience as follows: “One 
voice said ‘this is it . . . take a rifle, put a 
clip in and kill yourself.’ Then the other 
voice said ‘don’t do it. It won’t do any good. 
Then there will be two [dead].’” Two of 
these patients also had visual hallucinations 
of the dead buddy. The onset of the acute 
symptoms in all three cases was sudden and 
occurred from one to 9 months after the 
shooting episode. 

In the other 2 cases, the depression was 
more insidious in onset and not as over- 
whelming; while they showed definite psy- 
chotic disorganization of formal thought 
processes, there were no hallucinations or 
actual suicidal attempts. 

The 3 acute cases showed a resolution of 
the depressive and psychotic components with 
electroconvulsive treatments and psycho- 
therapy (2 cases) or psychotherapy alone (1 
case). The 2 subacute cases did not receive 
ECT therapy and showed moderate improve- 
ment with psychotherapy. 

Investigation of the backgrounds of these 


4Tests administered were: (1) Wechsler-Belle- 
vue, Form I; (2) Wechsler Memory Scale; (3) 
Draw-A-Person Test; (4) Rorschach; (5) The- 
matic Apperception Test and (6) Sentence Com- 
pletion Test. One patient (Case 1) was transferred 
to another installation before tests could be ad- 
ministered. 
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patients revealed an unusual amount of fric- 
tion and confusion in the family. In each 
case, the father drank heavily and either neg- 
lected or completely deserted the family; 
what rearing was done being left to the 
mother, This condition militated against the 
formation of stable and healthy identifica- 
tions and contributed to the formation of a 
strikingly ambivalent orienta ion. The pa- 
tients’ relations with other people were 
strongly influenced by their ambivalent feel- 
ings and insatiable receptive needs. Although 
on the surface they appeared generally sub- 
dued and compliant, they gave vent at times 
to intense angry feelings. 

Four of the 5 patients were questioned 
specifically regarding their earliest memories. 
In each case, the earliest or one of the earliest 
tecollections spontaneously produced in- 
volved accidentally or deliberately starting a 
fire. Studies of early memories have indi- 
cated their value as a representation of the 
psychopathology in a given case Bi): 
The memory of setting fires in these cases 
may be a condensation of many events and 
feelings and epitomizes their impulsiveness 
and unstable ego development. 

Despite the record of only a marginal ad- 
justment in school and at work, all the pa- 
tients Had a good level of performance in the 
army up to the time of the accidental shoot- 
ing. There was no history of any previous 
psychotic breaks, nor was there any evidence 
that they were already psychotic at the time 
of the accident. — 

The details of the various fatal accidents 
may be condensed as follows: In the typical 
case, the patient knew the buddy for a sub- 
stantial period of time before the accident 
and considered him his best friend. (There 
may be an element of retrospective distortion 
in this, however). The accident occurred 
either on the line or just behind the line dur- 
ing a period of danger from enemy action. In 
3 cases, the deaths resulted from mistakes on 
the buddy’s part, such as failing to give a 
password or advancing into covering fire 
provided by the patient. In the other 2 cases, 
the circumstances surrounding the accident 
indicate that it could have been purely for- 
tuitous. Although it is possible in these 2 
cases that unconscious hostility towards the 
buddy might have played a role in the shoot- 
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ing, there was no definitive evidence to sub- 
stantiate this. 


CASE REPORTS 


Case 1—A 21-year-old soldier was referred to 
Valley Forge Army Hospital from a disciplinary 
barracks to which he had been confined for “cul- 
pable negligence”. While near the line in Korea, 
he and his best buddy, Buck, had been working very 
hard laying wire. They paused to take a break and 
started “fooling around” and throwing water at 
each other. Buck threw a loaded carbine to him 
and he accidentally discharged it into Buck’s mouth 
and killed him, Buck and he had been best friends 
for a long time and had worked together as a soli- 
tary pair for several weeks. He had a clinging at- 
tachment to Buck, who was a very self-sufficient 
and adequate person. He subsequently stated, “Buck 
was the only person who ever understood or loved 
me.” 

Because of the negligence involved in the careless 
handling of a loaded gun, the patient had a general 
court martial 3 months later and was sentenced to 
confinement at hard labor for 3 years. At the time 
of the court martial he appeared to be struggling to 
contain his guilt feeling and had only a vague recor 
lection of the details of the accident. However, he 
was able to maintain good contact with reality until 
9 months later. At that time he began to ruminate 
constantly about his offense. Within a few days, he 
experienced an acute psychotic break. He was 
transferred to Valley Forge Army Hospital in @ 
very disturbed state. He was crying violently, at- 
tempted to strangle himself with his pajamas 
then to slash his wrist on the window screen, and 
was extremely combatative. He had visual hallt- 
cinations of Buck and carried on long conversations 
with him. He revealed that at times Buck told him 
“bad things” and at other times “good things 
The “bad things” were that he should kill himse 
and the “good things” that he should keep on i | 
ing. He was given a series of 20 electroshock tra 
ments and experienced a complete remission 
psychosis. k 

Past History—The patient encountered an nel 
usual number of difficulties during childhood ch 
adolescence. According to information from a s 
cial agency, the father was a severe alcoholic 
the mother was a very unstable individual. 
both neglected the children to the extent 
were placed in foster homes. During adolescent 
the patient was in a state home for boys. me 
seen in several mental hygiene clinics for “nervou 
ness” and explosive bursts of anger. , 
that he always felt ineffective and inferior t0 
boys. Just prior to going overseas (and 8 idhe 
fore the accident), he impulsively married 2 8! 
had known for a short time. Shortly after 2° This 
overseas, he learned that she was unfai i iade 
incident apparently intensified his dependent aar 
ment to Buck. 


cence 
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Case 2—A 20-year-old rifleman was transferred 
to Valley Forge Army Hospital from Japan be- 
cause of intractable pain in the right lower quad- 
rant, recurrent AWOL’s, and depression. At 5:05 
am. while on the line in Korea he mistook his 
buddy who was returning to their foxhole for an 
enemy soldier, When the buddy failed to respond 
to his challenge, he opened fire on him. The bullets 
struck the other soldier in the right lower abdomen 
just below the belt. No official punitive action was 
taken but the patient was ostracized by his com- 
rades. One week following the accident at approxi- 
mately 5:05 a.m., he awoke with a sharp pain in 
the tight lower quadrant of the abdomen. He had 
just had a dream of shooting the buddy in this 
exact area, This dream with a few variations oc- 
curred almost nightly, and the patient's right lower 
quadrant pain gradually increased in duration and 
intensity until it was almost constant and was in- 
tractable. He was hospitalized for a long period 
with a variety of medical diagnoses. During this 
time he tried with some success to “forget” about 
the accident. He did not come to psychiatric at- 
tention until a year after the accident. At that 
time, it was noted that he had become increasingly 
depressed and gave a history of many AWOL’s 
since the accident. He complained of tremendous 
and sometimes overpowering urges to cut off his 
trigger finger or mutilate himself in some other 
way. Behind a fairly well-preserved “front” he 
showed many signs of autistic thinking and dis- 
organization. With psychotherapy, he became 
aware of some of the reasons behind his great need 
for punishment. As he put it, “I am my own judge, 
Jury and executioner,” He expressed his feelings 
toward his buddy by saying, “He was a brother to 
me, In this conection, it is interesting to note that 
his feelings towards his brother were highly 
ambivalent. 

AE ast History —The patient gave a lifelong his- 
ie, of periodic eruptions of violent feelings. He 

id not have any close friends because “you can’t 
‘ven trust a best friend.” He had frequent fights at 
= aa on several occasions exchanged blows 
child. S father, who was a chronic alcoholic. As a 
pa e had recurrent dreams about a “wolf man” 
cai People’s throats open, etc. At times, he 
ae awaken and feel his own skin to see whether 
tock turning into wolf’s fur. After the accidental 
iad these dreams recurred. When asked 
te is earliest memory, he recalled setting fire 

garage at age 6 or 7. 
aoe of Psychological Examination.—At time 
Rati the patient was functioning in the dull 
Apna of intelligence, with little disparity 
wid performance and verbal-type abilities and 
potential present. 


of t 
hor; 


Pe of higher intellectual 
Mi pame variability of subtests within the scales 
es | reflecting unevenness of intellectual 
alee Tests reflecting powers of attention 
pals eeeaation were poorly done, indicating 
a severe ety. The over-all performance indicated 
hie coe disturbance of psychotic pro- 

+ Memory testing did not indicate any 


gre 
°Ss memory defect but rather errors that could 
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be attributed to emotional disturbance. Personality 
study revealed a depressive, withdrawn, insecure in- 
dividual who manifested paranoid ideation. Reality 
testing and ego strength were low; perceptual ex- 
perience reflected confabulatory qualities. The ag- 
gressive elements and depressive reaction were out- 
standing in both quality and quantity. Personality 
seemed basically. to resemble the hysterical type. 


Case 3—While examining a revolver behind the 
line in Korea, a 20-year-old soldier accidentally 
discharged. the gun, shooting another soldier 
through the chest and killing him. He was sen- 
tenced to 2 years at hard labor for “culpable negli- 
gence.” Eight months after the accident while 
serving his term, he became increasingly upset and 
had to be hospitalized. He began to engage in ob- 
sessive rumination about the accident and in fan- 
tasies that would magically undo the deed. Within 
a few weeks, he became openly psychotic, suicidal, 
and violent. He had visual and auditory hallucina- 
tions involving the dead soldier. He saw the latter 
come to him sitting on a cloud and holding a re- 
yolver in his left hand, The soldier would upbraid 
him for what he had done and then “take off” in 
reverse. In the course of 20 electroshock treat- 
ments, there was complete remission of symptoms. 

Past History—The patient always had difficulties 
with a “violent temper” and with impulsive be- 
havior when playing with other children. If 
frustrated in any way, he would want to fight. Dur- 
ing adolescence, he became an amateur boxer but 
was “more a slugger than a boxer.” His school 
and job adjustments were very poor. His father 
was an uneducated, brutal man who gambled and 
drank away most of the family’s finances. One of 
the patient’s earliest recollections was of setting 
fire to a mailbox when he was 8 or 9 years old. 

Report of Psychological Examination.—Pressure 
underlying thinking, excessive and loosely con- 
nected verbalizations, personalization, hostility, 
negativism, tendencies toward impulsive behavior, 
and apprehension were all observed. To the TAT, 
the subject reacted with frequent histrionics. 
Present intellectual functioning seemed lowered 
from a characteristic level in the low average range 
to about borderline range. The general picture 
suggested a hysterical character with “acting out” 
tendencies and low ego strength. These qualities of 
personality were reflected in great detail on the 
projective tests, which demonstrated the depres- 
sive components, the emotional turmoil, the highly 
repressive defenses and aggressive reactions to 
sexual topics, the pressure underlying thinking, and 
the histrionic reactions. 


Case 4—A 22-year-old rifleman accidentally 
shot his platoon sergeant while on patrol in Korea. 
He tried to conceal his emotional reaction to the 
event but a month later he began to hear voices say- 
ing, “This is it... take a rifle and put a clip in 
and kill yourself.” Another yoice then said, “Don’t 
do it, it won't do any good. Then there will be two 
of you [dead].” At the time of his transfer to Val- 
ley Forge Army Hospital he showed moderate 
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agitation, depression, and tremendous anxiety. He 
frequently expressed the fear of losing his genitalia. 
In the course of psychotherapy, his symptoms 
largely abated. 

Past History —Review of his family history indi- 
cated that his father drank a good deal and gambled 
away most of the family money. The patient had 
a poverty of affective relations with other people, 
lifelong feelings of inadequacy, and difficulties in 
getting along at school and in a wide variety of 
jobs. His earliest recollection was of accidentally 
setting fire to a truck when he was about 6 years 
old. 

Report of Psychological Examination. —Intellec- 
tual functioning was marked by verbal-type abilities 
jn the borderline intelligence range and perform- 
ance-type abilities in the bright normal range. His 
reactions to the Rorschach color cards indicated 
considerable capacity to act out aggressively and 
with primitive force and reactions of “prettiness” 
characteristic of hysterics. The patient generally 
resembled those hysterical characters whose de- 
fenses deny and repress on a verbal level urgent 
aggressions and sexual conflicts. 


Case 5—A 24-year-old rifleman accidentally 
shot his best friend, Cal. He was covering a patrol 
action by his platoon with machine gun fire when 
Cal advanced into the line of fire and was killed. 
The patient showed considerable self-recrimination 
after the deed. His guilt apparently abated some- 
what when 2 months after the accident he struck 
his eye against the butt end of a rifle and subse- 
quently lost his eyesight in that eye. However, be- 
cause of lingering depression and frequent AWOL’s 
he was admitted to the psychiatric service of Valley 
Forge Army Hospital. When examined, he ap- 
peared to be moderately withdrawn, quite depressed, 
and showed many peculiarities of facial expression 
and thought content. 

Past History—The patient’s father deserted the 
mother when the patient was 2 years old. The 
mother remarried 1 year later. The patient recalls 
that 3 months after the marriage he was playing 
with matches and set a field on fire. He always had 
a strong need to insulate himself from intimate re- 
tour Gea In fact, Cal was “the best friend I ever 

ad. 

Report of Psychological Examination—Intel- 
lectual functioning was associated with the dull nor- 
mal range, with no marked differences between ver- 
bal and performance scales nor great dispersion of 
subtests about the mean. Qualitatively, numerous 
psychotic responses were found and bizarre be- 
haviors were noted. Some of the memory tests 
revealed gross inability to recall verbal material 
but average retention for nonverbal material (de- 
signs). Withdrawn, distorted, and extremely de- 
pressed attitudes were reflected by the body-image 
drawings; the stories given also revealed severe 
depressive withdrawal. Other projective tests in- 
dicated what might be called an aggressive-depres- 

sive syndrome. Under such emotional stress, ego 
control appéared inadequate or gave way to psy- 
chotic solutions. Punishing, overwhelming super- 
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ego feelings varied with primitive aggressive reac. 
tions reflecting both homicidal and suicidal 
phantasy. 


SUMMARY OF PSYCHOLOGICAL FINDINGS 


Four of the 5 patients were studied by 
means of psychological examinations after 
they had made some recovery from their 
psychotic depressive reactions. In all 4 pa- 
tients, psychotic residuals of varying degree 
were still present. Depressive affect involv- 
ing suicidal phantasy and primitive aggres- 
sive reactions against the environment were 
found associated together. Ego control could 
not cope satisfactorily with such reactions, 
but all the patients showed some attempt to 
gain objectivity. Three of the 4 (Cases 2, 3, 
4) seemed to have had particularly poor 
character defenses for such traumata as they 
had experienced. Their test records indi- 
cated meager cultural backgrounds, verbal 
abilities further disrupted by repressive 
mechanisms, and considerable “acting out” 
tendencies. Memory for verbal-ideational 
material was uniformly inferior to memory 
for nonverbal material. Performance abili- 
ties were generally superior to verbal, De- 
nial, repression, anxiety, and overt aggres- 
sion figured strongly as defensive measures 
Hysterical character types with varying 
degrees of psychopathic tendencies welt 
strongly suggested. 


DISCUSSION 


In considering the question of why the 
vere, 2 


reactions in these cases were so S€ 
major contributing factors emerge—the pres 
ence of unconscious hostility towards the 
buddy and the fragile personality structure 
of the patient. 

Previous studies of severe depres 
lowing the loss of a buddy in combat (4,5) 
have stressed the prominent role of uncon 
scious hostility in the genesis of the bri ; 
down. The cases investigated by these a 
thors were found to have quantities a 
repressed hostility towards their loved Fa 
in the family and their close companied 
the service. When their buddies were $ i 
as a result of enemy action, the uncon 
death wishes were suddenly gratified. a fi 
ever, this made them feel as though the. 


sions fol- 
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killed the buddies and aroused overwhelming 
feelings of guilt and self-condemnation. 

Investigation of the present series of cases 
points likewise to the important role played 
by repressed hostility towards the buddy. Al- 
though it was not possible to quantify this 
hostility, there were a number of indications 
of its presence—in the patients’ verbaliza- 
tions, dreams, and parapraxes, and in the 
projective tests, This raised the question of 
how these hostile feelings towards their bud- 
dies originated. It is apparent that there is 
no single, simple explanation for the pres- 
ence of the hostility. However, it is possible 
to formulate several developmental and situa- 
tional conditions that contributed to its 
formation. These are somewhat overlapping, 
and evidently more than one are involved in 
each case. 

First, in the intimate situation existing in 
a combat area, raw, unmodulated feelings of 
an intensity that may not have been experi- 
enced since childhood tend to be evoked. 
Loves, loyalties, rivalries or jealousies, may 
appear in exaggerated form. Family con- 
stellations tend to be revived as the soldier 
unconsciously casts his buddies and officers 
in the role of siblings and parents (Case 2). 
He is inclined to invest his comrade with a 
wide spectrum of feelings originating in 
earlier relationships. Highly ambivalent in- 
dividuals such as the patients studied are 
especially prone to displace negative as well 
as positive feelings into their relationships 
with their comrades-at-arms. 

Secondly, an individual who has been 
shackled by lifelong feelings of inferiority 
and inadequacy is frequently driven to attach 
himself to a stronger person who will satisfy 
his dependent needs. This was, clearly seen 
in Case 1. At the same time, this subordinate 
Position makes him all the more aware of his 
Weakness and inferiority and stirs up envy 
s and resentment towards his benefactor. 

oreover, the gratification of passive- 
Teceptive cravings through another man may 
Stimulate latent homoerotic feelings and thus 
intensify the conflict. 

Shee it has been observed that some 
iers resort to a variety of primitive and 
al devices to ward off the intense fear 
ho ilation in combat. These magical 
ughts have their origin in the archaic por- 
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tion of the psyche which is more concerned 
with self-preservation than ethical or moral 
considerations and has a peculiar “logic” of 
its own. One of these devices is the fantasy 
of invulnerability, expressed in such thoughts 
as “Everybody else in the platoon may get 
killed but I'll be spared,” or with reference 
to the buddy, “It’s going to be him [who will 
be shot] not me.” 

The soldier may regard the buddy sharing 
the foxhole with him as a rival in the struggle 
for survival and thus develop the attitude, 
“Its him or me.” In the primitive logical 
(or paralogical) system, the corollary is also 
true: “If he is killed, then I will automati- 
cally be saved.” This thought may be dimly 
perceived or may be completely repressed. 
However, since it embodies a certain wish 
that the buddy should be the one to get shot, 
this attitude sets the stage for a guilt reac- 
tion if anything happens to the buddy. In 
the event that the buddy is killed, the soldier 
manifests his guilty feelings by berating him- 
self for various errors of omission or com- 
mission as though these in themselves were 
responsible for the buddy’s death. Actually, 
of course, the soldier is blaming himself for 
his wanting the buddy to be the victim rather 
than he. 

The first important condition contributing 
to the severity of the reactions, thus, was 
the presence of unconscious hostility towards 
the buddy derived from one or more of the 
sources described above.’ When the accident 
occurred, the patient felt that his hostile or 
death wishes had been actualized and that 
these wishes, rather than fortuitous circum- 
stances, were responsible for the buddy’s 
death. This, in itself, aroused many guilt 
feelings. In addition, he was confronted with 
the objective fact underscored by the angry 
and reproachful reactions of his other com- 
rades, that he had fired the fatal shot. Ac- 
cording to the system of self-evaluative and 
vindictive attitudes represented by his con- 
science, he was a murderer and should be 
punished. These overwhelming superego 
pressures imposed a massive strain on the 
psychological structure. 
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Another important tension generated by 
the unconscious hostility was retaliative anx- 
iety. This primitive fear of being mutilated 
or killed for one’s destructive impulses (6) is 
related to the feeling of guilt but is experi- 
enced asa terror of attack from the external 
world. It was most clearly exhibited by one 
patient (case 4) who expressed strong fears 
of having his genitals injured. His associa- 
tion to this was the detail that he had shot 
his buddy in this area. In addition to guilt 
and anxiety, the patients were weighed down 
by a number of related painful conditions. 
These included pervasive feelings of being 
stigmatized, rejected, and abandoned. 

The other important factor facilitating 
such severe breakdowns was the relative brit- 
tleness of the psychological structures of 
these patients. The delineation of their per- 
sonality organizations and the survey of level 
of past adjustments indicate that they were 
poorly integrated individuals who were 
strongly predisposed to some type of psychi- 
atric illness, As a result of adverse develop- 
mental influences, they were ill-equipped to 
deal with painful intrapsychic conflicts, hos- 
tile reactions, and frustration of their de- 
pendent needs. With such a highly vulner- 
able structure, the combination of overriding 
guilt, self-punitive attitudes, fear of retalia- 
tion, and censuring from the outside proved 
to be sufficient strain to topple them into a 
psychosis. 

The second general area of investigation 
included the adaptive and defensive systems 
that were mobilized at various stages to cope 
with the severe emotional reverberations of 
the accidental shooting. The primary defen- 
sive measure was an attempt to seal over the 
memory of the incident and the resulting 
painful affects by repression. This was con- 
sistent with the basic personality as demon- 
strated in most of the psychological test re- 
sults. This mode of defense, however, served 
only as a delaying action for weeks or months 
and finally crumbled. Another device dem- 
onstrated by 3 patients (Cases 2, 3, and 5) 
was a recurrent flight by absenting them- 
selves without leave for periods up to a 
month. This resort was compatible with their 
ingrained pattern of action-oriented behav- 

ior. Unable to block out completely the un- 
pleasant feelings and memories that were 
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pressing into consciousness, they tried to flee 
from the army setting which served as a re- 
minder of the guilt-provoking experience, 

Another technique for coping with the in- 
trusions of these feelings and memories was 
obsessive rumination over the shooting inci- 
dent and magical undoing fantasies (cf. case 
3). These phenomena occurred just before 
the break with reality. Identification with the 
buddy was used to varying degrees. This 
was most clearly demonstrated by one pa- 
tient (case 2) who symbolically reproduced 
his buddy’s wound in himself. 

At the same time that the patients were 
making a desparate effort to maintain some 
internal cohesion, these efforts were being 
undermined by several adverse conditions, - 
As a result of the accident they drifted into 
a kind of social isolation. Ostracized by their 
comrades, incarcerated in some instances, 
feeling too hateful to associate with others, 
they began to withdraw their emotional at- — 
tachments from the environment and rein- 
vest them in themselves. Alienation from 
other people led to alienation from reality. 
They became more sensitive and responsive 
to stimuli from within, and their perceptions 
of themselves and the environment became 
dominated by purely subjective rather than 
objective influences. They began to lose the 
ability to discriminate between reality and 
fantasy. 

Concomitant with this trend towards at- 
tism and progressive impairment of reality 
testing, there was a failure of the repressive 
mechanisms, in some cases sudden, in others 
more gradual. As this defense gave way i 
flood of intense emotions, highly charg? 
memories, and horrendous fantasies burst 
into consciousness. The attempt to organize 
this chaos of perceptions and reduce the 
greatly heightened tension was impeded | 
cause of the damaged reality testing function 
of the ego. The new defenses that w 
elaborated—the paranoid projections- we 
obviously defective and abortive and show! 
loss of reality sense. Mean 

The visual and auditory hallucinate 7 
were the most prominent of these patholog! 
cal defenses, In the 2 cases where they a 
peared, the visual hallucinations of the m 
buddy seemed to be the result of an effort 
extrude his haunting image, like @ fore! 


body. At the same time, this “materializa- 
tion” of the buddy was a fulfillment of the 
wish to bring him back to life. 

The auditory hallucinations, in a similar 
way, involved an externalization of certain 
attitudes which were transformed into verbal 
commands, It may be that the splitting of 
these hallucinations into 2 opposite com- 
mands “kill yourself”—‘“‘don’t kill yourself” 
represents their source in different aspects of 
" the superego, namely the punitive and the 
protective functions(7). From a different 
point of view another meaning may be at- 
- tached to the polarity of the hallucinations. 

Ttmay be regarded as a dramatization of the 

patient’s fundamental ambivalence, the “bad 
voices” being a derivative from his “bad,” or 
destructive, side and the “good voices” a rep- 
__tesentation of his benevolent side. 

Another pathological device was self- 
flagellation, i.e., the patient’s attempt to beat 
himself, hit his head against the wall, or 
mutilate some part of his body. This served 
the dual functions of self-punishment and 
“keeping in line” or beating back the de- 
structive drives that were erupting as the 

Personality disintegrated. In addition, it ap- 
Pears to have represented an attempt to ex- 
terminate his “bad” or hostile part. 


+ 


SUMMARY 


OLA clinical study was made of 5 soldiers 
w © experienced psychotic depressive reac- 
| “ens after shooting and killing their buddies. 
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2. These patients showed many distortions 
in their basic character makeup which in 
most of the cases could be classified as pre- 
dominantly hysterical with ingrained pat- 
terns of action-oriented behavior. 

3. The patients uniformly revealed a his- 
tory of borderline adjustment in civilian life, 
poor identifications, unstable family back- 
grounds, and highly ambivalent relationships 
with other people. 

4. The severity of the reaction to the trau- 
matic situation was explained as being re- 
lated to the presence of unconscious hostility 
towards the buddy, which produced over- 
whelming guilt, and their poorly integrated, 
highly vulnerable personalities. The sources 
of the unconscious hostility were discussed. 

5. The defense mechanisms utilized by the 
patients were discussed in terms of their 
efficacy, sequence, and dynamic significance. 
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IMMEDIATE FATAL CORONARY THROMBOSIS FOLLOWING 
ELECTRIC CONVULSIVE THERAPY * 


GEORGE C. SISLER, M.D.,? AND J. C. WILT, M.D.,2 Winnirec, MAN. 


The employment of electric convulsive 
therapy for patients in the middle and older 
age groups is now common practice, despite 
the frequent presence of evident or latent 
cardiovascular disease. Though “poor risk” 
cases are often treated because of the severity 
of the psychosis, the assessment of the risk of 
fatality is often difficult. Decision regarding 
the administration of ECT is based on 
weighing this risk against the severity of the 
psychiatric illness and the stress it places on 
the cardiovascular system. 

Will, Rehfeldt, and Neumann(z) have 
summarized the 33 deaths following electric 
convulsive therapy reported in the American 
and English literature prior to 1949. Nine 
occurred within one hour of treatment. In 
2 of these, recent coronary occlusion and 
myocardial infarction were found at autopsy. 
Both patients were apparently physically 
healthy males, of 57 and 61 years respec- 
tively. Death occurred in the first case(2) 
go minutes following the twelfth grand mal 
seizure; there was anginal pain following 
the final treatment. Autopsy revealed a 
thrombosis of the descending branch of the 
left coronary artery and an area of recent 
infarction in the anterior cardiac wall. The 
second(3) died about 12 minutes after the 
eighth treatment without recovering con- 
sciousness. Autopsy showed extensive ob- 
literating coronary arteriosclerosis, and a 
2-to-3-week-old infarct of the posterior wall 
of the left ventricle. This was clinically si- 
lent and may have preceded or followed the 
first treatment. 

There have been few reports of immediate 
cardiovascular fatalities associated with ECT 
since 1948. In 1950 Eyman and Morris(4) 
reported 2 cases, The first was a 34-year- 
old man with known mitral stenosis and 
cardiac decompensation who died immedi- 
ately following the sixth treatment; a 2- 
week-old apical infarct of the septum and 
right ventricle was found at autopsy. The 


1From the Psychopathic Hospital, Winni 
2 Clinical Director of Inpatient ae 


2 Pathologist, Winnipeg General Hospital. 
354 


condition of the coronary vessels was not 
stated. The second was a man of 54 years 
with a “borderline normal” electrocardio- 
gram and apparently no clinical evidence of 
coronary artery disease, who died suddenly 
40 minutes after the fifth treatment, while 
making an uneventful recovery. At autopsy, 
occlusion of both coronary arteries was 
found, but no evidence of recent infarction, 
Raskin and Johnson(5) reported a case with 
symptoms of acute cerebellar damage im- 
mediately following a treatment in a 51-yeat- 
old male with hypertensive cardiovascular 
disease. Death occurred 34 hours later ; at- 
topsy revealed an acute cerebellar hemor- 
rhage. 

Two new cases of immediate fatal coro- 
nary thrombosis following ECT are herein 1 
reported. 


Case 1.—A 50-year-old male white farmer was | 
admitted to hospital in December 1949 for treat- 
ment of an involutional psychosis and died follow- 
ing the first treatment. 4 

This illness had commenced 8 months previously 
and was characterized by severe melancholia, ideas 
of hopelessness, agitation, and delusions of 
poisoning. RE Í 

There was no history of previous psychiatric 0 
physical illness apart from a hat 
months prior to this admission. Symptoms at th 
time were “chest pain and numbness 11 the arm 
and there followed 2 weeks’ bed rest in hosp! i 
The psychiatric symptoms commenced immediat 
after this episode, but in the subsequent 8 mag 
there were no further symptoms referable p 
cardiovascular system, and in particular n° l 
noea, precordial pain, or decreased €x! 
tolerance. 

Examination, on admission revealed sal 
sthenic build, weighing 170 pounds. eae he 
greying hair and a facial appearance, older a 
stated age of 50 years. General physical and n 
logical examination was normal. 
was 150 systolic and 90 diastolic. No 1a ine 
retinal arteriosclerosis was evident. | The ; 
contained no cells or casts, no albumin or $ gle 
specific gravity was 1.026 in a ran om A 
Spinal fluid examination was as follows: pre hi 
Iso mm. of C.S.F.; total protein—10 MB ho 
erythrocytes—none; leucocytes—one kene aot 
nuclear. The Wassermann reaction in DI nai 
spinal fluid was negative. Miniature chest 1%, 
genogram showed thoracic scoliosis but no 
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enlargement. The electrocardiogram 5 days prior 
to the patient’s death is shown in Fig. 1. 

The course in hospital was afebrile. Food and 
fluid intake was moderately good, though 2 pounds 
in weight were lost between the first and nine- 
teenth hospital days. 

Though orientation and memory were intact, the 
psychiatric picture of agitation, depression, and de- 
fusions of food poisoning continued. Therefore on 
the nineteenth hospital day, after the risks involved 
had been outlined to responsible relatives, an ECT 
was administered. 

The procedure used was routine at that time. 
b It followed one hour after a light breakfast. No 
. atropine, barbiturate, or muscle relaxant was given. 
A Rahm apparatus was used with bifrontal elec- 
trode placement. An electrical potential of 130 
volts was applied for 0.3 second. The usual grand 
mal seizure immediately followed. At the termina- 
tion of the convulsion there was no prolonged 
apnoea and respirations were deep and regular with 
a free airway. The pulse was said to be good but 
the rate and rhythm were not noted. The patient 
was carried to bed and placed in a prone position 
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with the kead turned to one side for the recovery 
period. 

Before consciousness returned, and about one 
minute following the termination of the convulsion, 
the nurse noted that the patient suddenly ceased 


. to breathe and became cyanosed. The pulse was im- 


perceptible. Despite tilt table artificial respiration, 
intravenous coramine, and intracardiac epineph- 
rine, there was no return of pulse, cardiac sounds, 
or spontaneous respiration. The patient was pro- 
nounced dead 30 minutes following the convulsion. 
Autopsy Findings —The only significant finding 
on external examination of the body was the cya- 
nosis of lips, ears, finger tips, and upper chest. 
The heart weighed 360 gm. The left coronary 
artery was markedly arteriosclerotic throughout; 
the anterior descending branch was occluded by 
thrombus at 2 sites, 2 cm. and 3.5 cm. from its 
origin. Each thrombus extended 0.3 cm. along the 
length of the vessel, and consisted of an old pale, 
firm outer ring with a central soft, red thrombus 
o.1. cm. in diameter completely occluding the lu- 
men. The posterior descending branch of the right 
main coronary had a similar occlusion 3 cm. from 
its origin. The myocardium of the left ventricle 
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Fic. 1—Electrocardiogram of Case 1 showing late effects of anterior infarction. 
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measured 1.6 cm. in thickness; at the apex an- 
teriorly, there was an area 3 x 2 cm. of fibrosis, in- 
volving the full thickness of the myocardium and 
extending into the anterior portion of the inter- 
ventricular septum. No recent infarction was seen. 

The examination of the brain showed moderate 
patchy arteriosclerosis of larger vessels; lumens 
were all patent. No lesions were seen in the brain 
substance. There was some dependent congestion 
of the lungs with a small amount of mucus in the 
bronchi, The remaining organs showed no ab- 
normalities. 

The pathologic diagnosis was arteriosclerotic 
heart disease with an old myocardial infarction and 
multiple recent coronary occlusions, 


Case 2—A 60-year-old white male office worker 
died following his first outpatient treatment in 
July 1952, 

He suffered from a manic-depressive illness char- 
acterized by severe recurrent depressions. Seven 
years prior to the current episode, at the age of 53 
years, he had received 6 treatments with a Rahm 
machine at this hospital. No untoward symptoms 
developed and there was marked improvement. A 
mild recurrence of the depression occurred 2 years 
later following the death of a friend. 

The current depression was of about 2 weeks’ 
duration and was characterized by depression of 
mood, anorexia, insomnia, agitation, and com- 
plaints of “a day seems like a year” and “I don't 
know what to do with myself.” 

General physical examination revealed a well- 
nourished, agitated man, appearing about his stated 
age, No abnormalities of the heart or lungs were 
evident. Blood pressure was recorded as 150 
systolic and 90 diastolic. The pulse was regular 
with a rate of 80 per minute. There were no radial 
or retinal vessel changes. No history of chest pain, 
dyspnoea, or decreased exercise tolerance was ob- 
tainable, 

The first ECT was administered in the early 
morning, 2 days following this examination. No 
unusual risk was foreseen. Atropine sulphate grs. 
1/100 was given subcutaneously one hour before 
treatment. A Reiter Electrostimulator (model 
CW46J) was used in our routine fashion with bi- 
fronto-temporal electrode placement. A grand mal 
seizure ensued after 10 seconds stimulation at 15 
milliamperes. The seizure, which lasted approxi- 
mately 30 seconds, was controlled with stimulation 
in Position I, at § milliamperes. At the termina- 
tion of the seizure deep regular respirations were 
established after 2 to 3 seconds’ stimulation at one 
milliampere. The patient was then returned to bed 
where pulse and respirations remained normal, with 
no cyanosis, Approximately 3 or 4 minutes after 
the convulsion the patient began to move about and 
mumble a few words in the usual manner. About 
one minute later, and 4 or 5 minutes following the 
convulsion, the patient suddenly sat up, became 
cyanosed, and fell back on the bed. Respirations 
ceased and no pulse or cardiac sounds were de- 
tectable. After tilt table artificial respiration, in- 
travenous coramine, and intracardiac epinephrine 
produced no improvement, a tracheal tube was in- 
serted and the lungs inflated with oxygen using 


an anaesthetic machine. The left chest was opened 
and the heart, which was at a standstill, massaged. 
for 20 minutes with a gloved hand. The patient | 
was pronounced dead 30 minutes after the ECT. _ 

Autopsy Findings—On external examination 
there was marked cyanosis of the lips, ears, and 
finger tips. A recent surgical incision on the 
lateral and anterior chest measured 20 Œ 
length. 

The heart weighed 425 gm. The left co 
artery and branches showed marked arteriosclero: 
throughout with extensive calcification, The 
terior descending branch was narrowed to le: 
0.1 cm. at 2 sites. The left circumflex branch 
completely occluded, 2 cm. from its origin, 
soft, red thrombus, for a distance of 0.3 cm, 
right coronary artery showed slight arterio: cl 
throughout. A recent, soft, red thrombi 
pletely occluded the lumen, 5 cm. from if 
The myocardium showed patchy areas of 
microscopically, but no evidence of gross of 
scopic infarction. 

The vessels at the base of the brain showed 
patchy arteriosclerosis; lumens were p 
throughout. No lesions were seen in the brai 
stance, The left lung was collapsed ; the ri 
was essentially normal. Apart from benig 
tic hypertrophy the remaining organs sho 
significant changes. 

The pathologic diagnosis was arteri 
heart disease with multiple recent coro} 
clusions ; benign prostatic hypertrophy. 


Discussion 


These cases are remarkable becai 
both, death occurred within a few min 
of the first treatment in patients with nak 
rent clinical symptoms referable to the 
diovascular system; one patient had m 
satisfactory recovery from an acute Co 
occlusion 8 months previously. As the 
from the literature indicate, death from! 
heart failure in patients with previous} 
coronary occlusions is not uncommon, 
the occurrence of an acute thrombosi 
death immediately following treatment ™ 
much less frequent. 

Autopsy showed extensive old æ 
sclerotic heart disease in both cases; 
had a previous myocardial infarction: 
thrombosis of coronary vessels was 
ered very recent as there was no evi 
infarction due to the occlusions. 
usual in sudden death due to coronal 
clusion to find more than one vess 
bosed ; 3 vessels contained a recent 
in the first case and 2 vessels contati 
cent thrombus in the second. iy 

Examination of microsections of the b 
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failed to show the etiology of the mental dis- 
ease in either case. 

Acute coronary thrombosis occurs in a 
vessel previously damaged by arteriosclero- 
sis, Since the factors that cause the final 
thrombosis are not known with regard to the 
disease generally, it is not remarkable that 
the reasons for a thrombosis following ECT 
are also unknown. Acute and fatal throm- 
hosis may occur during excessive physical 
effort or at rest. 

The circulatory changes produced by ECT 

are variable. Altschule and Tillotson (6) re- 
port that they consist of elevation of venous 
pressure, acceleration of circulation time, a 
tise followed by a fall in arterial pressure, 
and changes in cardiac rhythm, suggestive of 
vagal hyperactivity (notably bradycardia and 
transient arrythmias). Using dogs, Brown, 
Brown, and Hines(7) reported, following 
an electrical stimulus of 0.2 second duration, 
avery brief bradycardia and hypotension in 
the first second, followed by an immediate 
and prolonged tachycardia, hypertension, and 
cardiac arrythmia. The authors state that 
these alterations are seen even in subconvul- 
Sive electroshock and in the curarized pa- 
tient, However, they believe that the con- 
wulsion per se may augment the changes. 
aoe vagotomy prevented the bradycardia, 
ypotension, and arrythmia, but not the 
tachycardia and hypertension. The physical 
_ Work of the seizure and the subsequent sud- 

den elevation of the venous pressure(8) 

might well cause acute failure in a heart pre- 

Eoy compromised by coronary artery dis- 

ls teres cases the sequence of 

tide, ly treatment, thrombosis, 
Tt is not evident what components of ECT 

May conspire to precipitate thrombosis in a 

Previously damaged coronary artery. Hemo- 

Concentration in the few minutes followin 
treatment, which is diminish a 
Biedt by’ Lis diminished but not abol- 
td y curarization, may be contribu- 

¥(9). If physical effort leading to ele- 

D aaa pressure can cause thrombosis, 
which B Ha S pop Hypotension, 
bradycardia and senina eho | 
- mar! t 
4 e mation, might precipitate 
would sion, but if this were so one 
is €xpect thrombosis in other arteries. 

ls almost never seen. 
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It would seem advisable, where shock 
treatment is necessary in the presence of 
known coronary vessel disease, to protect the 
cardiovascular system as much as possible 
from the stress of vagal stimulation and the 
work of skeletal muscle activity. The vagal 
effects may be reduced with large doses of 
atropine. Oxygen administration and tubo- 
curarine or other muscle relaxants are indi- 
cated in dosage sufficient to cause complete 
or almost complete skeletal muscle paralysis, 
with facilities available for tracheal intuba- 
tion and positive pressure artificial respira- 
tion. 


SUMMARY 


x. A review has been made of the perti- 
nent literature on immediate deaths follow- 
ing ECT. 

2. Two cases of acute fatal coronary 
thrombosis following treatment are reported. 
Possible mechanisms and prophylactic meas- 
ures are discussed. 
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EVASION OF GROWTH: 
ANDRAS ANGYAL, M. D., Boston, Mass. 


The hidden phantasies that can be re- 
covered or reconstructed in the analysis of 
neurotic patients are not unrelated to each 
other. They form an integrated whole, an 
organized, even if distorted, outlook on life, 
an outlook that could be best called “the 
mythology of the neurosis.” In this mythical 
world the person feels himself surrounded 
with all sorts of imagined dangers and 
threatening figures—the ghosts of an ill- 
perceived past. 

The structure and the particular content 
of this mythology varies greatly from person 
to person, but in its broad outline contains a 
constant common denominator, a basic neu- 
rotic orientation. In the basic neurotic orien- 
tation it is implicitly assumed that the world 
is utterly alien to oneself, cold, unloving ; and 
that it is overwhelmingly powerful and po- 
tentially hostile; one’s own person is per- 
ceived as unworthy, undeserving of love, 
and inadequate to master the tasks of life. 

Were this basic neurotic orientation cor- 
rect, life in a specifically human sense would 
be impossible. The neurosis may be consid- 
ered as an attempt of a person to live and 
fulfill himself, by means of tortuous and 
complicated maneuverings, in a world where, 
according to the basic neurotic assumption, 
the very essentials for fulfillment are lacking. 
In his helplessness the neurotic person lives 
in anxious isolation within a defensive shell 
that he has built around himself as a pro- 
tection against an assumedly unfriendly 
world. This protective wall, in turn, restricts 
and confines his existence and becomes his 
prison. In his confinement the neurotic per- 
son fights with endless repetition the same 
old battles of his childhood, not deterred by 
his repeated failure and as if oblivious to the 
fact that the conditions have changed in the 
course of time. He is fixated, glued to his 
past. 

This backward-looking tendency of the 
neurotic person, however, does not remain 
unopposed. He, like every living thing, has 


1Read at the 109th annual meeting of The 
American Psychiatric Association, Los Angeles, 
Calif., May 4-8, 1953- 
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the intrinsic urge to grow and expa 
he cannot completely ignore the s 
sure that does not allow one to 
swaddling clothes in any obvious 
and holds over one’s head the thre 
cial isolation. Thus, he is caugl 
pressure of 2 conflicting forces: | 
and the necessity to move forwar: 
to expand, and the anxiety that m 
cling tenaciously to the status qui 
not allow him to leave his protective 
and move toward new ventures. 
tween these conflicting demands 
resorts to characteristic neurotic method 
dealing with the situation. Typical t 
methods—though they may tem 
lessen the pressure—do not actuall 
the problem; their result, even 
intent, is always an evasion of 
growth. tg 
In this paper I shall describe 
methods of neurotic evasion of gr 
play an important role in the psycho 
ics of the neurosis. k 


EVASION BY NONCOMMITMENT F 
We 


The first of these methods of 
evasion is an essential component 
sessive-compulsive character sti 
though it can be found in other 
constellations also. This method 
sion by noncommitment, and consi: 
peculiar combination of saying 
“no” at the same time. The per: 
into a new situation or undertal 
course of action, and by doing sO 
“yes” to it; but, being fearful í 
quences, he does not commit hims 
heartedly; and thereby, by 
negates it. He deprives his aci 
reality character and earnest 
vaguely experiences himself as 
role. On the surface he may app 
moving normally through life, 
actually is doing is “going through 
tions.” Caught in the conflict | 
desire that would say “yes” and 
that injects a forbidding “no,” his 
into a farce. q 
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This method of noncommitment has a 
model in the play activities of the child and 
probably is borrowed from these. Eagerly 
anticipating what is to come, yet fearful of 
the novel and the unknown, the child in- 
defatigably practices adult roles, adult activ- 
ities in his “make-believe” play. With the 
lessening of his fear and the increase of his 
adequacy, the make-believe loses its attrac- 
tion and he will want more and more the 
“real thing.” 

In the healthy development the make- 
believe is a transitional phase and is aban- 
doned as soon as it has fulfilled its function. 
Quite different is the situation of the neu- 
totic adult who by the method of noncommit- 
ment robs his life of reality. His anxiety is 
much deeper than the normal apprehension 
in facing new situations, and this anxiety 
keeps him chained to his futile, life-impov- 
erishing management of his problems. Out- 
wardly he goes through the usual problems 
and activities of childhood, adolescence, 
adulthood—goes to school, chooses an oc- 
cupation, may marry and have children ; but, 
all this somehow remains like make-believe, 
à going through the motions without ever 
being wholeheartedly committed to any ac- 
tions or to any personal relationship. He 
tefuses to take responsibility, not only in 
the sense of not accepting duties imposed 
from outside, but also in the sense of not 
identifying himself with his own actions, 
and not saying without equivocation, “Here 
T stand,” He sits on the fence, eyeing both 
Possibilities, choosing a little of both, but 
neither completely. 

This method of anxious evasion is perhaps 
Most clearly evident in the avoidance of a 
wholehearted commitment to a partner of the 
opposite sex, This does not mean a complete 
Avoidance of the relationship. In fact, there 
oe a compulsive search for or attach- 
ie to the partner—the “yes” of the equa- 
en ie there is an equally compulsive 
ifed e the relationship becomes unqual- 
“ng? + olehearted, and thus “binding”—the 
oe of the dilemma. The following 2 ex- 

ples may illustrate this: 


eit 1-—This man married at the age of 37 with 
live in Hestanding that his wife would continue to 
While ae Parents’ home as a temporary expediency, 
ment H retained a room in his family’s apart- 
trom; e would stay overnight at his wife’s place 
to 5 days in a row, then would stay for the 
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same time or longer in his own place and live prac- 
tically as a bachelor. This arrangement continued 
for a little over 2 years, during which he tentatively 
separated from his wife several times only to go 
back to her after a few weeks, The cycle of his de- 
partures and returns would show always the same 
psychological characteristics. His return would 
occur whenever his wife would decide on divorce; 
that is, whenever there was a threat that he might 
not be able to “keep her on a string.” On such oc- 
casions, his feeling toward his wife would suddenly 
and radically change, he would feel great affection 
toward her, would become an ardent lover, and 
would make concessions in order to retain her. 
After one of these reunions he finally went so far 
as to take an apartment for them both. But only a 
few days passed when his feeling toward her began 
to cool off and turn into indifference and dislike. 
He again saw her as physically unattractive, found 
her ways annoying, and he began to feel that his 
marital status was endangering his dearly loved 
“freedom.” Then he went on a campaign of de- 
liberately demonstrating indifference and “free- 
dom.” He began to eat by himself or alone in a 
restaurant, to sleep on top of the blanket to avoid 
direct physical contact with his wife. At times in 
the middle of the night he got up, drove out to the 
beach, and slept in his car. Then he began to spend 
the night with increasing frequency in his old bache- 
lor room, At this point his wife had to go away for 
a few weeks’ visit. The patient thought that this 
might be an opportunity for a final break. He was, 
however, reluctant to take the initiative, and instead 
conceived the plan of making the marriage so dis- 
tasteful to his wife, that she would quit on her own. 
He did this mainly by not showing any interest in 
her, not calling her on the phone, not writing to 
her, and when she called, he answered monosyllabi- 
cally, and in a studied, dead voice of indifference. 
When the wife came back, on the way from the 
airport, she announced calmly and earnestly that 
she was now finally convinced that their marriage 
would not work and that she was ready to initiate 
divorce procedure. Thus, she offered to him “on a 
silver platter” what he had been hoping for and 
planning for weeks. At this point his feeling changed 
in the flash of a moment; he became anxious and a 
strong feeling of affection welled up in him. Out- 
wardly he conceded the wisdom of his wife’s deci- 
sion, but he immediately embarked on a most skill- 
ful and irresistible campaign of seduction. The 
next night was like a real honeymoon and after that 
they lived happily together—for a week. Then the 
identical cycle started again. 


Case 2—This patient also maintained that he 
was a “nonmarrying” type of man. He liked to 
picture himself as a Casanova, but actually he would 
stay for several years with one woman. His ap- 
proach to women was that of the generous, gallant, 
and seductive lover. Though he would declare to 
the girl that he had no intention of marrying, little 
jocular remarks and his whole behavior were half- 
consciously designed to give exactly the opposite 
impression. Whenever he sensed the threat of mar- 
riage he suddenly found the girl physically unat- 
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tractive, and began to think of her as a scheming 
woman, who just wanted to get married to some one. 
However, if the girl at long last would be willing 
to give him up, he would suddenly see her in a 
much more favorable light and would immediately 
set in motion all his seductiveness and make many 
suggestive implicit promises. With one woman he 
continued this cat-and-mouse play for about 5 years. 
On one occasion she showed him a hope chest which 
she had just bought. Seeing this, the thought 
gripped him that this hope chest was his coffin, and 
in his panic he ran off on a long trip to Europe. 
Within a short time he became involved with an- 
other woman. ‘After 4 years of the usual tug-of-war, 
“in a moment of weakness,” he consented to marry 
her with the understanding that whenever he would 
want a divorce, she would give it to him without 
“making difficulties.’ One week after his marriage 
he became sexually impotent and remained so for 
more than a year. Although up to this time one of 
the main concerns of his life was women, he now 
lost all interest in them. He immediately started to 
treat his wife with contempt and hate, and had 
kindlier feelings toward her only when she showed 
signs of wavering in her determination to cling to 
the marriage at all costs. When she finally began 
to consider divorce, his sexual potency returned. 


Needless to say, the psychological situa- 
tion of both patients was more complex than 
it is possible to indicate in these brief ab- 
stracts. They, however, demonstrate strik- 
ingly the method of evasion by noncommit- 
ment. It might be added that this method— 
as is always the case—was not restricted to 
the handling of personal relations, but was 
evident in all spheres of activity. 

The lack of wholeheartedness that is char- 
acteristic of the method of noncommitment, 
shows itself not only in behavior, but also in 
subjective experience. The personal expe- 
riences are deprived of the sense of impor- 
tance, they are lacking in emotional signif- 
icance, they are watered down, diluted in 
many different ways. Thus the full reality of 
the experience is negated, and thereby the 
anxiety of moving ahead in a dangerous 
world is lessened; the person is enabled at 
least to go through the motions of normal 
existence and growth. This style of living, 
leaves him with a sense of lack of fulfill- 
ment, a lack of substantiality in his exist- 
ence. He does not take himself seriously and 
his outward position in life—being a grown 
up, practicing a profession, being head of a 
family, etc—appears to him as a pure pre- 
tense, a playing of games. 

All such persons feel that they lead an 
intense fight for personal freedom. They 
fight not for freedom to move; they fight 


for freedom to keep sitting on the fence, 
This remark is not meant to be derogatory; 
one must consider and must respect the mag- 
nitude of the underlying anxiety that pa- 
ralyses the person. 


EVASION BY VICARIOUS LIVING 


I wish now to describe briefly another 
neurotic method for evading the growth to- 
ward maturity. This method can be called 
the method of vicarious living and it is 
closely associated with the hysterical per- 
sonality. It consists, on the one hand, ina 
systematic denial and repression of one’s own 
native personality characteristics, and, on the 
other hand, in an attempt to substitute some 
other personality. : 

The suicidal repression of one’s person- 
ality is motivated by a deeply seated dissat- 
isfaction with oneself. We have already 
mentioned that the basic neurotic orientation 
hinges on the suppositions that the world is 
dangerous and cold, and that one’s person 18 
inadequate in dealing with the problems of 
life and that one is undeserving of love 
While the method of noncommitment 1s pii- 
marily an attempt to cope with the dangers 
and coldness of the world by limiting and 
neutralizing interaction with it, the m 
of vicarious living is meant to compensate 
for one’s assumed inadequacy and worthless- 
ness. 

The substitute personality may be an at 
tual person whom one admires and whose 
counterpart one tries to become by. ime 
Or it may be an idealized conception, 04» i 
standard of absolute goodness by which on 
tries to live, This one does by supp: mp 
all those genuine impulses that are nos : 
ible with the exaggerated and unra tty 
standard. One has then to remain cA 
white” at any price; and this naturally 
quires an excessive use of repressiOn i af 
the substitute personality is the cli a 
popularity that has the acclaim of 4 8 i 
culture. In order to achieve this, qinin dal 
oneself dry of all the genuine, indi fen 
characteristics—that in fact always 4 ont 
charm and beauty to the person—am™ wing 
tends to become as stereotyped as the smi 
girl on the billboard. ee 

The most frequent manifestation Ot iie 
ious living is a particularly structut ften 

ch is © 
pendence on another person, W: 


q 
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mistaken for love. Such extremely intense 
and tenacious attachments, however, lack all 
the essentials of genuine love—devotion, 
intuitive understanding, and delight in the 
being of the other person in his own right 
and in his own way. On the contrary, these 
attachments are extremely possessive and 
tend to deprive the partner of a “life” of his 
own, to deny his right to “liberty,” and to 
the “pursuit of happiness” in his own way. 
The other person is needed not as someone 
to relate onself to; he is needed -for filling 
out one’s inner emptiness, one’s nothingness. 
This nothingness orginally was only a phan- 

: tasy, but with the persistent self-repression 
it approaches the state of being actual, The 
function of the other person is to give one 
some feeling of worth through reassurance 
and praise—praise, that is demanded un- 
remittingly ; or to show one how to live; or 
to give one a chance to bask in the reflected 
light of his glory. 

All these attempts at gaining a substitute 
personality by vicarious living fail to free 
the person from a vague feeling of empti- 
ness. The repression of genuine, sponta- 
neous impulses leaves the person with a pain- 
ful emotional vacuiousness, almost with a 
sense of nonexistence. This is then covered 
up with an excessive pseudoemotionality, the 
Proverbial hysterical dramatization. Every- 
thing in the person’s life takes place in terms 
of superlatives, every event is being squeezed 
to the last drop of its emotional and dramatic 
potentialities. The function of this emotion- 
Mongering is to deny the feelings of empti- 
ness and to create the sense of being alive. 
Little is genuine in the emotional life of such 
à person except an immense reservoir of anx- 
lety which feeds vitality into these artificial 

matizations. In therapy such people may 
easily become fascinated by and tend to get 
met in the process of analysis because of 
dramatic possibilities, instead of using the 
thea for a healthy reconstruction of their 

The repression and denial of one’s spon- 
sane nature and the consequent emptiness 
eta s for the great suggestibility of these 
they i Lacking an inner personal stand, 

ef ecome like weather vanes; they ab- 

$ any external influence like a sponge. 
is pone of hysterical personalities 
defe nown. However, certain important 
nses that these persons use to protect 
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themselves against their own suggestibility 
have not, to my knowledge, been studied. I 
will describe here briefly one of these defen- 
sive methods leaving their detailed analysis 
for another paper. 

There is a type of person who behaves as 
if he were continuously in danger of being 
invaded and violated in his integrity. He is 
strongly resentful of any authority or coer- 
cion which he may read into even the most 
harmless and neutral situation. He con- 
tinuously expects, and often provokes, frus- 
tration and opposition to his desires, and 
rejection of his demands. He is often un- 
reasonably resistant to any suggestion, nega- 
tivistic and argumentative. Often the expres- 
sion by another of an opinion on the most 
trifling issue is perceived as a disagreement, 
an opposition, or even as a vicious attack on 
him, It is very difficult for him to learn 
from experience; he resists everything that 
he suspects of being an attempt to change 
him. This defensive rebellion and negativis- 
tic attitude can be so much in the foreground 
that it covers up the underlying hysterical 
method of adjustment. 

Having worked therapeutically with a 
goodly number of persons who showed these 
psychological characteristics, I am convinced 
that their defensiveness is not primarily di- 
rected against external domination and ar- 
bitrariness of people. They are instead 
defending themselves—and not without rea- 
son—against their own suggestibility which 
threatens their personal identity and integ- 
rity. The treat of their own suggestibility 
is experienced, by means of the well-known 
projective transformation, as a threat from 
the outside. 

The 2 methods—the method of noncom- 
mitment and the method of vicarious living 
—which result in an evasion of personal 
growth are not mutually exclusive. They 
can appear together in the same person or in 
a combination with other neurotic methods 
that are not discussed in this paper. But as 
a rule each person uses prevalently one par- 
ticular technique. i 

The purpose of this analysis has been to 
describe 2 characteristic broad patterns of 
adjustment that are frequently found in the 
neuroses and to suggest that they can be 
understood as attempted solutions of the 
conflict between the impulse to grow and 
the fear of facing new situations. 


SOME RESEARCH FINDINGS ON THE VALIDITY OF GROUP 
PSYCHOTHERAPY AS A DIAGNOSTIC AND 
THERAPEUTIC APPROACH? 


EDGAR F. BORGATTA,? Px. D, Camarince, Mass. 


This paper does not emphasize research 
findings as such, nor the task of the group 
psychotherapist, but rather is aimed at a 
more inclusive middle ground. The therapist, 
as therapist and diagnostician, is not scientist 
alone, but is scientist and artist. He is a sci- 
entist to the extent that he carries the gener- 
alized body of knowledge concerning human 
behavior, and he is artist to the extent that he 
extrapolates, fills in, and skillfully follows 
“hunches” in diagnosis and therapy. Thus, 
it would be presumptuous for a paper to try 
to apply research findings directly to the 
problems of the group psychotherapist, es- 
pecially at this juncture when we know so 
little concerning human behavior. However, 
it is hoped that this paper will serve to pro- 
vide a certain amount of caution on the part 
of psychotherapists as diagnosticians, and 
possibly lend some support to the generalized 
principles of group approaches. 

First, let us consider what the purpose of 
psychotherapy is. Generally stated, its pur- 
pose is to enable the patient to adjust to the 
social environment; to satisfy “needs” in a 
socially acceptable manner. Particular indi- 
viduals will want to emphasize additional 
points and make qualifications to this. The 
generalized purpose, however, is all that 
needs to be defined here. 

Second, let us identify therapeutic ap- 
proaches as being of at least 2 basic types: 
(1) those attempting to get at “underlying 
causes,” and (2) those attempting direct 
modification of behavior, 

Third and last, let us state that the psycho- 
therapist ordinarily comes in contact with the 
patient because of certain symptoms on the 
part of the patient. 

Consider for a moment the approaches at- 
tempting to get at “underlying causes.” The 
classical Freudian psychoanalytic technique 


1 Read at the 1ooth annual meeting of The 
American Psychiatric Association, Los Angeles, 
Calif., May 4-8, 1953. 

2Laboratory of Social Relations, Harvard Uni- 
versity. 


362 


is one of this order, based on a vast body of 
theory, complete in many ways and yet dis- 
jointed in others, In this approach the thera- 
pist “guides” the patient so that he becomes 
aware of his “motives” and the “motives” of 
others ; he becomes aware of the “underlying 
causes” of the manifest behavior—he “gains 
insight.” Having this awareness, the patient 
may be able to understand and evaluate his 
motives, and consequently, to control his be- 
havior and make an adequate adjustment to 
his social environment. No one will dispute 
that the method works in many cases. How- 
ever, even granting this, there is something. 
lacking. The first question to be raised has 
to do with the validity of the theory assumed, 
The fact that therapists, and laymen for that 
matter, meet cases that seem to fit the theory 
exactly cannot be taken as a validation of the 
theory. It is an unfortunate situation for the 
Freudian theories that so few of them have 
as yet been brought under scientific scrutiny, 
However, this is not necessarily the fault of 
the laboratory scientist, for so much of the 
theory falls into the class of “nonempirical 
hypotheses.” On the other hand, parts of 
the Freudian theory that have been subjected 
to hypothesis testing have not shown impres: 
sive results(1). The second question is: can 
one expect the symptom, the manifest be- 
havior, to disappear because the “underlying 
causes” of it are now in the awareness of thè 
patient, or even within his control? I do not 
offer answers to either of these questions: 
wish merely to point out that they are as yet 
unanswered in any adequate sense, except A 
those who are willing to accept on ait. 
That the procedure works in many cases a 
not establish its general validity. It does ee 
do so anymore than does the fact that a 
religious person, through council with ž 
minister, finds an adequate adjustment 1 his 
social environment establishes the validity ° 
religious authority. This does not deny 
the method may be adequate, even the 3 
available—it does work in many cases- How- 
ever, it may be taken to mean that the thera 
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utic effects perhaps are not related to the 
theory at all, that when an approach works it 
does not do so for the reasons given. This 
point might be brought home dramatically by 
alittle anecdote. A wanton critic of psycho- 
analysis once commented to me: “I think 
that Joe would profit greatly by a psychoanal- 
ysis, An hour of being forced to lie on a 
couch each day might slow him down.” 

In the above I have talked of Freudian 
theory and psychoanalysis, and I picked this 
example only because it wotld have been 
easier to pick another with fewer staunch 
supporters. I do not mean to discredit the 
psychoanalytic approach, but merely to indi- 
cate that the therapist should pay attention to 
the 2 questions raised. Possibly he should 
look around to see what other developments 
are taking place. The foregoing generaliza- 
tions are certainly not precise, but they do 
have sufficient precision to make the points 
tenable. 

Let us now consider briefly the therapeutic 
approaches attempting the direct modification 
of behavior. Generally speaking, many group 
psychotherapeutic techniques are of this type, 
especially those involving role-playing tech- 
niques, In these procedures the patient is 
allowed to participate with others in groups, 
and the expectation is that his behavior will 
be modified in the context of “the others.” 
The manifest behavior of the patient is sub- 
ject to the controls exerted by the group; his 
exposed values are subject to the members’ 
responses, The theories on which the group 
Psychotherapeutic approaches are based vary 
(feeb ee range from psychoanalysis to the 
i piricism and operationalism of Moreno. 
tine as was indicated for the first case, 
is may well be that the group psychotherapy 
A always related to the body of theory 
fa which it is based. However, here we 
nay a difference. In terms of the direct 
th ification of behavior we do have a his- 
ik empirical hypothesis testing. As a 
pee se fact, most of the work of traditional 
ravens logy has dealt with this in terms of 
ts a Perception, motivation, and the var- 
de i er subtopics. Further, in the last 2 
ey E in the development of social psychol- 
ued ais deal of attention has been fo- 

zia group factors influencing individual 

Sa The levels of hypothesis testing 

varied considerably, in this last men- 
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tioned, from the highly and specifically de- 
fined experiments of Muzafer Sherif on per- 
ception to the more vague experiments of 
attitude testers. More recently attention has 
turned to certain problems more directly rel- 
evant to the therapist ; unfortunately, 2 works 
I have in mind are not yet published (2, 3). 
The experience in the direct modification of 
behavior is further validated in the many 
studies of role playing and role training that 
are available for the reading in the various 
scientific journals. 

At this point it should be obvious that a 
construct has been devised. Certainly many 
of the individual approaches attempt direct 
modification of behavior, and certainly a 
number of the group methods attempt to get 
at “underlying causes.” Further, many ther- 
apists combine the techniques. The discrete- 
ness here is heuristic. The fact remains, how- 
ever, that group methods that are oriented 
towards the direct modification of behavior 
already have available a large store of knowl- 
edge that has been subjected to empirical 
verification. In this respect, at least, the 
group psychotherapists have an advantage, 
and their potentialities are favored. 

The above is all background for the com- 
ments and research I should like to present 
here. The therapist does not have merely 
the problems of modifying the behavior of 
the patient, but he has also the problems of 
determining what the behavior of the indi- 
vidual is. The therapist must be as much 
diagnostician as he is therapist. Now, on 
what does diagnosis depend? Basically, the 
therapist has available a generalized descrip- 
tion of the patient’s life history, reported by 
an interested party in most cases, notations 
on the manifest symptoms of the patient, pos- 
sibly some clinical reports from a hospital, 
occasionally some results of mental or clinical 
tests, and last, and very important, the thera- 
pist’s own assessment of the patient based 


therapy and contact progress. Let us con- 
sider for a moment the value of these records. 
The records that are given to the therapist 
are of value as being the only things he has 
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with which to operate initially. The accuracy 
of the records may always be suspect, how- 
ever. Reports are easily distorted, uninten- 
tionally, and the meaning and interpretation 
of the writer may vary greatly with the mean- 
ing to the reader. The records, thus, should 
be viewed with caution. Now, what of the 
therapist’s own contact with the patient? 
How accurate is the picture he has of the 
patient? Let us allow him to be his own 
judge in the particular case. But, exactly 
what does he observe? Is the therapist lis- 
tening to the context of what the patient is 
saying about his relationship with his mother, 
or is he looking at the fact that the patient 
has his finger in his shoe, nervously turning 
it about, occasionally glancing at the door? 
Which is the important item of diagnosis? If 
one is the cause and the other the symptom, 
to which should the therapist be paying atten- 
tion? Both, it seems, would be the obvious 
answer. But where does the emphasis lie? 
With the individual therapist, especially those 
of classical psychoanalytic background, the 
emphasis would most probably be on the 
words and the content of what the patient is 
conveying. 

Let us consider a small part of the results 
of an experiment already reported in the 
literature(4). This experiment was of a 
sample of 78 ostensibly normal male college 
students, Each participated in 3 stages of the 
experiment: (1) completion of Rosenzweig 
P-F Study form, (2) participation in role 
playing situations which were standardized, 
and (3) subjection to a number of standard- 
ized actual situations without knowing that 
they were being observed. The Rosenzweig 
P-F Study is the form in which 24 situa- 
tions are presented in cartoons; in each 
situation 1 person has made a comment, and 
space is left for the response by the subject. 
The role playing was the enactment of the 
24 Rosenzweig situations, with a trained 
auxiliary taking the part of the initiating per- 
son in all cases. The actual situations were 
minor incidents which were worked into the 
test procedure of the role playing after much 
trial and error, and which were standardized 
for the entire procedure once the actual test- 
ing got under way. These actual situations, 
as well as those of the Rosenzweig P-F 
Study, can be characterized by the concept 
“mildly frustrating.” The responses of the 


VALIDITY OF GROUP PSYCHOTHERAPY 


[Nov. 


subjects were scored according to the r1 cat- 
egories established for the P-F Study, but 


in the cases of the role playing and the actual — 


behavior the scorer had in addition the nota- 
tions of postural changes and the intonations 
in voice recordings. Let us now consider the 
results in a single category, e.g., “Blame, hos- 
tility, etc., are turned against some person 
or thing in the environment.” In the group, 
the greatest amount of hostility was shown 
in the paper and pencil responses of the 
Rosenzweig P-F Study, less in the role 
playing, and the actual behavior showed the 
least amount of hostility. The differences be- 
tween the means were unquestionably signifi- 
cant, having probabilities of occurrence of 
less than 1 chance in 1,000. Now, the ques- 
tion may justifiably be raised that the fact 
that the group means change may not be 
particularly important, especially 1f one can 
still say something about the person’s hostil- 
ity behavior in actual performance on the 
basis of the content of his responses in the 
role playing or the paper and pencil test. 
However, no significant correlation existed 
between either the performance in the paper 
and pencil situations or the role playing and 
the performance in the actual situations. It 
should be noted that a small but significant 
correlation existed between the paper ani 
pencil and the role piaying responses for this 
category of behavior. This might well be the 
result of memory (or practice), howevet 
since the same situations were used in the 
testing of both levels. Further it should be 
noted that by 2 approaches it was demon- 
strated that the role playing responses wert 
closer to the responses in the actual situations 
than were the paper and pencil resp 
These, I would say, are interesting te i 
and I hope that they elicit as much ie 
on the part of others as they induced se 
But what is the meaning of this reseat' 
for the group psychotherapist ?, It ee 
serve asa caution. In terms of diagnosis ae 
therapy, but diagnosis in particular, the tl a 
apist should keep the purposes of his ther wie 
to the forefront. If his purpose 15 to or 
the patient to adjust adequately to the r 
environment,” then the therapist may v 
take a closer look at how his patient is al 
ally behaving, and how the behavior nee® i 
be modified so that the objective may bet ib 
ized. In his diagnostic orientation, the gf? 
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chotherapist has an opportunity to do this, 
"for his diagnosis extends into the group ses- 
sions he conducts, and he has an opportunity 
i observe the behavior of the patient in inter- 
action. The particular procedures of the 
group psychotherapists may be inclusive or 
“jimited, but there are approaches broad 

enough to include a great variety of social 
" situations. The individual therapist, on the 
other hand, may exclude this opportunity, 
and depend heavily on the content of the ver- 
" halizations of the patient. 

I hope that the meaning of the above will 
“not be misunderstood. I have spoken of 
"limitations, of advantages, and of opportun- 
"ities, and occasionally, of scientifically veri- 
"fied facts, I have not spoken of end products, 
of efficacies of the various approaches, and I 
do not think that anyone is entitled to do so 
" atthis time since there are no control studies 
available, Further, I have not suggested 
that any type of data is inadmissible in the 
diagnosis of any patient, but rather that there 
‘may be limitations in particular emphases. 
The point to be made is simple. It is that 
at this juncture the group psychotherapists 
“attempting direct modification of behavior” 
are probably on better ground, scientifically 
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speaking, than individual therapists attempt- 
ing to get at “underlying causes.” Both have 
to be artists, but I am afraid that the indi- 
vidual therapist is more often the artist. 

I assume that there may be considerable 
reaction to this paper, but I hope that the 
reactions will be addressed to the reexamin- 


- ation of assumptions rather than to attacking 


a paper as weak as this one necessarily is in 
its brevity. It is hoped that the paper will 
stimulate some thought on the part of the 
therapist, for the laboratory scientist is often 
restricted in his sphere of interest and even 
his perspective, and most frequently, it is the 
therapist who provides the important hy- 
potheses that the laboratory scientist tests. 
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THE ELECTRICAL ACTIVITY OF THE BRAIN IN A CASE OF 
ATABRINE PSYCHOSIS * 


L. HALPERN, M.D., M. STREIFLER, M. D. M.Sc., ano L. LASZLO, M.D. 
JERUSALEM, ISRAEL 


It is by now well established that atabrine 
(quinacrine, mepacrine, 2-methoxy-6-chloro- 
g-methyl-diethylamino butyl-aminoacridine 
dihydrochloride) has a specific toxic affinity 
for the central nervous system. The develop- 
ment of psychoses and convulsions during or 
following its administration has been ob- 
served and commented upon. Little informa- 
tion, however, is available on the effect of 
atabrine on the electrical activity of the brain. 
Reports on this subject deal with electro- 
encephalographic studies on frogs and cats 
(1), those on human beings(2) only after 
experimental administration of the drug. The 
electroencephalographic changes reported in 
this communication were observed in a case 
of toxic psychosis that developed in the 
course of the therapeutic administration of 
atabrine. 


Case REPORT 


The patient, M. M., 16 years of age, is the daugh- 
ter of healthy parents of Persian origin. There is 
no family history of mental or nervous disease and 
the patient’s birth and developmental history have 
been normal throughout. At school, she was the 
first in her class and liked by her teachers and 
schoolmates. Sociable and considerate by nature, 
she devotedly shared the sorrows and difficulties of 
her home. 

She began complaining recently of headaches and 
a general feeling of tiredness. Medical examination 
at the outpatients’ department of the Hadassah Uni- 
versity Hospital revealed an amoebic infection and 
the patient was started on a 10-day course of entero- 
sept (5, 7-di-iodo-8-hydroxyquinoline) combined 
with mepacrine. The patient took 6 21 mg. tablets of 
enterosept and 3 0.1 gm. tablets of mepacrine daily 
as prescribed. Altogether, in the course of 10 days, 
she ingested 3 gms. of mepacrine, 

On the eighth day of treatment, the parents 
noticed a yellow discoloration of her skin and, at the 
same time, a remarkable change in her behavior. 
This usually restrained and quiet girl became rest- 
less, remarkably hilarious, and talkative; this state 
of mental elation lasted for 7 days. Five days after 
the completion of the atabrine treatment, a further 
change occurred. The patient, who well remembers 


1From the Ezrat Nashim Mental Hospital and 
the Department of Neuropsychiatry of the Roths- 
child Hadassah University Hospital and the He- 
brew University Medical School, Jerusalem. 
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this phase of her illness, told us later that on that 
day she had been in a state of great anxiety. She 
had seen lights in the sky and had thought that the 
Messiah was coming. According to her parents, 
her sleep had been very restless that night, with 
much talking in Hebrew, French, and Persian. She 
woke up several times, crying and grimacing, The 
next morning found her completely confused. She 
talked incoherently and maintained that a black 
hand was reaching out for her. The same evening 
(26 October 1952) she became wildly excited and 
agitated and had to be admitted to the Ezrat 


Nashim Mental Hospital. There she was found to 


be completely confused and in a state of severe psy- 
chomotor unrest. This state persisted for 5 days, 
when she calmed down somewhat, began orienting 
herself to her surroundings and, for the first time in 
several days, accepted food. Her speech also be- 
came coherent and logical, but she remained mildly 
depressed and anxious for a further period of about 
4 weeks. The clinical diagnosis on discharge was 
atabrine psychosis. 

Electroencephalographic Findings—The first 
EEG record was obtained on 31 October 1952, 2I 
days after commencement of the atabrine treatment 
and 1 day after the disappearance of her confusional 
state (Fig. 1). There was very little regular ac- 


tn 


tivity in the alpha range. This, however, was fairly 


symmetrical and showed a satisfactory “bloc! : 
response. Apart from a considerable amount 0! 
4 cps. activity, a great many 4-2 cps. waves we 
seen in the leads from both occipital and bast 
parietal areas, These waves appeared requer e 
the form of short sequences, shifting from a 
to the other. Overbreathing induced a Sg 
“build-up” of this abnormality. na 
The second EEG record (Fig. 2) obtain ni 
week later, on November 7, 1952,, showed rema! 
able improvement. Its basic activity was an fail 
rhythm of 8-94 cps. which appeared in a ao 
regular and symmetrical pattern as far erai i 
the posterior frontal regions, and respo! | amoun 
blocking stimuli. There was only a smal f 
of diffuse 6-5 cps. activity in the record. Slight 
breathing this time produced only a very 
change in the tracings. pAg ormed 
Three subsequent EEG examinations, perf essiv 
at weekly intervals, showed a slow but progr! 
improvement of the curves. Figure 3 shows cea! 
sentative section of a record obtained on yr t 
5, 1952, demonstrating the almost complete r 
normal of the electrical activity of the brain. 


Discussion AND CONCLUSIONS 


S ata 
The oral administration of 3 gms a py 
brine resulted in the development 0 
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Fic, .—EEG record obtained 21 days after commencement of atabrine treatment 
and 1 day after disappearance of confusional state. 
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Fic, 2—EEG record obtained 1 week later, showing remarkable improvement. 


thotic reaction in this i 
à oung patient. The 
a started with eae Bee on the 
state of ay of treatment and progressed to a 
Ge ike confusion lasting for 5 days 
re, pong slowly to a short residual 
chotic res : short duration. That this psy- 
not to an ction was due to the atabrine and 
a hist y other factor emerges clearly from 
io sory of the case and the time of onset. 


In z 
ce the atabrine had been given here for 


the treatment of amoebiasis, there being no 
question of malaria, this case offers addi- 
tional evidence in favor of the view that 
malaria does not play an essential role in the 
etiology of atabrine psychosis. The culmina- 
tion in a confusional state, as described here, 
has frequently been reported by other inves- 
tigators and appears to be a fairly character- 
istic feature of the varied symptomatology 
of atabrine psychosis. 
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Fic. 3.—EEG record 5 weeks after Fig. 1, demonstrating almost complete return to 
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~ It has been claimed that the development 
of an atabrine psychosis is invariably asso- 
ciated with pre-existent mental instability, 
but the fact that this patient’s mental health 
record was entirely clear suggests that this 
contention cannot claim universal validity. 
This observation is in keeping with that of 
Boyd(3), who states, “The idea these [i.e., 
atabrine psychoses] occur in individuals with 
a psychopathic background is unsubstanti- 
ated.” 


We were particularly concerned to ascer- 


tain the extent to which this toxic psychosis 
was accompanied by changes in the electrical 
activity of the brain. The electroencephalo- 
graphic investigation showed abnormal slow- 
ing down and disorganization of electrical 
brain activity at the height of the psychosis, 
while the clinical improvement was reflected 
in a progressive return to normal of the 
curve. 

On reviewing the pertinent literature, we 
could not find any reports on the subject. The 
investigations by Engel ef al.(2) concern not 
psychotics but normal persons who were 
given atabrine experimentally. The clinical 
changes observed in these were motor ac- 
celeration, restlessness, sleeplessness, and in- 
creased capacity for work, while electroence- 
phalographically a concomitant acceleration 


of the brain activity was demonstrated. This 
correlation between the clinical and electro- 
encephalographical data led these investiga- 
tors to the conclusion that atabrine has a 
stimulating effect upon the central nervous 
system, similar to that of amphetamine of 
caffeine. Such a conclusion would seem to be 
contradicted by the slowing down of the 
trical brain activity observed in our case. 
difference in the electrical behavior, ries 
may be an expression of the different degrees 
of disturbances caused by the drug in these 2 
instances. Psychological stimulation may 
very well be accompanied, electroencep 0 
graphically, by a shift to faster frequencies 
while psychotic confusion—the clinical cout — 
terpart of a marked toxic alteration of menta 
activity—may register itself in a se 
down of brain wave patterns. Pick et a ‘a 
studying the effect of atabrine on the za 
frogs and cats, found a considerable dect' san 
in the frequency and amplitude of the br 
waves. 

Tt seems likely that the actual blood ai | 
tissue concentrations of the drug are the i 
termining factors of the type and beats 
disturbance caused. While lower blood gi 
may have a stimulating effect, higher ri 
may have a slowing to paralysing action 


ce 
brain activity, possibly due to interferen! 
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with cellular metabolism. In bromide intoxi- 
cation, Greenblatt et al. (4) reported mainly 
slow electrical activity with high blood bro- 
mide levels, mixed abnormal fast and slow 
frequencies in the intermediate range of 
blood concentrations; while at the low levels 
the EEG usually exhibited abnormally fast 
activity. 

The pronounced and long-lasting yellow 
discoloration of our patient’s skin would 
seem to indicate the presence of an increased 
absorption and of a slow excretion of the ata- 
brine, probably resulting in a temporary high 
blood and tissue concentration. 

Greville and Heppenstall(5) in comment- 
ing upon the experiments by Pick et al.(1) 
state, “Mepacrine thus appears to affect cor- 
tical electrical activity in animals, but it is not 
clear whether this has much bearing on the 
psychic disturbances in man.” The present 
case report indicates that similar relation- 
ships hold in man also. 
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SUMMARY 


Repeated and systematic electroencephalo- 
graphic examinations in a case of atabrine 
psychosis showed a marked slowing down 
and disorganization of the electrical activity 
of the brain. Clinical improvement was ac- 
companied by a progressive return to normal 
of the electroencephalographic traces. 

In reviewing the pertinent literature the 
correlation between the clinical and the elec- 
troencephalographic findings is discussed. 
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THE FEELING OF SUPERIORITY: AN OCCUPATIONAL HAZARD 
IN THE PRACTICE OF PSYCHOTHERAPY + 


JUDD MARMOR, M.D.,? Beverty Hits, CALIF. 


In 1913 Ernest Jones published an article 
entitled “The God Complex”(1) in the 
course of which he suggested that an un- 
conscious identification with God, when sub- 
limated, was one of the factors which might 
lead people to a strong interest in psychology 
and psychiatry. His formulation was based 
upon the assumption that individuals with 
this type of character formation had strong 
exhibitionistic trends, with the usual coun- 
terpart of strong scoptophilia and curiosity 
concerning the private life of others. 

The purpose of the present article is to 
examine the hypothesis that whether or not 
unconscious feelings of superiority have 
been part of the psychiatrist’s original make 
up, certain factors peculiarly inherent to the 
practice of psychotherapy have a tendency 
to foster such feelings. 

There is no single type of motivation, nor 
any single type of character that leads to the 
practice of psychotherapy. There are as 
many varying personalities among psycho- 
therapists as there are in any other profes- 
sional group. Some are unconsciously mo- 
tivated primarily by an effort to solve inner 
psychological conflicts of their own; others 
by prestige values (particularly since the 
increase in the status of psychiatry in recent 
years); others by needs to “mother” or 
“father” other people; others, as Jones has 
suggested, by sublimation of strong curiosity 
about the private affairs of other people; still 
others by combinations of these and many 
other determinants. There are others whose 
entrance into the profession has been de- 
termined more by accidental environmental 
factors than by inner needs. Choice of oc- 
cupation is rarely determined by inner psy- 
chological factors alone, but rather by a 
combination of these with external factors. 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2Training Analyst, Institute of Psychoanalytic 
Medicine of Southern California; Visiting Pro- 
fessor, School of Social Welfare, University of 
California at Los Angeles. 
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The same psychological needs that motivate 
a person to become a doctor might, in a dif- 
ferent social setting, lead him to become a 
priest, a business man, or a teacher. 

The important factor relevant to the pres- 
ent discussion is that the constant exercise of 
authority carries with it the occupational 
hazard of tending to create unrealistic feel- 
ings of superiority in the authority figure. 
This problem may be seen not only in psy- 
chotherapists, but in a wide variety of oc- 
cupations that involve some relationship of 
authority over other people, e.g., doctors, 
lawyers, clergymen, teachers, business exec- 
utives, political and military leaders, etc. In 
the practice of psychotherapy, however, 
there are special conditions that make this 
hazard particularly operative. 

It is of special concern in the practice of 
psychotherapy, moreover, because its im 
plications involve not merely the psycho- 
therapist, but all of his patients. Unconscious ~ 
arrogance and grandiosity must inevitably 
interfere with the capacity for good psycho- 
therapy. It is inherent and implicit in the 
nature of modern- dynamic psychotherapy 
that the therapist is trying to help people 
develop emotional maturity, to become free 
from oedipal fixations, and to acquire a sense 
of self-respecting adulthood. It must i 
apparent that any therapist who consciousy 
or unconsciously assumes an attitude i 
authoritarian superiority over his patien 
will be less able to establish the kind of ve 
chotherapeutic relationship with them ; 4 
will enable them to give up their imma te 
transference attitudes. wally 

The psychotherapist pursues an unts pis 
isolated kind of practice. He sits alone in ts 
office for a large part of each day and oe i 
with a succession of individuals, mos, i 
whom have come to him only after Eve at 
trying other solutions. The majority 
these patients, sooner or later, tend to " HE 
to the therapist as though he were @ par a 
figure, and to idealize him much as the Pr 
child does the parent—this regardless © 
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actual physical or intellectual attributes of 
the therapist. Such “transference” reactions, 
moreover, may come from people of con- 
siderable achievement themselves—partic- 
ularly when the therapist begins to acquire 
prestige. The seductive influence of an 
abundant flow of tranference admiration 
from such sources may be-considerable. 

This is particularly so since there is a 
reality factor operative in addition to the 
transference distortion. The therapist, in a 
teal sense, is an important person to his 
patients, They come to him in need and he 
is trying to help them. The tendency for the 
therapist to feel that his patients are depend- 
ent upon him for their functioning rests, 
therefore, upon a small grain of truth which 
adds to the danger of occupational arro- 
gance, This hazard will, of course, be greater 
for those therapists who utilize an author- 
itarian, directive approach rather than a non- 
directive one. 

Another contributory element is the fact 
that what goes on between the therapist and 
his patients is peculiarly personal and 
unique. Without in any way minimizing the 
Scientific basis that underlies good psycho- 
therapeutic technique, in practice it is in- 
evitably colored by the therapist’s individual 
Personality and his unique manner of ex- 
Pressing himself. Psychotherapy is not like 
a surgical procedure which can be stand- 
ardized, studied, observed, and carried out 
almost identically by a score of different 
aon. There is rarely but one way of 

andling a psychotherapeutic problem. Many 

ferent approaches may “work” equally 
an for the patient. The therapist rich in 
tt tary background may express himself in 
me. allusions; the “serious minded” 
‘ait may utilize a direct, literal ap- 

3 still a third may use wit effectively. 
effective oe s technique is reasonably 
ability p aS professional isolation and in- 
iis observe directly the techniques of 

tS may in time lead to dency to 
overestimate the vi o a tendency 
approach and Virtue of his own particular 
is colleagn ability in contrast to those of 
ahat fe es. It may be worth considering 
ardor and ent such factors contribute to the 
“schools” ape Ea with which various 
their superior: Ought in psychiatry proclaim 
Periority over rival schools. 
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It is not only the reactions of his patients 
that tend to foster ““God-like” feelings in the 
psychotherapist. The attitude of the lay 
public is equally significant in this regard. 
When a psychotherapist is identified as such 
in a social gathering the reaction that is often 
elicited is one compounded of awe and dis- 
trust. The psychotherapist has become the 
shaman of our society, the all-seeing father 
with the Cyclopean eye. He is endowed with 
God-like perceptiveness. “I’d better be care- 
ful or you'll read my thoughts,” is a con- 
stantly encountered reaction. The assump- 
tion that the psychotherapist merely by a 
glance can understand any variety of dream, 
behavior problem, or emotional disturbance 
is one that is often shared by patients and 
public alike. Not infrequently a patient will 
say to a therapist who is straining to under- 
stand something, “Of course you know 
exactly what the trouble is, but you’re just 
trying to make me find out for myself.” 

Another aspect of this overvaluation of 
the psychotherapist appears in the way he is 
portrayed in literature, on the screen and 
stage, or in popular magazines. He is either 
the omniscient embodiment of God himself, 
as in Eliot’s “Cocktail Party,” or a malev- 
olent but powerful fraud, such as the quack 
psychologist in the book, “Nightmare Alley.” 
He is either Deity or Devil, but rarely is he 
portrayed as he really is—a person with 
special training and ability, with human 
strengths and human frailties. Psychody- 
namically, we can recognize in this the pat- 
tern of emotional ambivalence that character- 
izes the attitude of the child to the father- 
figure, who is the presumptive source both 
of support and frustration. Since the con- 
cept of God Himself, as Freud has pointed 
out(2), is a projection of this father symbol, 
we see in this pattern a fertile soil for the 
development of a God complex in the 
psychotherapist. 

The factors that we have been discussing 
thus far have been chiefly external factors in 
the environment of the psychotherapist. Let 
us now consider some of the internal factors 
within the psychotherapist which may pre- 
dispose him to the development of an uncon- 
scious attitude of superiority. 

A feeling of grandiosity, like any other 
character-trait that involves some distortion 
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of reality, must be, in part at least, a result 
of an ego-defense against anxiety. What is 
the source of anxiety in the practice of psy- 
chotherapy? Disregard, for the moment, 
the obvious example of the therapist who is 
incompetent or poorly trained. It is obvious 
that the need to take refuge behind a wall of 
conscious or unconscious arrogance is bound 
to be greater the more inadequate the thera- 
pist feels himself to be. The well-trained 
psychotherapist rarely lays claim to. the 
omniscience that the quack or the amateur 
“parlor psychologist” so readily assumes. 

There are factors inherent in the practice 
of psychotherapy, however, that are capable 
of producing anxiety even in the most com- 
petent and well-trained therapist. Consider 
the human material with which he deals. It 
is infinitely variable, complex, confusing, and 
often distressing. The happiness not merely 
of individuals, but often of entire families, 
hinges on the outcome of his work. There 
are few professions that present their practi- 
tioners with so challenging a series of daily 
trials and responsibilities. No conscientious 
therapist can be unconcerned in dealing, for 
example, with the danger of suicide or of 
aggressive acting-out on the part of a 
patient. 

Moreover, the evaluation of what goes on 
in a psychotherapeutic relationship is further 
complicated by the variability of the human 
observers themselves. No two therapists 
studying the same individual come up with 
identical findings. What the therapist sees, 
recognizes, emphasizes, and how he inter- 
prets it is always, at least in part, dependent 
on his “personal equation.” Every human 
heing’s perceptions in this area are bound to 
be colored by his own developmental history, 
personal experiences, social position, and 
cultural background. Although theoretically 
many dynamic psychotherapists try to be 
free from value judgments, in actual fact this 
is an ideal impossible of attainment. Value 
systems of one sort or another inevitably 
enter into every psychotherapeutic relation- 
ship—into the choice of patients, into the 
concept of what is psychologically healthy or 
unhealthy, into the very selection of what is 
interpreted or not interpreted. 

All of these factors, then—the lack of 
fixed standards, the necessity of adapting to 


constantly changing and shifting problems, 
the complexity of the material, the realistic 
difficulties involved in achieving sucess, the 
constant need to make corrections for sub- 
jective blind spots, the disparity between the 
therapist’s human limitations and the ex- 
pectations of his patients and the public— 
are a constant potential source of anxiety to 
the psychotherapist and may create in him 
defensive tendencies to bolster his threatened 
ego by maximizing his successes, by min- 
imizing his shortcomings and in extreme 
cases by taking refuge in the character traits 
of the God complex. 

For despite occasional brash claims to the 
contrary, the fact is that we are far from 
knowing all the answers in this field. In 
spite of continuing progress, our techniques 
of treatment still lag behind our understand- 
ing of the forces that make people ill, As 
psychotherapists we are faced with the prob- 
lem of trying to help people live with a min- 
imum of tension in a world that is insecure, 
complex, and contradictory. In a conflict- 
ridden society such as ours which spawns 
mental illness with fearful fecundity, the 
efforts of the psychotherapist seem at times 
as futile as those of Canute, ordering the 
waves of the ocean to recede! 

Let us now examine some of the actual 
manifestations of this syndrome, keeping 1 
mind that we are particularly concerned wit 
how it may reflect itself among psycho 
therapists. We turn to Jones’ original for 
mulations(1). He says: 

These first manifestations (of the God Complex) 
like those through the whole complex, are mo! 


typically reaction-products. Thus obvions Si 
conceit or vanity is not so frequent or characteris: 


i i i loud of mystery +") 
rounds his personality with a c! Tion ab out 
himself, those which an ordinary man sees 10 
ject in keeping to himself, are investec A 
of high importance, and are parted with a y pri 


pressure. . .. . He rarely expresses his i 


clearly and directly. Very characteristic is @ ena 


involved and circuitous form of diction. «+ + * "ae 
men are both unsociable and unsocial, in 
sense, They adapt themselves with diffi ibea 
activity in common with others, wheth 
political, scientific or business kind... » 
most distressing character traits ..-- 

of disinclination towards the acceptance o 


a 
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inowledge. This follows quite logically from the 
idea of omniscience, for anyone who already knows 
everything naturally cannot be taught anything new ; 
still less can he admit that he has ever made a mis- 
{take in his knowledge... . - The resentment with 
which these men observe the growing prominence 
of younger rivals forms a curious contrast to an- 
other character trait, namely, their desire to pro- 
fect. They are fond of helping, of acting as patron 
or guardian, and so on. All this, however, happens 
only under the strict condition that the person to be 
“protected acknowledges his helpless position and ap- 
"peals to them as the weak to the strong. 


This brief excerpt from Jones’ keen clini- 
al description (which deserves to be read in 
its entirety) contains a number of elements 
that can be identified with traits sometimes 
‘associated with psychotherapists. Consider, 
"for example, the tendency to cloak oneself in 
mystery, It will be recognized, that one of 
Fteud’s early formulations concerning psy- 
| thoanalytic technique was precisely that the 
| therapist should remain “impenetrable to the 
patient, and like a mirror, reflect nothing 
but What is shown to him’”(3). As time has 
gone on in the development of psychoanalytic 
| lechnique there has been a tendency to mod- 
ify this original formulation of Freud’s. This 
‘Snot the place in which to argue the various 
as and cons of this technical problem. 
the pam us here is the importance of 
is Oe ithe raed that an element in 
linse to maintain an air of mystery about 
fixie May be a defense against his own 
A ty in relation to his patient. If the 
ect is truly convinced that for sound 
‘lla, ca Teasons he should not reveal any or 
$ SaN of his personal life, that is well 
viho $ . He needs to look constantly 
bi tie ie $ however, to check whether or 
Fence etreat behind a cloak of mystery is a 
abe to jen anxiety, a fear of being un- 
With a bach me an emotional telationship 
trie » ot perhaps a manifestation of 
bist ous attitude of superiority, as 
gi to say, “The patient doesn’t have to 


low anythi PR 
ferent cous about me. We live in dif- 


‘nother aspect of the psychotherapist’s 


Stir $ 2 
aa pa self in mystery is that. it 
is pation Sity the idealizations of him by 
y nts. The less they see him as an or- 
Ra being, the greater the tend- 
ce e that he is, indeed, perfect. 
er such circumstances will often 


Shey to 
atients 
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say: “I am sure your relationship with your 
wife must be wonderful,’ or “Of course, 
you probably never have such problems with 
your children,” or, “It must be wonderful 
to know how to handle every kind of situa- 
tion.” Thus there is a tendency to increase 
the unrealistic aspects of the transference 
and to foster an unconsciously authoritarian 
parent-child relationship, It might be well 
for psychotherapists to reconsider whether 
or not “trivial pieces of information . . . 
those which an ordinary man sees no object 
in keeping to himself,” really must be kept 
inaccessible to the patient. This is notin any 
way to negate the technical importance of 
always at the same time trying to understand 
any unconscious significance which may ex- 
ist behind a patient’s curiosity. 
Occasionally, however, the feeling of su- 
periority expresses itself in a diametrically 
opposite way, namely in terms of commu- 
nicating too much about oneself to the pa- 
tient. This can be equally damaging to the 
therapeutic goal, The therapist who does 
this is often unconsciously setting himself 
up as a model for the patient, and implying 
to the patient: “Try to do as I do.” Even 
though patterning himself after the therapist 
might afford a patient temporary relief from 
anxiety, it obviously fails to meet the basic 
need of achieving the kind of emotional ma- 
turity that will enable him to develop inde- 
pendent standards of thought and behavior. 
Such transference improvement, which is 
usually based on pleasing the therapist, is 
almost always transitory, since it carries with 
it no real character growth on the part of the 
patient. i 
Jones’ description of the attitude towards 
younger colleagues strikes another reminis- 
cent note when one considers. the field of 
Aggressiveness to one’s 


psychotherapy. 
competitors is, of course, not confined to the 


field of psychotherapy, but the need of occa- 
sional outstanding leaders in the field to sur- 
round themselves with disciples rather than 
with independent thinking | colleagues is 
worth noting. As Jones has indicated, this 
is really a way of disarming a tival, the un- 
conscious formula being, “I will love you 
and protect you if you accept my domi- 
nation.” The disciple thus gets the vicarious 
glory of being associated with the leader, 
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while the leader whose “godliness” is ac- 
cepted is protected from the threat of 
competition. $ 

Similar patterns can be observed also in 
the fields of psychology and social work. 
When one examines more closely the psy- 
chodynamics of the relationship between a 
supervising teacher and a younger colleague, 
some of the reasons for this become appar- 
ent. The supervising therapist, whether he 
is aware of it or not, usually operates under 
an inner need to demonstrate his superior 
knowledge or experience, since his sense of 
usefulness as a supervisor is largely depend- 
ent on his ability to point out errors of omis- 
sion or commission to the student. Thus the 
supervising therapist has a double occupa- 
tional hazard. Not only is he exposed to the 
idealization of his own patients, but he also 
receives frequent deference from colleagues 
who are themselves usually extremely com- 
petent and intelligent people. Moreover, the 
potential anxiety to which the psychother- 
apist is exposed is even greater for the su- 
pervising therapist who is expected, often 
on the basis of inadequate material, to un- 
derstand all the complexities that his col- 
leagues are failing to grasp. 

Another common occurrence in our field 
is the tendency to be destructively critical of 
other colleagues. Trigant Burrow, in dis- 
cussing this problem among psychoanalysts 
(though it is equally pertinent to other psy- 
chotherapists) said: “Let any two psycho- 
analysts get together long enough for a 
heart-to-heart talk and before parting they 
will have damned the methods of every other 
psychoanalyst extant” (4). It must be em- 
phasized that such tendencies, where they do 
exist, do not indicate that psychotherapists 
as a group are less tolerant or more aggres- 
sive than are other people. It is precisely 
that the hazards and insecurity of their 
work, plus its ego-seductive aspects, plus its 
isolationism, tend to foster such defensive 
arrogance to a greater extent perhaps, than 
do many other professions. 

Another phenomenon is the degree of sep- 
aratism and mutual hostility that exists be- 
tween the adherents of different schools of 
thought in this field. The same dynamic 
tendencies that predispose the psychother- 
apist to the development of defensive feel- 
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ings of superiority also tend to foster strong 
in-group formations. By being part of a 
group that lays claim to possessing the Only 
True Theory, the therapist’s ego finds addi- 
tional security against the constant chal- 
lenges that the complex realities of his prac- 
tice present to his theories and his methods, 
It is a manifestation of all in-group thinking 
to believe that one’s own group has some 
quality or virtue that makes it superior to all 
the out-groups. Behind this is usually some 
latent insecurity that manifests itself by 
one’s feeling comfortable only with members 
of his own group, with people who presum- 
ably think and do as he does. This leads not 
only to an increasing isolationism but often 
even to increasingly esoteric private lan: 
guages. Thus the communication between 
the groups grows ever more difficult. 

This isolationism, moreover, has a tend- 
ency to cause the different groups to become 
increasingly cult-like, self-contained, and 
immune to outside influences. All facts ate 
made willy-nilly to fit the framework of 
one’s own viewpoint, and there is a defensive 
reluctance to examine or accept concepts 
that do not fit. Thus the unconscious feeling 
of superiority of each group tends to be q 
constantly reinforced. K 

What safeguards can the psychotherapist 
exercise to protect himself against this oc- 
cupational hazard? The following sugg 
tions come to mind : bi 

(1) The greater the emotional security 0 
the therapist, the less susceptible will he’ i 
to the blandishments and anxieties that pre 
mote unconscious grandiosity. Assuming 
that one has not had the rare good ie 
of growing up without neurotic pees 
of personality, a good personal analysis de 
remains, theoretically at least, on dei 
best ways of achieving such security. pene 
original comments about this are aS Pa edin 
today as when they were first publis 
1912: a 
If the physician is to be able to use ra ae 
conscious in this way as an instrument i ia 
sis, he must fulfill one psychological cont in bit 
high degree. He may tolerate no resistance | 


self which would withhold from his conscio 


y ig 4 
what is perceived by his unconscious. + +* Bee 
justifiable requisition that he should picti 
aware of those complexes in himself Ti tients 
be apt to affect his comprehension of the Phe 


in 
disclosures, Every unresolved repression 
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f ‘dan constitutes what W. Stekel has well 
tamed a ‘blind spot’ in his capacity for analytic 
perception (3). 


In this connection it is perhaps well to 


point out, however, that even the most suc- 
cessful of personal analyses never represents 
the completion of one’s emotional growth, 


“fut merely a phase of growth, The success- 
fully analyzed person is one who has ac- 
quired sufficient understanding of his mo- 
vations and character traits to enable him 
to continue to change and develop.as a per- 
son for the balance of his life. The analyzed 
individual who utilizes his analysis to justify 
ai attitude of smug superiority over others 
thereby reveals an island of unresolved in- 
weurity in himself. Strictly speaking, a good 
inalysis is never really completed—it merely 
tontinues to operate as a “self-analysis” 
Without requiring the assistance of a psy- 
lyst. 
(2) Next to personal analysis, the impor- 
tance for the psychotherapist of an adequate 
Wriod of supervised work cannot be too 
Strongly emphasized. With all of its limita- 
lions (the gaps in the student’s reporting, 
the variable adequacy of supervisors, etc.) 
Still remains the most important method 
i Which the student in this field can get 
pme objective appraisal of what he is doing. 
tesenting a case over a long period of time 
ig group of colleagues (“continuous case 
a ) is an equally valuable experience 
j pst and more use could and 
e made of recording devices for 


fithing purposes, even if only an occasional 


ur were recorded, 
v 9) The psychotherapist in practice needs 
ie tend ntly on guard against the defen- 
ndency of the ego to take refuge in 
nine It is as natural for the ego to 
as failures and cherish its suc- 
‘ ie is for the abdominal musculature 
ched. g when a tender area is 
MSE corn € perceptive psychotherapist 
keting hi Sct against this tendency by not 
t TAn forget his errors and striving 
tint to b © learn from them. It is impor- 
Welnesse able to admit errors and human 
them sito Patients also, and not to foster 
n ns illusion that the therapist is the 
Whe as ons Of perfection. The therapist has 


ol 
bjective about the hostile comments 
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of patients as about their flatteries of him. 
It is too easy to attribute such comment al- 
ways to “negative transference,” although 
this is undoubtedly ego-protective. Criti- 
isms of the therapist by the patient may be 
based on real deficiencies in the former, and 
the therapist whose mind is open to such 
possibilities cannot but benefit from such 
increased awareness of himself. Moreover, 
the psychotherapist is in actual fact always 
learning from every patient. Since every 
patient’s problem is, at least in part, a unique 
one, the working through of every problem 
is part of the psychotherapist’s research as 
well as his continuing education.* 

The willingness to admit, not only to pa- 
tients but to the world at large, the limita- 
tions of our knowledge is important. I am 
not advocating any false modesty, however. 
We need not minimize the progress that is 
constantly being made in our knowledge and 
methods, but our very security in the sci- 
entific base of our techniques should pro- 
tect us against the necessity of claiming 
omniscience. 

(4) There should be increasing empha- 
sis on interdisciplinary contacts, not only 
between psychiatrists, psychologists, and 
psychiatric social workers, but also with 
physicians in general as well as with anthro- 
pologists, sociologists, and social philoso- 
phers. Every effort should be made to avoid 
being isolated into narrow in-groups. It 
would also have a salutary effect upon our 
science if we tried to express ourselves in 
terms that can be universally understood 
rather than in language that only the “in- 
doctrinated” can understand. This tendency 
to esoteric expression is something that 
people outside the field of psychotherapy 
have justly criticized. There is no valid rea- 
son why concepts in our field cannot be pre- 
sented in terms that are intelligible to all 
physicians and allied social scientists. 

(5) Every psychotherapist ought to re- 
serve some portion of his time for outside 


3] am indebted to Frieda Fromm-Reichmann for 
reminding me of the value of haying psychothera- 
peutic experience with schizophrenic patients. Not 
only do schizophrenic patients have a greater ability 
than most therapists to interpret the language and 
symbolism of the unconscious, but they also often 
put their fingers with penetrating keenness on weak- 
nesses and pretensions in the therapist’s personality. 
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while the leader whose “godliness” is ac- 
cepted is protected from the threat of 
competition. 

Similar patterns can be observed also in 
the fields of psychology and social work. 
When one examines more closely the psy- 
chodynamics of the relationship between a 
supervising teacher and a younger colleague, 
some of the reasons for this become appar- 
ent. The supervising therapist, whether he 
is aware of it or not, usually operates under 
an inner need to demonstrate his superior 
knowledge or experience, since his sense of 
usefulness as a supervisor is largely depend- 
ent on his ability to point out errors of omis- 
sion or commission to the student. Thus the 
supervising therapist has a double occupa- 
tional hazard. Not only is he exposed to the 
idealization of his own patients, but he also 
receives frequent deference from colleagues 
who are themselves usually extremely com- 
petent and intelligent people. Moreover, the 
potential anxiety to which the psychother- 
apist is exposed is even greater for the su- 
pervising therapist who is expected, often 
on the basis of inadequate material, to un- 
derstand all the complexities that his col- 
leagues are failing to grasp. 

Another common occurrence in our field 
is the tendency to be destructively critical of 
other colleagues. Trigant Burrow, in dis- 
cussing this problem among psychoanalysts 
(though it is equally pertinent to other psy- 
chotherapists) said: “Let any two psycho- 
analysts get together long enough for a 
heart-to-heart talk and before parting they 
will have damned the methods of every other 
psychoanalyst extant” (4). It must be em- 
phasized that such tendencies, where they do 
exist, do not indicate that psychotherapists 
as a group are less tolerant or more aggres- 
sive than are other people. It is precisely 
that the hazards and insecurity of their 
work, plus its ego-seductive aspects, plus its 
isolationism, tend to foster such defensive 
arrogance to a greater extent perhaps, than 
do many other professions. 

Another phenomenon is the degree of sep- 
aratism and mutual hostility that exists be- 
tween the adherents of different schools of 
thought in this field. The same dynamic 
tendencies that predispose the psychother- 
apist to the development of defensive feel- 


THE FEELING OF SUPERIORITY 


[Nov. 


ings of superiority also tend to foster strong 
in-group formations. By being part of a 
group that lays claim to possessing the Only 
True Theory, the therapist’s ego finds addi- 
tional security against the constant chal- 
lenges that the complex realities of his prac- 
tice present to his theories and his methods. 
It is a manifestation of all in-group thinking 
to believe that one’s own group has some 
quality or virtue that makes it superior to all 
the out-groups. Behind this is usually some 
latent insecurity that manifests itself by 
one’s feeling comfortable only with members 
of his own group, with people who presum- 
ably think and do as he does. This leads not 
only to an increasing isolationism but often 
even to increasingly esoteric private lan- 
guages. Thus the communication between 
the groups grows ever more difficult, 

This isolationism, moreover, has a tend- 
ency to cause the different groups to become 
increasingly cult-like, self-contained, and 
immune to outside influences, All facts ate 
made willy-nilly to fit the framework of 
one’s own viewpoint, and there is a defensive 
reluctance to examine or accept concepts 
that do not fit. Thus the unconscious feeling 
of superiority of each group tends to be 
constantly reinforced. H 

What safeguards can the psychotheraps 
exercise to protect himself against this oc- 
cupational hazard? The following sugges- 
tions come to mind: m í 

(1) The greater the emotional security 0 
the therapist, the less susceptible will he j 
to the blandishments and anxieties that pro 
mote unconscious grandiosity. Assuming 
that one has not had the rare good PT 
of growing up without neurotic aeto 
of personality, a good personal analysis 
remains, theoretically at least, one Sarl 
best ways of achieving such security. Pe 
original comments about this are as ae ai 
today as when they were first publi 
1912: 

ician is to be able to use hi i 
flac tiger way as an instrument in the anal 
sis, he must fulfill one psychological conditi ne 
high degree. He may tolerate no resistance Si 
self which would withhold from his consi It is? 
what is perceived by his unconscious. «+ ' ' pecome 
justifiable requisition that he should iy would 
aware of those complexes in himself w! patient 


be apt to affect his comprehension of I” © 
disclosures. Every unresolved repression 


Minimize it 
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physician constitutes what W. Stekel has well 
named a ‘blind spot’ in his capacity for analytic 
perception(3). 


In this connection it is perhaps well to 
point out, however, that even the most suc- 
cessful of personal analyses never represents 
the completion of one’s emotional growth, 
but merely a phase of growth, The success- 
fully analyzed person is one who has ac- 
quired sufficient understanding of his mo- 
tivations and character traits to enable him 
to continue to change and develop:as a per- 
son for the balance of his life. The analyzed 
individual who utilizes his analysis to justify 


| an attitude of smug superiority over others 


thereby reveals an island of unresolved in- 
secutity in himself. Strictly speaking, a good 
analysis is never really completed—it merely 
continues to operate as a “self-analysis” 
without requiring the assistance of a psy- 
choanalyst. 

(2) Next to personal analysis, the impor- 
tance for the psychotherapist of an adequate 
Period of supervised work cannot be too 
strongly emphasized. With all of its limita- 
tions (the gaps in the student’s reporting, 
the variable adequacy of supervisors, etc.) 
it still remains the most important method 
by which the student in this field can get 
pe objective appraisal of what he is doing. 
Pating a case over a long period of time 

4 group of colleagues (“continuous case 
seminar”) is an equally valuable experience 


| for the student; and more use could and 


tould be made of recording devices for 
petting purposes, even if only an occasional 
Our were recorded. 
a G) The psychotherapist in practice needs 
iive antiy on guard against the defen- 
aito endency of the ego to take refuge in 
„Lance, It is as natural for the ego to 
fa: 's failures and cherish its suc- 
o -= itis for the abdominal musculature 
touched me rigid when a tender area is 
Must co The perceptive psychotherapist 
etting ‘nd against this tendency by not 
na I PAER forget his errors and striving 
to af to learn from them. It is impor- 
Weaknes e able to admit errors and human 
in them i to patients also, and not to foster 
aa illusion that the therapist is the 
he acct Of perfection. The therapist has 
objective about the hostile comments 


of patients as about their flatteries of him. 
It is too easy to attribute such comment al- 
ways to “negative transference,” although 
this is undoubtedly ego-protective. Criti- 
isms of the therapist by the patient may be 
based on real deficiencies in the former, and 
the therapist whose mind is open to such 
possibilities cannot but benefit from such 
increased awareness of himself. Moreover, 
the psychotherapist is in actual fact always 
learning from every patient. Since every 
patient’s problem is, at least in part, a unique 
one, the working through of every problem 
is part of the psychotherapist’s research as 
well as his continuing education.* 

The willingness to admit, not only to pa- 
tients but to the world at large, the limita- 
tions of our knowledge is important. I am 
not advocating any false modesty, however. 
We need not minimize the progress that is 
constantly being made in our knowledge and 
methods, but our very security in the sci- 
entific base of our techniques should pro- 
tect us against the necessity of claiming 
omniscience. 

(4) There should be increasing empha- 
sis on interdisciplinary contacts, not only 
between psychiatrists, psychologists, and 
psychiatric social workers, but also with 
physicians in general as well as with anthro- 
pologists, sociologists, and social philoso- 
phers, Every effort should be made to avoid 
being isolated into narrow in-groups. It 
would also have a salutary effect upon our 
science if we tried to express ourselves in 
terms that can be universally understood 
rather than in language that only the “in- 
doctrinated” can understand. This tendency 
to esoteric expression is something that 
people outside the field of psychotherapy 
have justly criticized. There is no valid rea- 
son why concepts in our field cannot be pre- 
sented in terms that are intelligible to all 
physicians and allied social scientists. 

(5) Every psychotherapist ought to re- 
serve some portion of his time for outside 


3] am indebted to Frieda Fromm-Reichmann for 
reminding me of the value of having psychothera- 
peutic experience with schizophrenic patients. Not 
only do schizophrenic patients have a greater ability 
than most therapists to interpret the language and 
symbolism of the unconscious, but they also often 
put their fingers with penetrating keenness on weak- 
nesses and pretensions in the therapist’s personality. 
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work that brings him into contact with other 
colleagues, where mutual experiences can be 
shared, discussed, and criticized. 7 

(6) Relationships with people outside 
one’s own field are equally important. One 
too often sees an unhealthy limitation of 
social and professional life to members of a 
psychotherapist’s in-group. 

(7) Finally, a constant cherishing of, and 
working toward, a democratic kind of inter- 
personal relationship with all people—pa- 
tients, friends, relatives, and strangers—is an 
essential safeguard against the God complex. 
The need for deference is always an expres- 
sion of unconscious arrogance and an under- 
lying anxiety and insecurity. Authoritarian- 
ism is psychologically unhealthy for those 


who dominate as well as for those who are 
dominated, Only in an atmosphere of dem- 
ocratic interrelationships can both the psy- 
chotherapist and his patients achieve their 
fullest development. 
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| Many forms of temporary psychotic 
breaks have been described, but it is unusual 
| tosee short recurrent schizophrenic episodes, 
| beginning at the age of 37, with recovery 
from each, and without disintegration of the 
personality. : 
Repeated psychotic episodes occur in th 
acute schizo-affective disorder, where there 
is a blending of schizophrenic and manic- 
depressive symptoms. Kasanin(13) de- 
scribed a group of patients in good physical 
health and socially well adjusted, who be- 
came psychotic while in difficult environ- 
| mental situations, They fell ill suddenly, in 
settings of marked emotional turmoil, but 
recovered in a few weeks or months, and 
teturned to their families and jobs. Some 
Patients in this group follow cyclical courses, 
with definite sequences of illness and remis- 
sion(19). 
Transitory schizophrenic reactions have 
been seen in various intoxications, as in 
| bromism (15) and alcoholism. These reac- 
tions are usually paranoid, but the patients 
also show inappropriateness of affect ex- 
Pression, fragmentation, and concretism of 
thought, rather than the terror and visual 
hallucinations usually found in toxic delir- 
ium and delirium tremens. These reactions 
occur in individuals whose prepsychotic per- 
Sonalities are schizoid, and they recover from 
the psychosis after withdrawal of the toxic 
agent. ee 
Th military combat situations, outspoken 
P ropes are often produced, from which 
eee recover rapidly without specific 
ets nt, if they are removed from the 
is Situations (6, 9, 12). Repeated short 
With „attacks and. psychomotor epilepsy 
} out convulsions are both well known. 
here catatonic episodes occur in 
nating schizophrenics, When the catatonic 
chika oc or stupor occurs regularly asso- 
ag with Signs of sympathetic nervous 
of ohare it comprises the syndrome 
Bee ae catatonia.” Some of the signs— 
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tachycardia, increased blood pressure, pallor, 
cold clammy extremities, fleeting anisocorea, 
mydriasis, and nitrogen retention—may 
occur in the more common nonperiodic cat- 
atonic reactions, but not as a regular pattern. 
But all of these patients show permanent 
evidence of a thought disorder and inad- 
equate expression of affect(8, 16). 

Short catatonic excitements are often seen 
in young adults, who recover and function 
well without relapse. Angyal(1) and Knight 
(14) described patients who became psy- 
chotic for longer periods in attempting to 
solve their life problems, and then recovered. 
They subsequently mastered these same 
problems. The patient to be described re- 
sembles this form of schizophrenic response 
most closely. 


CASE HISTORY 


MJ was born in London in 1909, and grew up in 
a home firmly dominated by his father, a school 
teacher. The mother had a subordinate position. 
He had a brother 18 months younger, and a sister 
7 years younger. MJ was an active aggressive 
child, but the strict supervision of his home and 
boarding school kept him in line. He got along 
well with his. siblings and the boys at school, 
participated in athletics, and became captain of his 
form. He said he did not feel different from, his 
chums and was generally gregarious, He mastur- 
bated during adolescence and had no overt homo- 
sexual experiences. After completing secondary 
school he won an engineering scholarship to Cam- 
bridge, but gave it up because of his family’s poor 
financial circumstances, and grudgingly became a 
salesman. However, he came to enjoy selling. He 
liked working with people, and was forceful and 
ambitious. - K 

At 22 he had intercourse for the first time with 
a neighborhood girl. He was fond of her, but broke 
off when he discovered she had other lovers.: At 
24 he met his wife. They knew each other for 2 
years before marrying. There were no premarital 
sexual relations. MJ was happy with his wife. He 
always felt she was loyal and proper, and in 1938, 
after 3 years of marriage, they had a son. In 1940 
he was inducted into the British Army. He did not 
see combat, but was assigned to a military intelli- 
gence unit where he interrogated captured enemy 
scientists and technicians. He served for 6 years, and 
was discharged as a major. While stationed in 
France during the latter part of the war, the 
patient had an affair with a Belgian girl, to whom 
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he became very much attached, and unknown to 
him, she ultimately bore a son. His infidelity was 
common knowledge among the other officers, and 
he expressed remorse about it, but did not change. 


ONSET OF THE ILLNESS 


In January 1946, at the age of 37, he was dis- 
charged, and returned to his wife in England. After 
being home a few weeks, he was impelled to con- 
fess his infidelity. His wife reacted by treating him 
with scorn and cold anger. He was extremely 
agitated for several days, and suddenly piled the 
living room furniture in the center of the room, and 
set fire to it, shouting, “I want to make a clean 
start.” He was hospitalized immediately, and after 
3 weeks had a spontaneous remission, though he 
remained in the institution for a total of 6 weeks. 
In March he resumed work as an export represent- 
ative of a large firm, and his behavior was con- 
sidered completely normal by his family and 
friends. His wife continued to be unfriendly, and 
when he wanted to engage in cunnilingus and fel- 
latio with her, she refused. This troubled him 
greatly, especially as he had learned these tech- 
niques from his mistress. They continued to have 
intercourse, and MJ tried to satisfy his emotional 
needs through his work. He traveled extensively 
in Europe and America on business, and was con- 
sidering a legal separation from his wife when she 
had a total hysterectomy performed. He then 
heard that his former mistress had had a boy, and 
wanted him to legitimatize the child. He did noth- 
ing about either of these matters, and in October 
1950, at the age of 41, he went to Scandinavia to 
represent his firm. His co-workers saw nothing ab- 
normal about his actions when he left the office. He 
stayed overnight at a hotel, and in the morning, 
when he went to take a shower, he suddenly started 
to box with the other men present. He then 
walked naked into the hotel dining room, with a 
necktie tightly knotted around his scrotum, so that 
his testicles swelled up and remained enlarged for 
weeks afterward. He was ejected from the room, 
and allowed to dress and leave the building. He 
boarded a train, and while on route he found he had 
taken the hotel key, with its large tag attached. He 
had a sudden impulse to return the key, and destroy 
himself at the same time, and tried to jump through 
the window onto the tracks. He was restrained, and 
hospitalized with minor cuts and scratches. The pa- 
tient was returned to London, and remained at 
home for 2 days. This episode of psychotic behav- 
ior lasted 4 days, and he returned to work, unusually 
quiet, but without any bizarre behavior, and re- 
sumed his normally cheerful and extraverted manner 
in a few more days. After this illness, the patient 
and his wife made an effort to resolve their marital 
difficulties, and she said she had forgiven his war- 
time infidelity. Both felt that they grew closer to- 
gether in the succeeding 2 years. 

While his marital circumstances improved, he be- 
came subject to greater financial stresses because 
of business competition and increases in the costs 
of maintaining his family. In November 1952, at 


the age of 43, he came to the United States to sell 
pharmaceuticals. He kept up a furious pace travel- 
ing around the country, entertaining and negotiat- 
ing. Then, in close succession, he heard that his 
brother-in-law, who had been a paraplegic for years, 
had just died, and he was approached by another 
executive with an offer of a bribe, to make a ton- 
tract to cheat his firm. He was tempted by the 
money, but refused angrily. After this the patient 
appeared depressed, and without his characteristic 
drive. He became preoccupied with religion, and 
then began to speak incoherently at the office. He 
spoke of seeing a vision of his dead brother-in-law, 
and was brought to the hospital December 3. He 
told the admitting physician, “I was overstrained; 
had a tough deal, and cracked up. I denied my 
heart. I was thinking what a beautiful thing it 
would be if there were no war... .” 

On physical examination the patient appeared to 
be a slender well-developed white male, 5 feet 7 
inches in height, weighing 138 pounds, with a small 
hematoma under the left eye. The remainder of the 
examination, x-ray, and laboratory studies, were 
all unremarkable. 


COURSE IN HOSPITAL 


For the first few days he was disoriented and aH 
tated, and on the third day tried to strangle himsel g 
He was placed in restraints, and tube feeding was 
necessary, as he became suddenly mute and unre- 
sponsive. The following day he ate without beng 
coaxed. He was not coherent in his reactions 
anyone. A nurse tried to take his REE 
rectally, and he resisted shouting “That wil 
me.” 2 
On the fourth day the patient shouted, ae 
soldiers are the best in the world . . . guar ‘ain 
our honor, Sir! And they never let pth it 
in your life (pounding on the table). They í 
straight in here (pointing to chest). But arid, 1 
you, I won't let any harm come to tuta pee 
am the only judge of right or wrong 1m tl mas got 
and I’ll shoot anyone for you anytime . » ++ SA 
my power . . . they are all in me, the new f in this 
the human mankind. They are all about ee il 
room, and in the whole world. In a baliz ma right 
I know the very one (taking left ue: five it 
hand). That ball has got to pay .. > HES nest 
wrong to me. It must come off. The le na 
come off... . Power for good, this is m ould 
for good, this right-hand one. And the oH ia is ball 
come off, or it'll drop off. Now as I hol ot leave 
the whole world is in my hands, and I mu 5 


; be 
this hand here all my life.” The patient thet og | 


came very excited and attempted to tear a: had 
with both hands. He was restrained be oe va the 
injured himself, and he abruptly lost inter 

matter, became affable and grandiose, an 4 refused 
sing. He continued to be agitated, an e rose 10 
most food and liquids, and his tempero i yen of 
103°F. Electroshock treatments were et mo A 
the 2 succeeding days, and he began o and 
readily. His temperature dropped to K said in 2 
he was quieter, though still confused. 
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whisper, “> . I.all.of my life have been trying to 
do the right thing, and there are times when I-have 
not been allowed to do the right thing, because I 
would probably have had to kill people. I wondered 
what was the correct religion. In the whole of God’s 
world, and for all time.” 

_ MJ was more cooperative on the ward the next 
few days. He began to play cards and dominoes 
with the hurses; he misidentified one of the-nurses 
as his former mistress, but made no effort to ad- 


dress her. On the twelfth day he began to complain 


about the profanity other patients used, and to talk 
about leadership in business, and how he wanted to 
get ahead in his own business. 

Psychological tests were done on the thirteenth 
day, He scored a Wechsler-Bellevue intelligence 
quotient of 126. His performance was uneven, and 
his conceptual thinking was markedly impaired. 
The projective data was interpreted as showing a 


‘rigid, obsessive character, and was consistant with a 


schizophrenic reaction in which catatonic features 
were predominant, with some paranoid ideation. No 
evidence of an affective disorder was seen(17). 
The following day, the patient was perplexed, 
and asked to be told why he was in the hospital, 
because he was confused about the whole experience. 
‘No, I don’t remember being upset, I remember 
dreams. It’s all getting so dim now. I remember 
blood. A lot of my friends came, and I saw old 
school chums, whose names I didn't recall.” He 
was unable to remember any more about the recent 


past. No hallucinations or delusional thoughts were 


elicited after this time. He showed some concrete- 
ness in his thinking on proverb testing. For ex- 
ample in response to “a new broom sweeps clean,” 
he said, “Something sweeps out all the old ideas. I 
guess that means that a new broom is a good one; 
that of course depends on the man holding the 
broom, whether he does a good job or not.” 

During his last interviews, MJ was calm. He 
was well oriented for time and place, and his affect 


_Was uniformly appropriate. He was neat in appear- 


ance, and polite and precise in his manners. He 
Spoke of reorganizing his work so as to spend more 
fime with his family, as he thought the prolonged 
Separations had helped bring about his breakdown. 


‘He outlined plans for more recreational activities 


a his wife and son. MJ still regretted his sexual 
ificulties with his wife, and having attempted oro- 
“se relations with her. He said he was devoted 
Fe er, and that their marriage was a happy one at 
pe He expressed fear of further breakdowns 
; ese to see a psychiatrist after getting home. 
ote t the hospital, December 19, after 16 days, 
ce ce in the custody of a friend, and left a few 
toh ater by plane for London. After a short vaca- 
fide ned to his job. His business associates 
atan, o date that he is handling his affairs with 
y efficiency. He wrote 6 months after his 
SET I have not been in the slightest way 
on ince my return, though I have been abroad 
a few short trips.” 

Previous a nE information about the patient’s two 
esses came from his family and friends. 
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His father and wife wrote from England, and 
fortunately, several friends were able to visit the 
hospital—a man who had served with him in the 
army, a woman who had worked with him at the 
time of his second breakdown, and the man with 
whom he had been staying at the time of his most 
recent hospitalization. The patient was able to give 
detailed information about his life after he had re- 
covered from his psychotic episode, and has re- 
sponded promptly to follow-up letters. 


Discussion 


MJ appears to have had recurrent schizo- 
phrenic illnesses. The hallucinations, delu- 
sions, and splitting of affect, as well as the 
condensations of ideas and the failure of 
abstract reasoning, are all characteristics of 
dementia praecox. 

The flight of ideas, playfullness, and 
facetiousness found in the affective psy- 
choses were absent. 

There is no history of organic disease in 
the patient nor any background of epilepsy 
or psychosis in the family. Physical examin- 
ation revealed no abnormalities, and the pa- 
tient had not been receiving any drugs or 
medications. In psychomotor epilepsy there 
is usually total amnesia for the seizures, and 
they are of shorter duration; while electro- 
encephalograms were not done on MJ, it is 
unlikely that the complicated picture he 
showed would appear as an epileptic equiv- 
alent. 

The most unusual feature of the case is 
the resilience of MJ’s personality. He was 
in great turmoil during each illness, and 
managed after short periods to reintegrate 
his ego functioning and go back to work. 
Bellak(2) describes schizophrenia as a 
group of disorders, a continuum ranging 
from those that are purely psychological to 
those that are organically determined. MJ 
can be best fitted into the psychological 
group, as organic factors were not found 
and there were clearly discernible emotional 
stresses. 

In the controlled atmosphere of his home, 
and the carefully ordered military life, the 
patient was able to function well, facing 
bombings and other dangers, economic dif- 
ficulties, and marital life with adequacy. He 
utilized obsessive complusive mechanisms to 
cope with his anxiety. He was punctual, 
efficient, and rigid in his standards. How- 
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ever, when the problems of guilt arose, the 
conflict between his rigid code of ethics and 
his desires threw him into unendurable panic 
and the psychosis erupted. Hoskins(10) and 
Stern(20) feel that it is the reactions of de- 
fense against this overwhelming panic that 
produce the symptoms of catatonic reactions, 
and this may explain the presence of these 
features in MJ. 

Tt is helpful to describe MJ’s experience 
by utilizing Sullivan’s conception(4) of 
schizophrenia as something transitional, an 
attempt at reconstruction of the ego in a 
state marked by great anxiety, in which the 
social environment becomes shut off, and a 
private world is established by the individual. 
It was in this inner world that the patient 
tried to resolve his deeply rooted feelings of 
guilt by emasculation and suicide, 

Each of his psychotic breaks was an in- 
tense effort to solve his life problems. After 
each breakdown he returned to the original 
environment and managed to take care of 
these same problems. Following each illness 

' he made decisions to change his behavior. 
He determined to endure his wife’s rejection 
after his initial illness, and he became rec- 
onciled with her after the second breakdown. 
The most recent episode led to plans for a 
new integration of his family life and his 
work, and recent letters indicate that this is 
working out. However, in view of the past 
history, the difficulties he will have to face in 
the involutional period, and the economic 
strain, the possibility of further breakdowns 
must be allowed for. 


Summary 


1. A case is reported of a man who had 
schizophrenic reactions at 37, 41, and 43, 
and who recovered from each one suffi- 
ciently to do complex business and technical 
work without evidence of disintegration of 
his personality. 

2. His prepsychotic personality was ob- 
sessive, compulsive, ‘extraverted, and en- 
ergetic, and each illness was preceded by 
definite situational problems. 


3- After each illness, the patient went 
back to handle these same problems more 
successfully, 
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A NEW LOOK AT FREUD’S DREAM “THE BREAKFAST SHIP” 
LESLIE ADAMS, M. D. New York Giry 


Nothing is more abundantly capable of 
proof than that every feature of Freud’s 
theories is an utterance of some fact in his 
own life, His own dreams that he included in 
The Interpretation of Dreams haye become 
textbook examples of the mechanisms which 
they are supposed to illustrate ; every detail of 
their imagery has been so exhaustively stud- 
ied as to become trite. And yet it is remark- 
able that nobody has done anything so simple 
as to determine by internal evidence the date 
on which one of these dreams occurred, and 
then by a comparison with current events of 
that moment, show how the contents of the 
dream were direct representations of things 
seen before the dreamer slept. 

Take the dream of “the breakfast ship” 
for example. Now here is an entertaining lit- 
tle problem. For once every shape and trans- 
action in the dream is out in the open, and the 
volume of genital symbolism and dynamic 
theorizing that has been read into it would 
only be wearisome if I were to bring it up 
again. And yet every bit of the dream is 
Simple repetition of recent events. 1 shall 
Prove it immediately. 

But first, here is the dream, and then 
Freud’s own associations on it. 

A castle by the sea; later it lies not directly by the 
sea, but on a narrow canal which leads into the sea. 
4 Mr. P. is the governor. I am standing with him 
in a big three-windowed salon, in front of which 
rise projections of walls like fortress battlements. 

belong to. the garrison, perhaps as a volunteer 
naval officer. We fear the arrival of enemy war 
rida because we are in a state of war. Mr. P. has 

e intention of going away; he is giving me in- 
fictions what to do in case of what we fear. His 

Boas is with the children in the besieged castle. 

pl Se cas begins, the big hall is to 
SN hald i breathes heavily and tries to uk 
should Te im back and ask in what manner 
so eas Hack him in case of need. Thay t 
may have ov ee g se, but at once sinks down dead. i 
Redis re rained him unnecessarily with I 
Hesston on is ae which makes no further te 
remain in th een ee whether the widow sho: a 
death to the cae e, whether I ought to announce a 
hike gies ne er command, and whether I oug i 

e control of the castle as next in com 


mand. Now I stand at the window and inspect the 


hi, 5 
Heii aR are passing by; they are merchant ves- 
> which rush rapidly past on the dark water, 


some with several stacks, others with bulging decks 
(which is quite like the railway-station buildings 
in the [not told] preliminary dream). Then my 
brother is standing beside me, and we both look out 
the window upon the canal, At one ship we are 
frightened, and cry: “There comes the war ship.” 
But it turns out that only the same ships are coming 
back which we have already seen, Now comes a 
little ship, comically cut off so that it ends in the 
middle at its broadest; on deck there are peculiar 
cup- or box-like things. We cry as out of one 
mouth: “That is the breakfast ship.” The rapid 
movement of the ships, the deep dark blue of the 
water, the brown smoke from the stacks, all this 
together produces a highly anxious, gloomy impres- 
sion. 

The localities in this dream are brought together 
from several trips on the Adriatic (Miramare, 
Duino, Venice, Aquileia). A short but enjoyable 
Easter trip to Aquileia with my brother a few weeks 
before the dream was still fresh in my memory. 
‘Also the sea war between America and Spain, and 
the worries which are connected with it about the 
fate of my relatives who are living in America, play 
a part. At two places in this dream, results of affect 
appear. At one place an affect which is to be ex- 
pected is left out; it is expressly brought out that 
the death of the governor makes no impression on 
me; at another place, as I believe that I see the war 
ship, I am frightened, and detect in sleep all sensa- 
tions of fright. The disposal of affects in this well- 
built dream is so effected that every noticeable con- 
tradiction is avoided. There is in fact no ground for 
my being frightened at the death of the governor, 
and it is fitting that I as commander of the castle 
should be frightened at the sight of the war ship. 
Now the analysis shows that Mr. P. is only a sub- 
stitute for my own person (in the dream I am his 
substitute). I am the governor who suddenly dies. 
The dream thoughts are concerned with the future 
of my loved ones after my premature death. No 
other painful thought occurs in the dream thoughts. 
The fright which in the dream is aitched on to the 
sight of the war ship must be loosened from it and 
placed here. Contrariwise, analysis shows that the 
region of the dream thoughts out of which the war 
ship is taken is filled with the gayest reminiscences. 
Tt was a year before in Venice, on a magically beau- 
tiful day; we were standing at the windows of our 
room on the Riva Schiavoni, and looked upon the 
blue lagoon, where on that day there was more 
movement to be seen than usual. English ships were 
expected, and were to be festively received, and 
suddenly my wife cried, gay as a child: “There 
comes the English war ship!” In the dream I am 
frightened at the same words; again we see that 
speeches in dreams are derived from speeches in 
[waking] life. Also I will show at once that the ele- 
ment “English” in this speech has not come into 
the dream work for nothing. So here between dream 
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thoughts and dream content I turn joy into fright, 
and need only to point out that by this metamorpho- 
sis itself I bring to expression a piece of the latent 
dream content. But the example proves that the 
dream work is free to detach the occasion of affect 
from its connections in the dream thoughts, and to 
fit it anywhere else at will in the dream content. 

I take the opportunity which offers just here, the 
“breakfast ship,” whose appearance in the dream so 
nonsensically closes a rationally sustained situation, 
to undertake a closer analysis. If I look more closely 
at the dream object, it occurs to me retrospectivély 
that it was black, and that by its being cut off at its 
greatest width, it achieved at this end a far-reaching 
likeness to an object which we found interesting in 
the museums of the Etruscan cities. This was a 
rectangular cup of black clay, with two handles, on 
which stood things like coffee- or tea-cups, not al- 
together unlike one of our modern services for the 
breakfast table. On inquiry we learned that it was 
the toilet set of an Etruscan lady with the paint-and- 
powder-boxes on it, and we said to each other in 
joke that it would not be so bad to take such a thing 
home to the lady of the house, The dream-object 
thus means—black toilet [costume], mourning, and 
directly alludes to a bereavement. At its other end, 
the dream-object reminds of the “boat” [German: 
Nachen, vessel] from the stem ugxus [corpse], as 
my friend who is learned in languages informs me, 
on which in former times the dead body was laid 
and committed to the sea for burial. This is why it 
is arranged in the dream that the ships turn back. 
ae auf aerettetem Boote, treibt in den Hafen der 

reis. 

It is the return after shipwreck [Schiff bruch— 

ship-break], the breakfast ship really is as if broken 
off in its middle. But whence the name “breakfast” 
ship? Frühstück = breakfast, the breaking of fast. 
Breaking again belongs to shipwreck, fasting agrees 
with the black costume. 
_ But about this breakfast ship the only thing that 
is newly-fashioned in the dream is its name. The 
thing existed and reminded me of one of the gayest 
hours of my latest journey. Distrusting the fare in 
Aquileia, we had brought with us some food from 
Görz, and had bought a bottle of the excellent Ist- 
rian wine, and while the little mail steamer slowly 
rode through the Canal delle Mee into the desolate 
stretch of lagoon toward Grado, we, as the only 
passengers, took breakfast on deck in the brightest 
of moods, and it tasted as a breakfast had seldom 
tasted before. So that was the “breakfast ship,” 
and precisely behind this reminiscence of the hap- 
piest enjoyment of life, the dream hides the most 
troubling thoughts of an unknown and ominous 
future... 

++.» The colors which I saw were, first of all, 
those of the buildingstone blocks with which my 
children on the day before the dream had built a 
magnificent edifice in order to show it for my ad- 
miration. There were the same somber red of the 
big stones, the blue and brown of the little ones. To 

this were added color impressions of my last Italian 
journey, the beautiful blue of the Isonzo and of the 
lagoon, and the brown of the Alps. The color-beauty 


“THE BREAKFAST SHIP” 


of the dream was only a repetition of 
was seen in memory. 


<1 2 
The time when Freud dreamed this 
was undoubtedly the night of May, 
1898, for the following reasons: ii 
I. It was during “the sea war bety 
America and Spain,” which occurred entire 
between April 22 and December 10, 1898, 
2. It was “a few weeks” after J 
which was on April 10 that year. 


was feared that New York might he attz 
which was May 2-11. But when on cl 
spection it dawns on us that the dr 
tle more than a medley of the battle. 
ila, which was fought, indeed, on May 
of which the news did not get on the 
until May 7, the dream then is pr 
certain to have occurred on the ni 
Freud had read the account of the 
which was spread over the first 3 
the Neue freie Presse of Vienna foi 
morning of May 10, 1898. wlth 
In 1892 Eli Bernays, the broj 
Freud’s wife, and his wife Anna, 
Freud’s sister, emigrated to America in 
1898 were living at 1883 Madison Aven 
(between 121 and 122 Street), witha 
and export business at 354 Produce 
change. The Maine was sunk on Fi 
15, “ona friendly visit” inside the 
Havana, and 266 Americans were 
President McKinley was notified in hi 
chamber, the Hearst press began thr 
the people into fury; and the war 
April 22. On May 2, it was in 
press that a strong Spanish squadro 
Admiral Cervera had left the Azo 
taken to the high seas in a westware 
tion, bound for a secret destinatio: 
ious question, was whether it would ; 
America or the West Indies. New 
was nervous; lights were put out and 
taken up along the coast from Main 
ida ; the pilot ship at Sandy Hook W 
in lest its crew be seized as guides, : 
available launch and converted yach 
down to the smallest tug, was comma) 
to sweep back and forth along the c 
the lookout for enemy warships, Stot 
watchfulness and suspense were in the! 
papers during the following days. 
May 11 it was reported in the Newe 
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Presse that the Spanish fleet had been sighted 
off Puerto Rico; plainly it was bound for the 
Antilles, not New York. 

Meanwhile Admiral Dewey, whose part of 
the American fleet had been at Hong Kong 
when the war began, had sailed into the 
Pacific, and been lost to view. (Before wire- 
less telegraphy one part of the world might 
not have known for weeks what was hap- 
pening in another part.) On the night of 
April 30, Dewey, on his flagship Olympia, 
led his fleet in single file into the harbor of 
Manila and to certain destruction according 
to the principles of warfare, since he faced 
the Spanish fleet entrenched and supplied in 
a land-locked harbor, and under cover of the 
guns of fortresses on the right and left and 
on the island of Corregidor in the middle. At 
five o’clock on Sunday morning, May 1, as 
the sun arose, his fleet swept in single file, 
as if in parade, in front of the enemy squad- 
ton, The Spanish fleet began to fire, but the 
American fleet swept on, not answering the 
fire in exasperating contempt of the marks- 
manship of the enemy. When the first shell 
tore over the bow of the flagship Olympia, 
a sailor cried: “Remember the Maine.” The 
whole crew shouted in concert: “Remember 
the Maine!” 

In the center of the world spotlight was 
the unemotional behavior of Dewey. He 
stood on his bridge in the quiet morning air ; 
he temarked on the weather ; he regarded the 
distant hills, and said that they reminded him 
of his native Vermont, Thirty minutes of 
this, sweeping back and forth into ever- 
closer range, then he spoke down: “You 
may fire when you are ready, Gridley.” 
EDeweys Kaltblutigkeit soll selbst das 

aunen seiner Leute hervorgerufen haben. 
Er hatte selbst unter dem Feuer der 
Geschiitze noch Sinn für die landschaft- 
i aa Reize der Bucht und fand sich durch 
Pi ormation der Hügel an seinen Ge- 
Befo H t Vermont erinnert. Er gab seine 

EM e im Conversationstöne. “Sie können 
ie n, Gridley”, sagte Dewey “wenn Sie 
ii g sind.”—Neue freie Presse for the 

orning of May ro, 1898.] Then the 8-inch 
Suns of the Olympia let go, and the other 
h Siow ships followed, never ceasing their 
~ous sailing in ellipses, ever closer. At 


*New York City directory, 1898. 


half-past seven, after 2 terrible hours of 
steady firing, Dewey ordered: “Call off for 
breakfast.” This command became world- 
famous ; he stopped the supreme battle punc- 
tually at the breakfast hour just when the 
execution was excellent and the enemy’s re- 
sistance nil. Some of the men were sore, and 
said: “For God’s sake, Captain, to hell with 
breakfast; give it to them now!” [—Das 
Frühstück wurde auf den amerikanischen 
Schiffen mit grosser Pünktlichkeit zu der 
durch das Schiffsreglement festgesetzten 
Stunde, als wenn gar nichts besonders vor- 
gefallen wäre, eingenommen........ Als die 
amerikanischen Schiffe sich zum Frühstück 
der Mannschaft zurückgezogen, lief einer 
von der Mannschaft zum Commandanten des 
Petrel und beschwor ihn: “Um Gotteswillen, 
Capitän, nicht jetzt auf hören! Lassen Sie 
uns die Spanier doch stracks abfertigen. Zur 
Hölle mit dem Frühstück!”] Dewey’s rea- 
son was that there was now so much smoke 
that he could not take aim. The Spaniards 
raised a great shout, supposing that the 
Americans were fleeing. After breakfast the 
firing was resumed, Then the men could 
see. Several of the Spanish ships were sink- 
ing or on fire. Captain Cadarso, commander 
of the flagship Reina Maria Christina, had 
fallen dead on his bridge; his place had been 
taken by his second in command, who was 
immediately killed. Then the rear half of the 
ship had been blown up, and old Admiral 
Montojo, commander of the fleet, would not 
quit the other half. At last he consented to be 
rowed to the Don Antonio de Ulloa, whence 
he continued to direct the battle. The aim 
of the Spaniards seemed utterly blind. Dur- 
ing the battle not one shot of theirs hit the 
mark. At 12:30 p.m. the fortress at Cavité 
hoisted the white flag. In the midst of the 
ruin, Admiral Montojo, now wounded, got 
into a row boat and was rescued ashore. The 
destruction was awful. Nine of the great 
Spanish ships and the water battery at Cavité 
were destroyed. There was nothing to be 
seen but flaming hulks and the yawning frag- 
ments of ships. The American squadron was 
uninjured, and not a man was killed. 
However the Spanish still controlled the 
city of Manila and the cable. Dewey offered 
the proposal that both sides be allowed to use 
the cable. This was refused, so Dewey fished 
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up the cable from the sea, and cut it. This 
meant that until a ship could reach Hong 
Kong, the world could learn nothing more of 
the result of the battle. But during the break- 
fast, the Spanish Captain General Augustin 
had sent a message of victory to the court at 
Madrid, and later in the battle, a message of 
defeat, veiled in comforting euphemisms. 
Thus for 7 days the American people knew 
confusedly that there had been a battle, but 
for a part of this time supposed that Dewey 
was defeated and that a Spanish fleet was 
coming to New York. A vessel set out from 
Manila to Hong Kong, laden with the news. 
Edward W. Harden of the Chicago Tribune 
leaped from ship to shore at Hong Kong 
just ahead of Joseph L. Stickney of the New 
York Herald, chased through an alley in a 
rickshaw while Stickney went by the street, 
and dodged into the cable office and up to the 
window just ahead of Stickney. This was 
on May 7. The full story was in the Vienna 
newspapers on the morning of May 10. Thus 
Freud mixed the battle of May 1 with a state 
of mind about the war that belonged to the 
week after the battle, which ceased on the 
following day, May 11, when it was fully 
explained in the press that the fleet of Ad- 
miral Cervera was not bound for New York. 
The happy memories of the Adriatic Sea, 
marine government stations, and the picture 
of himself as a volunteer naval officer are 
worked over from reality, While Freud was 
a volunteer medical assistant in the army, 
something between a commissioned and a 
noncommissioned officer in the Emperor 
Franz Josef’s First Infantry Regiment, and 
wore a gray uniform with brick-red trim and 
gold frogs, he spent the spring and part of 
the summer of 1876 at the Imperial Marine 
Biological Station at Trieste, which was the 
only naval base of the Habsburg Empire. 
Grado, the real scene of the dream, is a 
suburb of Trieste, situated on its calm little 
bay. This spring at Trieste was during the 
most serene and hopeful time of his life, 
when he was a student under the secure 
patronage of Briicke during the liberal 
period, which ended in 1880 in an avalanche 
of anti-Semitism. : f 
The celebration of British war ships in 
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Venice brings him again to the same 
with its air of hope and joy. It is 
Queen Victoria’s Diamond Jubilee 
was celebrated during the summer of 
in principal sea ports all oyer the w rid 
London Times column of mov 
naval vessels indicates that the date 
around August 26, 1897, and Freud a 
Fliess in his letter of August 18 to 
letters to him to Venice from August 
September 1, whither he would be tra 
with his wife from Aussee. Nit 

The little “cup- or box-like thi 
deck of the broken ship existed 
also. The gun turrets of the heavy 
of that period looked like cups or 
this was their name. 

The black, cut-off, boat-shaped 
which is identified as an Etruscan ve 
as a funeral boat, is his own coffin 
dreamed another time that his wif 
water to drink from an Etruscan 
urn that he had brought from Italy, 
water tasted salty (of ashes), And: 
was in an excavated Etruscan 
Orvieto, and his dream seemed t 
you must sojourn in the grave, let 
Etruscan grave.” (This wish was 
He was burned and his ashes buried in 
land in an Etruscan urn.) He had visi 
museum of Etruscan funeral relics on 
10. y 

The line of poetry is from the tw 
poem of Schiller, Expectation a 
ment (Erwartung und Erfüllung, oleae 

Into the ocean with thousand: masts sets } 


young man; digit 
Quiet, on rescued boat drifts into 
i: 


old man. bt 

(In den Osean schift mit tausend : 
Jüngling; ; 

Still auf gerettetem Boot treibt. 

der Greis.) g 

And so, there it is. Why dream: 

tion? There is an inner-sanctum 

psychoanalysts: “A ship is pri 

lic symbol, of course, but it can 

for crossing the ocean.” Many 

hormic reasons can be thought 

dreamed the pictures that were 

eyes, but the best reason is that he 

ing about them before he went 
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Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sr: In the August issue of your Journal. 
appeared an article by John Alfred Frank, 
M. D., New York, N. Y. entitled “A Critical 
Evaluation of Carbon Dioxide Inhalation 
Therapy in Mental Disorders”. 

Suggestions for further research were 
made of the effects of CDT on man and ex- 
perimental animals, 

May I call to the attention of the author 
that animal experiments were made by the 
undersigned and published in his book, Ex- 
perimental Catatonia, a General Reaction- 
Form of the Central Nervous System and its 
Implications for Human Pathology”, pub- 
lished by the Williams and Wilkins Com- 
pany, Baltimore, 1945. 

3 Chapter IV, 2., pp. 92-100 deals with: 
The So-called Interruption of Bulbocap- 
EN Sai by means of a Mixture of CO, 

From (our experiments on asphyxiation 
catonia, it became apparent that carbon di- 
oxide can produce catatonic phenomena in 
oa animals, especially in mice, under cer- 

in experimental conditions; in monkeys, 
a catatonic after injections of bulbocap- 

ne, a mixture of carbon dioxide and oxy- 
gen was sometimes capable of mobilizing the 
e for a short time. 
S was explained as follows: “Average 
eee of Catatonizing agents produce path 
EG increase of the dosage produces hy- 
Hh ‘eg A certain amount of CO, and Os, 
A ae a monkey or cat made catatonic by 
ice Led dose of bulbocapnine, may pro- 
Sia ee by oe hypo- and hyperkinesis 
FAN animal walks normally for a 
H. Hortan DeJong, M. D., 
Blackfoot, Idaho. 


—— s 


Edit 
or, AMERICAN JOURNAL OF PSYCHIATRY: 


a Thank you for sending me Dr. 
view; 8's letter. In my article I did not re- 
earch, detail the literature on animal re- 

using CO.-O, mixtures, my main pur- 


€ being to evaluate the clinical studies on 


~ 


CO, therapy. However, “ footnote 2” of my 
article refers to Meduna’s book, Carbon Di- 
oxide Therapy, Chapter 1 of which consists 
of a review of the literature on the central 
actions of CO». The very interesting work 
of Dr. De Jong on the effects of CO,-O, in- 
halations on experimental catatonia in mice 
and monkeys is cited on pages 4 and 6 and in 
the bibliography of that book. 
Jonn A, Frank, M. D, 
New York City. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sır: The writer of the comment “Self- 
Incrimination” raises the question, what may 
be the state of mind, the process of logic, or 
the fundamental motivation of the individual 
who refuses to risk self-inctimination by 
stating whether he or she is or has been a 
member of the Communist party? He feels 
the expression self-incrimination, when used 
by a communist with reference to member- 
ship in his party, is at least curious. 

It is hard to see anything curious in this 
attitude, and to see a psychological problem 
in the motivation. Membership in the Com- 
munist party is not a crime under U. S. law; 
the party is not outlawed. However, the 
punishment is severe ; it is loss of the right to 
hold any office and to make a living. Even 
the right to hold the office of attendant of a 
comfort station was recently questioned for 
reasons of political belief. 

Since it is common human nature to try to 
evade punishment, the answer “Yes” cannot 
be expected; when a communist answers 
“no” he risks conviction for perjury. When 
he does not want to undergo this risk, he in- 
yokes the fifth amendment and refuses to 
answer—what. else could he do? It is the 
logical thing to expect, and the motivation is 
clear, The case would be simple, and re- 
fusal to answer would be equivalent to the 
answer “yes”, if it were not that also non- 
communists invoke the fifth amendment. 
This, the writer of the comment feels, is the 
central psychological problem. He examines 
the motivation of the “innocent” person, who 
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MY 


is reluctant to say so, and feels this attitude 
may be based on a dubiously appropriate 
sense of personal dignity that in its egocen- 
tricity outweighs other vastly larger and more 
serious considerations.” 

My anti-Communism is a matter of public 
record. From beginning to end of the Wei- 
mar Republic, I was in German parliaments 
and in the forefront of fight against com- 
munism, beginning when the communistic 
parties were being born, and never ending. 
Yet, in a given situation I would refuse to 
answer. These are my reasons: 

(1) The question is futile, naive and de- 
moralizing. The Communist party is not just 
a political party, it engulfs the whole person. 
An active communist is a potential spy and 
agitator, and must be kept from positions 
where he can do harm, but one will not find 
dangerous elements by just asking them 
whether they are dangerous. A master spy 
would not even perjure himself when he 
swears that he is not a registered member of 
the party. An active communist puts loyalty 
to his cause beyond his life. We can respect 
this character trait, but we cannot tolerate his 
activity. However, more alertness to the 
activities of people in responsible positions is 
necessary than to ask them about it. Their 
activities, not their thoughts, can be con- 
trolled. 

(2) The question makes the fifth amend- 
ment nugatory. The amendment says that 
nobody shall be compelled in a criminal case 
to be a, witness against himself. A witness is 
under oath and has to tell the truth ; a defend- 
ent has the right to deny his guilt, and is not 


under oath. While it is not criminal to be or 
have been a member of the Communist party, 
the question is tantamount to do you plead 
guilty? Yet, the person so asked is under 
oath. 

A specially objectionable point is the ques- 
tion about past affiliation. The draft of the 
declaration of Human Rights says that indi- 
vidual freedom of thought and conscience, to 
hold and change beliefs, is an absolute and 
sacred right. It also says that no person shall 
be held guilty of any offence on account of 
any act which did not constitute such an of- 
fence at the time it was committed. Both 
articles are violated by questioning about 
past affiliations, which may have changed 
long ago, and which were not offences at the 
time when they existed. ; 

The statement of the American Associa- 
tion of Universities stresses the necessity of 
independence for the scholar. Is it independ- 
ence when a person is not allowed to hold an 
opinion, even when he is immaculate in the 
discharge of his duties? Is it independence 
when he must be afraid to express any opm- 
ion today because, many years later, when 
he does not hold it anymore, he may be pen- 
alized for ever having had this opinion? 

The case was well stated by Justice Jack- 
son, when he ordered bail to be continui 
for communist leaders—‘Scientists, teachers, 
intellectuals, liberals of every variety, ahon 
make no mistake about it: when the bell 0 
suppression tolls, it tolls for thee.” 


Kate FRANKENTHAL, M.D. 
New York City. 


MONSTROSITIES 


The monstrosity is contrary to nature, not contrary to nature taken absolutely, but on, 
trary to the most usual course of nature. Nothing, in fact, can be produced contrary to thal 


nature which is both eternal and essential, 


ARISTOTLE 
On the Generation of Animals 


PRESIDENT’S PAGE 


Projects for the improvement and preser- 
vation of mental health can be developed on 
many fronts. These can be carried forward 
by an individual who sees an opportunity, by 
research teams in hospitals, medical schools 
and institutions, or by groups within the 
A.P.A. itself. An example of the first type is 
the interest in legal psychiatry which Dr. 
Overholser developed in his book. The Psy- 
chiatrist and the Law. Research projects by 
groups are surprisingly many throughout 
the country, as shown by Dr. Blain in his re- 
cent survey presented to the New Jersey 
Neuro-Psychiatric Institute at Skillman. Dr. 
Barton’s address on Rehabilitation on the 
Same program was inspiring and it is to be 
hoped that this will appear soon in print and 
become a guide to all of us. Within the As- 
Sociation itself, one of the most important 
Steps in the mental health movement has been 
the establishment of the Central Inspection 
Board, 

Th 1925, Dr. William L. Russell placed 
before the Association a proposed set of 
standards for mental hospitals, which was 
adopted. However, it was in 1944 that the 
vision of Dr, Mesrop A. Tarumianz, Chair- 
af of the Committee on Psychiatric Hospi- 

Standards and Policies, put forward a 
Proposal for inspection and rating, based on 
à revision of these standards. This was ap- 
ae by Council and in 1947 the Council 
ia orized the establishment of the Central 
$ a Board. This work started in No- 
De mh 1948, when this Board appointed 

: hele M. Chambers to the position of 

is nspector and established an office. 
the ad is composed of 10 Fellows of 
State nl ee the Council, 
vate pra ree als, the Medical Schools and pri- 
of Dek Ctitioners. Dr. Mesrop A. Tarumianz 
Sum PS has been Chairman of the Board 

ac S Inauguration. All members of the 
ee are appointed for 3-year terms by the 
ia s the Association. 
as Fh 5 
Ameri... Y agreement originally with the 
e Toa a alege of Surgeons and now with 
ommission on Hospital Accredita- 


tion that The American Psychiatric Associa- 
tion has assumed the responsibility of in- 
specting and rating the mental hospitals. Our 
Association has entered into an agreement 
with the Joint Commission to the effect that 
the inspection and rating of mental hospitals 
in the future will be the function of the 
Central Inspection Board. All field work, the 
preparing of reports, and the evaluation of 
the hospitals will be done by this board. Cer- 
tificates will be issued to approved hospitals 
by the Joint Commission on Hospital Ac- 
creditation and The American Psychiatric 
Association. 

Thus it can be said that the full responsi- 
bility for the inspection and rating of the 
mental hospitals rests on the shoulders of our 
Association. 

The over-all purposes of the project are 
(1) to improve the care and treatment of the 
mental patient, (2) to furnish the general 
public and legislative and executive officers 
of the states and provinces with a reliable 
measuring stick or set of standards with 
which to compare conditions in local hos- 
pitals, (3) to furnish data to physicians, med- 
ical students, and other professional workers 
who are contemplating a hospital connection. 

Of primary importance to the hospital is 
the report made by the Inspector following 
the hospital visit. This report contains fac- 
tual data on present conditions and the 
Board’s recommendations for improvements. 
Letters received from Superintendents, Com- 
missioners, and others in authority in the 
states where inspections have been made and 
reports rendered, indicate that these reports 
have been found to be useful in educating 
legislators and other key persons jin formu- 
lating long-range plans; in preparing budget 
estimates; and in establishing personnel 
quotas and organizing new departments. 
Many of these letters have expressed appre- 
ciation for the work that has been done and 
suggest that reinspections should be made 
periodically in the future. p 

Excerpts from a letter from David K. 
Boynick, Executive Director of the Joint 
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Committee of State Mental Hospitals of 
Connecticut follow: 

The history of the State Mental hospitals of Con- 
necticut of the past several years is one of steady 
growth in personnel, buildings, facilities and maturi- 
zation of therapies. In this course of development 
the report and recommendations of the Central In- 
spection Board have served as an important lever 
and /a means of public education. . . . We have uti- 
lized before State executive officers and legislative 
bodies the standards of the CIB as the yardstick of 
things as they should be. And each year, in a 
variety of categories, we have moved steadily closer 
to those standards. . . . From time to time we have 

-issued brochures analyzing in specific categories the 
standards as they obtain and the standards as your 
body. proposes they should be... . In the recently 
concluded session of the State legislature I marked 
fully 100 occasions where hospital spokesmen quoted 
the CIB recommendations in urging endorsement 
of proposed hospital projects. . . . Progress would 
have been less substantial had we not had the au- 
thoritative findings of the CIB to support our 
requests, k 


A rating scale has been prepared and is 
being tested at the present time. Evaluation 
and approval of the mental hospitals in- 

spected to date will begin in the near future. 
Hospitals in 20 states and 2 provinces have 
been or are in the process of being inspected. 
| Six other states and one province have made 
application and are on the waiting list for in- 
spection and a number of others have shown 
interest, but are waiting for legislative ap- 
proval of the expenditure for the cost of the 
inspection. 
| The work of inspecting the hospitals was 
done originally at no cost to the state, the 
work being financed by the Psychiatric Foun- 
dation. Within the first year of the Board’s 
existence it became evident that funds from 
this source would not be sufficient and a 
policy of requiring the state to pay 80% of 
the cost of the initial inspection was adopted. 
This plan has been in effect ever since and the 
majority of the hospitals have been inspected 
under such an agreement, j 
` The work of the Board is increasing rap- 
idly and additional personnel is badly needed. 
It is important that the remaining public hos- 
pitals be inspected as soon as possible. In ad- 
dition it will be necessary to make routine re- 
visits to the hospitals already inspected. 
Ideally, these services should be made 
available to the hospitals without cost. How- 
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ever, this has not been possibl 
pitals are not to be charged fo: 
services a new plan for financi 
must be sought. This is of the gr 
cern to the Association, for Th 
Psychiatric Association has the ul 
sponsibility for the financial soly 
Board and the continuation of this 
high priority. Mo 

Inspection and rating are powerf 
in maintaining standards and bring 
improvements in mental hospitals, 1 
been said, the mental hospital 
of psychiatry for the man in the 
are judged in part by the type 
treatment afforded in these hosi 
welfare of patients rests, too, in į 
the backing of the public and the 
The data put forth by the CIB 


personnel, and in stimulating a 
to improve hospital functions, 
Dr. Cameron has written: “The 
working ; it has the backing of the 
as the agency of The American | 
Association it carries great wi 
islatures and public officials who! 
bility it is to plan and operate me 
tals. It provides the publ 
authoritative evaluation of its 
pitals. If it is sustained and e 
a period of years, it can hardly fai 
tremendous impact in raising meni 
standards throughout the various í 
that it serves—an impact similar 
duced by the American Medical 
in the medical schools, and by 
College of Surgeons in the gent 
This work must continue. TE 
and magnitude of the task requi 
est and support of the entire mi 
More liberal financing would enal 
to proceed more rapidly, Sugg 
ways of increasing the budget of 
be welcomed. Have you any? 
The Association owes a great € 
itude to the vision and indefatiga 
Dr. Tarumianz, and to the 1 
wisdom of Dr. Ralph Chamber: 
this combination the valuable 
ready made could never have 
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THIRTY YEARS OF CHILD PSYCHIATRY 


Largely because of the number of rejec- 
tions for military service in the first World 
War as well as breakdowns in service, the 
medical and social agency leaders were made 
acutely aware for the first time of the need 
in this country for some program of preven- 
tion of psychological maladjustments. Pre- 
vention naturally meant knowing more about 
children, well-adjusted children, and those 
not so well adjusted, who showed evidences 
of behavior, personality, and habit problems 
at home and in school. 

Consequently, after the first World War, 
child guidance clinics were started in various 
cities on a demonstration basis by the 
National Committee for Mental Hygiene 
through grants from the Commonwealth 
Fund. Personnel for these early clinics were 
trained for the most part in such places as 
the Judge Baker Foundation (Inc. 1917), 
the Institute for Juvenile Research (renamed 
i 1920), and later the Institute for Child 
Guidance, New York (1927). 

Definite goals and standards were set up 
for Staffing and operating these demonstra- 
tion clinics, For such clinics to be an effec- 
tive educational and therapeutic force in the 
community it was hoped that each commu- 
nity would sponsor one or more of these 
clinics financially as a part of their health 
and welfare program. These professionally 
Staffed clinics were not to be isolated service 
Units, but integrated with the remedial work 
s the school system on the one hand and 
“hee the social agencies on the other, in- 
seas the Juvenile Court. The medical 
He of these clinics were to be psy- 
a Sts, assisted by psychiatric „social 
Mn ers and psychologists. Each clinic was 
ae a board of directors composed of 
eri laymen and physicians. It is of 
ei that during this early period while 
their a were being educated to assume 
of 3 Pees along these lines some 

Bice oe -known state hospitals such as 

ster State (Massachusetts) donated 


personnel for a child guidance clinic until 
the community could take it over. 

Another goal of these original sponsors 
of the child guidance movement was to pro- 
mote training programs in certain clinics 
that had been soundly established, staffed, 
and supported by the community. To these 
clinics were sent young physicians for one 
year of training in child psychiatry on Com- 
monwealth Fund fellowship grants, which 
continued until after the second World War 
when training stipends were established by 
the U. S. Public Health Service through 
funds appropriated by Congress in the 
National Mental Health Act. 

From the beginning the basic prerequisites 


for a training fellowship award were as 


follows: (1) graduation from a recognized 
school of medicine with at least one year of 
medical internship. (2) two years of full- 
time training and experience in a mental hos- 
ital. 
į Also from the beginning training stand- 
ards were laid down for clinics accepting 
psychiatric fellows as well as graduate stu- 
dents in other disciplines including a good 
start in the use of individual supervision. 

Around the early clinic team concept there 
was crystallized in the early ‘twenties a need 
for the establishment of a professional or- 
ganization that would admit to full member- 
ship social workers and psychologists quali- 
fied by training and experience in clinic 
practice, At the same time the need was 
recognized. for the safeguarding of medical 
leadership in this new society. , Thus, the 
American Orthopsychiatric Association came 
into being in 1923. 

Following the second World War another 
upsurge of interest in mental hygiene was 
evinced not only by the military, but also 
by the public, its elected officials, and the 
medical profession in general. The Ameri- 
can Board of Psychiatry and Neurology 
recognized the importance of community 
clinics not only as centers for part-time 
training in child psychiatry for all psychiatric 
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residents, but also by accepting a year of 
full-time work in clinics selected by the 
Board for the third year of formal training 
required of candidates seeking eligibility for 
Board examination. This meant that a psy- 
chiatrist who wished to make psychiatry his 
major interest could complete his formal 
training in 4 years, 2 years in general psy- 
chiatry and 2 years in child psychiatry, and 
be ready then to accept a clinical position in 
his fifth year after internship. Without this 
interest and cooperation on the part of the 
American Board, training in child psychiatry 
in this country would have suffered a serious 
setback. This action of the American Board 
following the war was especially important 
and timely because it established criteria for 
training clinics which could be used by the 
U. S. Public Health Service in carrying out 
grants-in-aid to clinics under the National 
Mental Health Act. 

A real threat to the child guidance move- 
ment was felt, however, when the Division 
of Community Clinics of the National Com- 
mittee for Mental Hygiene was discontinued 
as a result of the merger that took place in 
the process of creating the present National 
Association for Mental Health, Inc. Quick 
action here on the part of responsible clinic 
leaders resulted in the establishment of an 
association of clinics that would take over 
some of the supportive functions of the Na- 
tional Committee. This new organization 
was soon incorporated under the name of 
the American Association of Psychiatric 
Clinics for Children. It hoped in time to be- 
come financially independent as a result of 
regular assessments voted by the member 
clinics. There were to be 3 types of clinics 
classified according to the stage of their 
growth and development—associate clinics, 
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member clinics, and training clinics—accord. _ 
ing to criteria adopted by the Association, 

Further progress in child psychiatry had 
already been made by The American Psychi- 
atric Association by the establishment of a 
separate section in child psychiatry at the — 
annual meeting as well as standing and 
special committees. It has also been very 
active through the excellent work of its Com- 
mittee on Standards and Policies in drawing 
up and publishing helpful criteria in regard 
to the staffing and general operation of out- 
patient psychiatric clinics, 

The next major step in historical sequence — 
was the establishment of the American 
Academy of Child Psychiatry which had its 
first election of officers in Cleveland, Febru- 
ary 1953. Membership in the Academy, 
already over 100, is confined to psychiatrists 
who are diplomates of the American Board 
of Psychiatry and Neurology and who have — 
had 2 years of specialized training in child 
psychiatry followed by 5 years of experience ~ 
in the field. ; 

The psychiatric profession might well be 
proud of the orderly and uninterrupted d 
growth and development of child psychiatry 
in this country over the last 3 decades, 10” 
foster its future as a needed specialty, but 
to avoid the common errors of over specialia a 
zation; to keep its base firmly rooted in. 
general psychiatry and the basic sciences ; t0 
improve the over-all training in this field by 
greater utilization of the children’s hospital e 
inpatient and outpatient services as well as 
the community clinic; to attract and develop 
high quality medical leadership for the 
many clinic and research positions open w 
day, is of especial interest and concern tot 
the membership of the American Psychiatric i 
Association. 

S. S.A. 


Eucen BLEULER 


NEWS AND NOTES 


New Jersey Neuro-Psycuiatric INSTI- 
ruTe.—In April of 1953, the Governor of 
the State of New Jersey signed Legislative 
Bill +4361, changing the State Village for 
Epileptics at Skillman into the New Jersey 
Neuro-Psychiatric Institute. It was recog- 
nized that a colony exclusively for epileptics 
was not feasible for professional training, 
and in view also of recent advances in medi- 
cation controlling seizures, the change was a 
welcome one. 

Dr. Robert S. Garber was appointed super- 
intendent in September 1952 to undertake 
the reorganization of staff and to establish 
administrative policies. Concurrently, a re- 
classification of the patient population was 
necessary to determine which patients could 
be returned to the community and which pa- 
tients suffering from epilepsy with psychosis 
or mental deficiency should be transferred to 
other state institutions. Remarkably, the re- 
classification established that over 60% of 
the population was psychotic. As such ex- 
tensive transfer was impossible an active 
Psychiatric treatment program was inau- 
gurated, 

As beds become available through dis- 
charge and transfer, new categories will be 
accepted for diagnosis, treatment and reha- 
bilitation, Juvenile psychotics will be the 
first, since there are insufficient facilities in 
New Jersey for this type of patient. A treat- 
“ou Program for nonpsychotic alcoholics 
tom the entire state will be centralized at 
the Institute, Neurological cases, for which 
oo provision has hitherto been avail- 
oy will be accepted for diagnostic evalua- 
% eo Promptly released, their treatment 

a continued on an outpatient basis. 

ogee at the Institute will be under the 
gui oe of the new director, Dr. Nolan 
Sees Training programs have been 

ae in conjunction with Jefferson 
be ta: College and the Medical School of 
ines ee of Pennsylvania. After-care 
ae follow the released epileptics, and 
physici g community clinics to assist local 
clans with epileptic treatment problems 


and for screening admissions are already 
being developed. 


DEATH or Proressor GAuUPP.—Word has 
been received that Dr. Robert Gaupp who re- 
tired some years ago from the chair in psy- 
chiatry in the University of Tübingen died 
August 30, 1953 at his home in Stuttgart- 
Degerloch. 

Dr. Gaupp, an honorary member of The 
American Psychiatric Association, was Ger- 
many’s senior psychiatrist and one of the 
world’s foremost. Some comments of his on 
psychiatry in Germany appeared in the April 
1952 issue of this JOURNAL. 

A more extended memorial will appear 
later. 


JouRNAL oF Forensic MeDicINE.—The 
first number of this new quarterly publica- 
tion has recently appeared. It covers the pe- 
riod July to September 1953. The editor is 
Dr. H. A. Shapiro, whose address is P. O. 
Box 30, Cape Town, South Africa, 

The Journal is intended to be interna- 
tional in scope and it will cover the whole 
field of forensic medicine. Contributions are 
invited from workers in the field of forensic 
medicine in the various countries. 

In addition to original articles, book re- 
views and medical legal news will be pub- 
lished. Annual subscription is 42s, ; individ- 
ual numbers, 12/6. 


Tue AMERICAN AcADEMY OF FORENSIC 
Scimnces.—The sixth annual meeting of the 
Academy will be held February 25, 26, and 
27, 1954, at the Drake Hotel, Chicago, Illi- 
nois. Titles of all papers to be read must be 
submitted to Dr. Milton Halpern, program 
chairman, 106 E. 85th Street, New York 
City 28, New York, by November 1, 1953. 


FIRST INTER-AMERICAN CONGRESS OF 
PsycHoLocy.—The Inter-American Society 
of Psychology (slp) has been invited to 
celebrate its first meeting in the oldest uni- 
versity of the Americas, the University of 
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Santo Domingo, December 10-20, 1953. 
Sixty delegates of all American countries, 
among them 15 delegates from the U. S. A. 
and Canada, will be guests at the Hotel Ja- 
tagua in Ciudad Trujillo. 

Five general inter-American round-table 
discussions will be held concerning: (1) 
tasks and limits of psychological disciplines ; 
(2) the professional and legal situation of 
the psychologist; (3) the present state of 
psychology in the various countries of the 
Americas; (4) psychology of culture and 
values; and (5) controversial problems of 
psychology, education, and psychiatry. 

Applications of citizens of the United 
States and Canada for membership in slp, 
including possible election as delegates, 
should be sent with curriculum vitae in tripli- 
cate to Werner Wolff, vice-president of the 
sIp, Department of Psychology, Bard Col- 
lege, Annandale-on-Hudson, New York. 


REGIONAL RESEARCH CONFERENCE.— 
One of the 1953 regional research confer- 
ences of The American Psychiatric Associa- 
tion was held at the Menninger Foundation, 
Topeka, Kansas, October 23 and 24, 1953, 
sponsored jointly by the A, P. A., the Men- 
ninger Foundation, and the Kansas Univer- 
sity Medical School. 

The general theme of the conference was 
the treatment of psychiatric patients, with the 
focus partly on the process of treatment, but 
predominantly on methods for determining 
the effectiveness of the various kinds of treat- 
ment. 2 i 

Dr. Karl A. Menninger presented the 
opening paper of the program which included 
also papers by Dr. Jules Masserman and Dr. 
James G. Miller of Chicago; Dr. George A. 
Ulett, Washington University; Dr. Abram 
Hoffer, Saskatchewan; and Dr. Louis 
Steiner, Elgin, Illinois, Dr. John Benjamin 
of Denver closed the meeting with a sum- 
mary and critique of the papers and discus- 
sion. 


Anrtivivisection Laws.—The National 
Society for Medical Research draws atten- 
tion to the fact that the world’s only national 
antivivisection law was adopted early in Hit- 
ler’s regime and is still in effect in Germany. 
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This law was enacted in 1933 and bears Hit- 
ler’s signature. It bans all use of animals for 
research, teaching, and training purposes in 
medical schools, and, in addition, places sci- 
entific research under stringent political con- 
trol. 

The National Society for Medical Re- 
search notes the grave deterioration of bio- 
logical research in Germany since the enact- 
ment of this law. 


Wortp MEDICAL AssociaTion.—The sev- 
enth general assembly of the World Medical 
Association was held at the Hague during the 
first week of September in 1953. Forty-six 
countries are now represented in W. M. A. 
by their national medical societies, including 
3 admitted this year—Brazil, Indonesia, and 
Liechtenstein. The total membership now 
represented in W. M. A. is about 750,000. 

It is particularly to be noted that each na- 
tional association is represented by 2 dele- 
gates and 2 alternates regardless of the size 
of the association. The American Medical 
Association, with upwards of 150,000 mem- 
bers, is the largest in the world. The Liech- 
tenstein association has 11 members. Each of 
these associations is entitled to 2 delegates to 
W.M. A. K 

Professor L. A, Hulst of the University of 
Utrecht, president of the assembly, made it 
clear that the W. M. A. was'composed of 
free national societies that guaranteed to each 
of their members independence in his ow? 
scientific field. ‘oad 

The 3 official languages so far anio 
by the W. M. A. are French, English, am 
Spanish. 


BULLETIN of THE Isaac Ray MEDICAL 
Liprary.—This new bulletin, which is pub- 
lished from Butler Hospital, Providence, 
Rhode Island, and is expected to appear ae 
terly will have as one of its functions his 
assemblage of material relating to the z 
tory of psychiatry. Two issues have now he 
peared, the first in February 1953 a” In 
second for the period April to July, 1S de 
the second issue is initiated a special Pe be 
—a “Calendar of Psychiatry.” This T 
a chronological record of important ev in 
in psychiatric history that have occut 
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whatever year during the months represented 
by the issue of the Bulletin. At the end of 
the year it is proposed to add a cross index 
by subjects and proper names. The calendar 
will be cumulative and presumably after a 
period of years will be separately issued. 
The first instalment of the calendar ranges 
from 1632, with a note on John Locke who 
was born that year, to 1930, when the first 
International Congress of Mental Hygiene 
was held in Washington, D. C. 

Dr. Henry H. Babcock, superintendent 
of Butler Hospital, is the editor, assisted by 
an editorial board recruited from the hospital 
staff and including Dr. Gregory Zilboorg, 
editorial consultant. A one-year subscription 
is $2.50; single issues, 75 cents. 


SIXTH ANNUAL CONFERENCE ON ELEC- 
TRONIC INSTRUMENTATION AND NUCLEON- 
Ics IN Menicine.—S. R. Gilford, National 
Bureau of Standards, Washington, D. C., 
conference chairman, announces that this 
year for the first time the Conference on 
Electronic Instrumentation and Nucleonics 
in Medicine will be sponsored by the 3 largest 
Professional societies concerned with the elec- 
tronic instrument field. The American Insti- 
tute of Electrical Engineers, the Institute of 

dio Engineers, and Instrument Society of 
America have jointly assembled a program of 
Papers covering some of the recent advances 
m instrument technology intended to facil- 
itate medical and biological research and clin- 
ical application, 
meeting, to be held at the New 
+a a Hotel November 19 and 20, 1953, 
the oe: together prominent scientists from 
to di edical, biological, and engineering fields 
ene new instrument developments and 

h application to biological problems. 
, Sre will be morning, afternoon, and even- 
ests on Thursday, and morning and 

aa sessions on Friday. 

a though publication of a conference re- 
Papers. not contemplated, abstracts of the 
to will be a part of the printed program 

€ distributed at the conference sessions. 


ne Novation IN Nurses’ TRAINING.—A 
fe Mique in the training of psychiatric 
Sin New York state mental hospitals 


® been announced by the Department of 
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Mental Hygiene. ‘Sixty-seven freshmen en- 
rolled in Long Island’s state mental hospital 
schools of nursing will spend their first year 
of training at Adelphi College under a coop- 
erative program between the Department and 
the college. 

Students will come to Adelphi College 
from Creedmoor, Central Islip, Kings Park, 
and Pilgrim State Hospitals. After spending 
the freshman year and a summer session in 
Adelphi’s regular 4-year nursing course, stu- 
dent nurses will return to their respective 
hospitals to complete the final 2 years for a 
nursing diploma. Then, if they wish, they 
can return to Adelphi College to take a fourth 
year of academic work for a bachelor of sci- 
ence degree. They will live at the hospitals 
while attending the college. 

Mrs. Agnes Clark, assistant nursing pro- 
fessor at Adelphi, will direct the program 
with the help of the nursing directors of the 
4 Long Island State Hospitals. 


Prizes FoR DISSERTATIONS ON EPILEPSY. 
—Dr. J. K. Merlis, secretary-treasurer of the 
American League Against Epilepsy, reports 
that the Jerry Price Memorial prizes, with 
a total value of $1,000, were awarded at 
the annual meeting of the League held in 
Boston, August 22, 1953. Essayists were 
medical students. 

Cash prizes went to Dominick P. Purpura, 
Harvard; Arnold M. Sobel, New York Uni- 
versity; William C. Brown, University of 
Utah; and J. W. A. Terrell, University of 
Texas. Twenty-three other contestants re- 
ceived prizes of books or of subscriptions to 
Epilepsia. 


East Bay PSYCHIATRIC. AssociaTion.— 
This society (Oakland, Calif.) announces its 
newly elected officers for the year 1953+ Dr, 
Portia Bell Hume of Berkeley, California, 
president; Dr. Albert Ackerman, president- 
elect, and Dr. Roger Owen, treasurer, both 
of Berkeley; and Dr. Ervin H. Marcus, of 
Oakland, secretaty. Elected as councillors 
were Drs. William McGaughey and Bernard 
I. Kahn, of Oakland, and Dr, Franz Wasser- 
man of Walnut Creek, California. 


Acapemic ProcraM IN N. Y. STATE 
Scuoors.—Charles I. McAllister of West 
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Hempstead, Long Island, has been appointed 
supervisor of education, a new position cre- 
ated in the New York State Department of 
Mental Hygiene, effective October 1, 1953, 
following a study of the state schools educa- 
tion system made by the state education de- 
partment. : 

Mr. McAllister, who for the past 17 years 
has been connected with the New York City 
Board of Education bureau for mentally re- 
tarded children, will direct the further de- 
velopment of the academic program con- 
ducted for children in state schools for 
mental defectives, 


ETIOLOGY 


Tt must be remembered that cerebral activity may be modified quite as effectually, di- 
rectly and immediately by the evocation of frames of mind, emotions, and thoughts, as by 
diminishing the quantity of blood within the cranium, or by modifying the nutrition of the 
brain. . . . We have, in the direct provocation of certain states of mind, a very powerful 
means of successfully modifying disturbances of the somatic state. Nowhere is it of greater 
importance than in the treatment of insanity, to keep in view the individual; nowhere is 
the constant consciousness more necessary that it is not a disease but an individual patient 
that is the object of our treatment... . A Penetration into the psychical individuality of 
the patient is here demanded, which is scarcely ever necessary in ordinary medical practice. 

The inquiry into the history of the case ought to embrace the whole of the bodily and 
mental antecedents of the individual. . . . We must faithfully and intelligently comprehend 
the relation of the predispositions . . . the education and governing inclination of the in- 
dividual, . . . Only in this way is an insight into the true history of these diseases possible; 
only thus can we succeed in grasping at their beginnings those fine threads which have 
ultimately entwined themselyes into delirious conceptions; only thus can we . . . recognize 
the far-back commencement of the preparation for the illness. 
highest importance in a system of treatment which gathers from the history of the case 
indications, sometimes for the amelioration of inveterate chronic processes, at other times 
for the removal of certain psychic causes, and which requires a profound knowledge of the 
character of the individual to enable us to employ all his inherent resources in support of 


our treatment. 
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PSYCHIATRIC FOUNDATION IN HAVANA. 
—Announcement has been received of the 
creation of a foundation for the promotion 
of psychiatric services and graduate educa- 
tion in Cuba. A key feature of the founda- 
tion is the National Institute for Observation £ 
and Diagnosis in Havana, which is intended 
to serve the entire medical profession of 
Cuba. This institute, which is patterned after 
the Mayo Clinic, is reported to be the fir: 
of its kind in Latin America. It is served 
presently by a staff of more than 80 special- 
ists including many of Cuba’s most distin- — 
guished physicians. 


... All of this is of the 


WILHELM GRIESINGER (1845). 
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BOOK REVIEWS 


PERSONALITY AND THE FroNTAL Loses. By Asenath 
Petrie. (New York: Blakiston Company, 1952. 
Price: $6.00.) 


This volume is an intensive study of the psy- 
chological effects of several varieties of frontal 
lobe surgery in essentially neurotic patients. The 
operations used were the posterior standard leu- 
cotomy, the bilateral more rostral leucotomy, and 
left and right unilateral rostral leucotomy. The 
posterior standard operation was a closed type, the 
anterior rostral the open. Twenty-seven patients 
were subjected to the standard; 15 received the 
bilateral rostral; and 4 each, the left and right 
rostral operations. 

The clinical results of this work are dealt with 
only parenthetically but are worth quoting. For 
posterior standard operation results were as fol- 
lows: „greatly improved, 41%; much improved, 
22% ; improved, 15% ; same, 18% ; and worse, 14%. 
The anterior rostral operation showed the following 
results: greatly improved, 0%; much improved, 
41%; improved, 41%; same, 18%; and worse, 0%. 
Those workers who are interested in the possibil- 
ities of leucotomy in the nonpsychotic group will 
be impressed by these results. The improvement 
in many patients from the more rostral operation is 
especially intriguing. 

The psychological studies concern measurement 
of 3 aspects of the personality—intelligence, neu- 
Toticism, and degree of introversion or extroversion. 
The tests for neuroticism and introversion-extro- 
Version were carefully selected on the basis of their 
faba importance in the neurotic personality. A 
hee site of measurements was obtained, and 
initi A results in general bore out the author’s 
ieee e eea Briefly summarized, results for 
S ard leucotomy indicated that the patient shows 
a enueia, a movement toward the extro- 
at end of the scale, and loss in verbal tests of 
fae gai Incapacity to generalize, inability, to 

eke Ba ENA and loss in visual planning. 
ais ie also suggestion of greater impulsiveness 
avn oe attitude toward the social environ- 
wilh th which there appears to be less identification 
en e niceties of social restraint and less ability 
bat e social concepts related to the immediate 

vironment, 

Bilateral rostr 
changes Je 
tion ; 
cism 
tions 


‘al leucotomy in general produced 
an ss marked than the more posterior opera- 
ahd was a significant decrease in neuroti- 
ait decrease in introversion. The 2 opera- 
effect on fered however, fundamentally, in their 
aes ‘antellectual aspects of the personality. The 
were ee after Posterior standard leucotomy 
t, th nt after anterior rostral leucotomy; in 
» “ere were definite gains in some areas. 
Tison of right and left rostral operations 


indi 
cate a strong tendency for left leucotomy to 


approximate the pattern of changes noted for the 
bilateral rostral, and this similarity was less pro- 
nounced with the right rostral. The results sug- 
gested therefore that incision on the left was con- 
tributing more than incision on the right to the 
effect of tle bilateral leucotomy. This raises the 
interesting question with regard to functions of the 
left as opposed to the right frontal lobe. 

The question of the relative precision of the 
posterior standard (transtemporal) vs. the anterior 
open rostral was attacked by the author by com- 
paring the relative variance in the test changes 
following the 2 types of surgery. Her conclusion 
is quoted: “There is considerable evidence... . 
that the open operation leads to greater precision 
in its effects than the blind operation.” 

With regard to prediction of the outcome from 
leucotomy from preoperative scores, the author has 
this to say: “Thus an individual who, prior to leu- 
cotomy, did not set his goal too high, had a 
smoother curve of concentration, was not too slow, 
and accurate in the test of manual dexterity—in 
comparison with the rest of the patients—was 
likely to be a successful candidate for leucotomy.” 
As regards amount of change on tests after opera- 
tion, in relation to leucotomy, it is noted that “on 
all measures of intelligence our successful patients 
lost least, or even gained, as opposed to our un- 
successful patients.” 

The results of all tests are well summarized and 
integrated and a number of fruitful speculations are 
made as to how these findings bear on our under- 
standing of relief of intractable pain. The author 
believes that after the operation the patient is 
limited in his range of time and is concerned pri- 
marily with the present. Past and future compo- 
nents are cut out. Time passes faster—which may 
contribute to the decrease in preoccupation with the 
total painful situation; the subjects have less vivid 
imagery; distractibility is increased ; there is less 
compulsion to endure or to persist ina painful sit- 
uation, less compulsion to “grit their teeth and 
bear it.” 

The author finds that in general after leucotomy 
the patients fit quite well with the hypothesis that 
their conscience is less severe. “We have found, 
for example, a difference in social attitude in the 
keeping of a promise, We have noted that after 
leucotomy social qualities are less frequently men- 
tioned whilst consideration or kindness shown di- 
rect to the patient are more often reported; that 
there is less feeling of personal responsibility ; and 
that there is a strong tendency to direct criticism 
outwards. The patient after leucotomy is more 
satisfied with himself, with his capacities, with his 
style of living and style of writing and is less pre- 
occupied with getting things just right; his stand- 
ards have dropped.... it has, however, been 
shown that the loss in social attitudes following on 


395 


396 


BOOK REVIEWS 


[Noy, 


this operation is relatively small and that the pa- 
tient continues to be able to live fairly adequately 
in society afterwards.” 

A detailed description of tests used is included, 
statistical tables giving the analyses are shown, 2 
sample case histories are appended, and a brief re- 
view of previous investigations using psychological 
techniques is also included in this small, compact, 
interesting, and useful book. 

This study is undoubtedly one of the best psy- 
chological investigations in the field of frontal leu- 
cotomy. It was a uniquely successful enterprise in- 
sofar as many changes were found that were highly 
significant, and in all the major areas investigated, 
the changes were in the predicted direction. 

Murton Greensiatt, M. D., 
Boston Psychopathic Hospital. 


Speecu Trarnınc. By A. Musgrave Horner. (New 
York: Philosophical Library, 1951. Price: 
$3.75.) 


The publisher of this book has in recent years 
specialized in importing all kinds of publications by 
British authors and publishers which then appear 
on the American market under his firm’s name. The 
books are rather indiscriminately issued and often 
make one wonder what they have to do with the 
“Philosophical Library.” 

This book is a first-term introduction to the prac- 
tical learning of the English language called “a 
handbook for students.” Since the methods of 
teaching in this country are quite different from 
those in Great Britain this book, while possibly 
interesting to speech teachers for comparative study, 
cannot be recommended for use in American insti- 
tutions. 

Ernest Harms, M, D., 
New York City. 


Sociat, Work AND Sociat Livinc. By Bertha Capen 
Reynolds. (New York: Citadel Press, 1951. 
Price: $2.50.) 


_ This book tries to correlate the conflicts of our 
time, as expressed in our society, with the concepts 
of social work. ‘This is expressed by the title of the 
book and also in the selection of problems for dis- 
cussion, as shown in such chapters as “Must it Hurt 
to be Helped?” ; “Eligible or Belonging?” ; “Don’t 
You Spoil People?,” etc. 

The book conveys a deep understanding of the 
role’ of social conflicts as a part of the individual’s 
conflict, and indicates ways of social treatment to 
relieve the pressure on the individual, 

If this book is written for the interested lay 
public, I think it has achieved its vety high moral 
purpose, namely, to improve our awareness of indi- 
vidual conflict and the society in which it occurs, If, 
however, it was written for the Professional worker, 
I miss a clearer spelling-out of the variety of con- 
flicts and their role in the development and function 
of problems. 

Miss Reynolds’ book is written with warmth, 


understanding, and obviously is based on vast 
experience, 
Peter B. Nevpauer, M. D, 
Council Child Development Center, 
New York City: 


THeorY AND Practice oF SociaL Case Work, By 
Gordon Hamilton. (New York: Columbia Uni- 
versity Press, 1951. Price: $4.00.) 


The first edition of this book was published in 
1940 and made a most important contribution to the 
field. Everyone who knows the problems of social 
work—its need to find its own theoretical frame of 
reference and its need to depend on a number of 
other sciences for help—will appreciate the thor- 
oughness and depth of this book. 

The field of mental health needs delineation of the 
function of the different disciplines, before a truly 
interdisciplinary approach can be achieved, Very 
clearly this book makes this contribution for case 
work, from the first chapter on “Basic Assumptions 
and Methods of Social Case Work” to those chap- 
ters that describe the interviewing process, the use 
of social resources, and the other different aspects 
and functions of case work. Since the number 
psychiatrists who function as psychiatric consultants 
to social agencies is so great, this book is essential 
for all those who have to understand social work 
before they undertake their consultative role, 

The changes made since the first edition reflect 
the corrections and new findings made in the field of 
mental health since that time. For example, there 
is more clarification of the differences between treat- 
ment, therapy, and psychoanalysis as a part of ther- 
apy. This book is highly recommended as a basic 
book, such as we have learned to expect from 
Gordon Hamilton. 

Perer B, Nevpaurr, M. Da 
Council Child Development Centety 
New York, City. 


Ein Psycuotoc ErLest pas KZ (A Psychologist 
Experiences Life in a Concentration Cae * 
Second edition. By Viktor E. Franks 
(Vienna: Verlag fiir Jugend und Volk.) 


The author, at present director of the Municipal 
Policlinic for Nervous and Mental Dista i 
Vienna, gives a vivid and interesting account al ‘i 
psychological analysis of his experiences as ee 
oner in some of the worst Nazi concentration © 
of World War II. Like everyone else he rea 
to the first impressions and experiences nt 
camp with an “admission shock,” which, ma my 
lasted only a few days. The psychological So E 
of this first phase was the feeling that bie 
life was finished and done with. A “P ton of 
apathy” followed that lasted the whole dural ase 
internment. The author characterizes his phas 
“provisional existence without termination. y val 
prisoner loses his individuality ; he becomes ‘tative 
to an impersonal number without hope, ee 
and capacity for sublimation. He gets to a 


most primitive self-protection. Instructive ex- 
Jes are given for these statements. In some 
individuals, however, there occurred ecstatic ex- 
eriences of an illusional and hallucinatory nature 
hat led to a new and peculiar inner life. There 
were, on the other hand, instances when the usual 
culminated in stupor and complete loss of 
ance in a psychobiological sense. The author 
to do large-scale psychotherapy on his fellow 
oners during this stage of apathy and succeeded 
leading some of them to accept their suffering 
in inner task and showing them future goals. 
the liberation, the first reaction of the few 
irvivors was a kind of depersonalization and later, 
ny cases, a deep disappointment when they 
ed that their relatives had not survived. 
V. A. KraL, M. D., 
Verdun Protestant Hospital, 
Montreal. 


Puisonauiry AND PROBLEMS OF ADJUSTMENT. Sec- 
_ ond Edition. By Kimball Young. (New York: 
A Appleton-Century-Crofts, 1952. Price: $5.00.) 


This volume originally published in 1940 has been 
oughly revised and brought up to date. It is 
ized in two major sections, one concerned with 
uundations of personality, and the other with 
ed problems of personality adjustment. The 
er Section centers upon such problems as con- 
ional factors in personality, motivation, learn- 
i language, the self, typology, and theories. of 
sonality, The latter section is devoted to such 
at a as adjustment in childhood, adolescence, 
Il ood, and old age. The setting is in terms of 
training school, college, marriage, occupation, 
quency and crime, and neurotic and psychotic 
stations, 
Kimball Young is Professor of Sociology at 
“eae University. He turned to sociology 
ag eld for teaching, writing, and research after 
te an experience in psychology. In keeping 
HA A bagkaround in psychology and sociology 
ki Mies with his organization of the book 
in ane Young holds to a systematic posi- 
3 eo bed in the sociological literature as “in- 
an - Personality is considered “to be fun- 
in, Me social-cultural product, but one which 
sim, in a dynamic or moving state of equi- 
or disequilibrium with reference to the par- 
a oe and its culture at a given time and 
thins 7). This position is closest in psychi- 
aaa to Harry Stack Sullivan, and to a 
a 0 Karen Horney, Erich Fromm, and 
ieee As he himself points out concern- 
ans R the interactionist position, they 
Bode m ed out in careful detail either a 
h to. test aes nor a program of empirical re- 
the Hs the mechanisms of social interaction 
Bae seiso manner in which the individual 
femark ae (p. 288). His book epitomizes 
RSN he and thoughtfully written, it con- 
Dtofessi, e information for the student and 
È positi mal person alike. However, the syste- 
ton is more often descriptive than ex- 
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planatory. Aggression, culture, internalization, and 
the self are other related concepts used most fre- 
quently if the crude measure of frequency of refer- 
ence in the subject index be used as a criterion, It 
may be indicated, in passing, that “anxiety” cither 
as a manifestation or as basis for human activity, al- 
though mentioned, receives scant attention, Lest the 
impression be gained that this book is doctrinaire, it 
should be added that the author is quite compre- 
hensive, almost too comprehensive, in presenting a 
temperate, well-rounded account of many of the 
phenomena of culture and personality. Nor does he 
neglect other theories of personality, since they 
are clearly and fairly presented. 

The book is recommended both as a statement of 
the nature and functioning of the personality in a 
social setting as seen by a prominent sociologist and 
also as an extensive and well-documented source 
of information concerning the various areas of ad- 
justment mentioned earlier as being included within 
its covers. 

Rozert I, Watson, Px. D., 
Department of Psychology, 
Northwestern University. 


New OutLook on Mentat Diseases. By F. A. 
Peckworth. (Baltimore: Williams and Wil- 
kins Company, 1952. Price $12.00.) 


This book was written by an English pathologist. 
Since the author makes no summary statements, the 
reviewer will attempt to give his personal interpre- 
tation of the new outlook. The author thinks that 
central nervous system activities are only indirectly 
related to mental phenomena. “Brain function de- 
pends as much upon the tissues it correlates as upon 
itself” Stress may be laid on the cardiovascular 
system rather than the nervous system as a basis 
for understanding psychotic processes. The cardio- 
vascular system carries the products that enable the 
body to function. Vasomotion is a word coined to 
describe pattern change of blood flow in the body. 
For example, the girth of the neck varies with al- 
ternations of manic-depressive insanity, owing to 
vascular fluctuations in thyroid volume, 

With this new outlook disease of any type, in any 
portion of the body, may produce psychiatric illness. 
The book then is made up of chapters dealing with 
neurone metabolism, endocrine secretions, cerebral 
blood supply, anatomy, allergy, pathology, chronic 
focal pathology and other topics. A vast amount of 
material. is presented in a scattered way, which 
often gives rise to doubts as to the validity of the 
statements, There are many’ illustrations, includ- 
ing colored plates. These show gross and micro- 
scopic material that appears to have been gathered 
at random from a pathologist's collection. 

Apparently. the author is especially preoccupied 
with foci of infection as a cause of psychiatric ill- 
ness. There are many photographs of infected nasal 
sinuses. Similarly the teeth are stressed since, with 
‘hea, bacteria are forced into the blood stream 
with each meal. The author makes the following 
isolated observation of his own, “In 1925, I collected 
the common carotid arteries of 50 unselected post- 
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mortems on mental disorder cases and was able to 
demonstrate atlieroma at the junction of the internal 
and external branches in every one of the speci- 
mens.” Certainly this startling finding deserves 
more discussion in the book. By means of injection 
of blood vessels after death the author shows 
changes in the cerebral vascular pattern of psychotic 
patients. The photographs are impressive but so 
few data are presented that the reader cannot evalu- 
ate them. 

Finally, there is a chapter on treatment. In this 
section the one case history is found and, although 
perhaps quoted from another source, it may be re- 
peated here as a model of brevity. “ A woman with 
uterine sepsis received bad news of a relative’s ill- 
ness, She lapsed immediately into stupor. A year 
after this she was diagnosed as a hopeless case of 
presenile dementia. Hysterectomy was performed 
and mental recovery took place immediately.” In 
summary this book deals with the organic factors 
in psychiatric illness. Progress in this field is slow 
since the experimental findings must be checked 
with scientific accuracy. The broad scope of this 
book leads to a diffuse presentation that detracts 
from its value, 

O. R. Lanewortry, M. D. 
Johns Hopkins Hospital. 


ProsLems or Consciousness. Transactions of the 
Third Conference. Edited by H. A. Abramson. 
(New York: Josiah Macy, Jr. Foundation, 
1952. Price: $3.25.) 


This volume is a pleasant sample of the several 
series of Macy Conference reports. Those who 
have enjoyed the opportunity of participating in the 
stimulating but unstructured give-and take-of inter- 
disciplinary discussion must wonder that so much 
coherence emerges in the record while so much 
spontaneity remains. These are good meetings and 
it is well that their influence should spread widely. 

The formal presentations, which usually initiate a 
session, are limited to three. Seymour Kety opened 
the conference with “Consciousness and the Metab- 
olism of the Brain,” including a full summary of 
his own important studies relating oxygen consump- 
tion to state of consciousness in the human subject. 
Lewis Wolberg presented, at the next session, a 
recording of a hypnoanalytic treatment session and 
a movie of a subject in a hypnotically induced con- 
flict, under the title “Hypnotic Phenomena.” Even 
the printed records are impressive and plead yet 
again for more investigation along such promising 
lines. Marcel Monnier, a guest from Switzerland, 
closed the series with a report of “Experimental 
Work on Sleep and other Variations of Conscious- 
ness,” which summarizes admirably the effects of 
direct electrical stimulation of diencephalic and 
other centers altering consciousness and the elec- 
trical activity of the brain. iy s 

The three widely different approaches, plus the 
multiple-sided discussion of each, supply rich mate- 
tial for the subject of the conference and suggest 
many further experiments. 

R. W. Geram, M. D., 
Neuropsychiatric Institute, 
Chicago, Ill. 


CHp PsycHorHerary. By S. R. Slavson, (New 
York: Columbia University Press, 1952. Price; 


$4.50.) 


Mr. Slavson has collected in this book his pro- 
lific thinking and wide experience in psychothera- 
peutic work with both children and parents, This 
includes work with individuals and groups, 
approached from a psychoanalytic viewpoint, About 
half the book is concerned with background mate- 
tial, including factors involved in personality de- 
velopment and psychopathology. There are also 
considerations of individual, family, and other re- 
lationship patterns and their distortions, 

The most valuable contribution of the book is in 
its detailed consideration of the aims, nature, and 
dynamics of child psychotherapy; the psychother- 
apist’s skills, functions, and makeup; and the plan- 
ning of treatment. It is probably the clearest com- 
prehensive statement on these problems to appear 
in the last 15 years. i 

One could wish that in the first part dogmatic 
pronouncements could have been avoided, viz, p.21: 
“If sucking, feeding and evacuation are painful ex- 
periences, or the child is threatened or assailed, 
however slightly, anxiety and the feeling of inferior- 
ity will pursue him throughout his life.” Such 
statements are not consistent with the tone of the 
rest of the work. Also the attempts made by the 
author to clarify the confused state of classification 
of children’s emotional problems seem to lead to 
more confusion. An example is the unhappy wed- 
ding of the classification used at the Jewish B ; 
of Guardians in terms of pre-Oedipal and Oedipal 
problems with the questionably useful category of 
primary behavior disorders. ve 

On the whole there is no question that this is @ 
very useful book for both the initiate and supervisor 
in psychotherapy of children, spelling out as it does 
the basic elements involved in the therapeutic aims 
and processes, 
Recrnatp S, Loure, M. Dy 

Children’s Hospital, 
Washington, D. © 


EarLEsT Sraces or DeLINgouencY. By Hi pa 
ston, M. B., D.P. M. (Baltimore: William: 
Wilkens, 1952. Price: $2.50.) 


The title of this book is somewhat misleading = 
not quite descriptive of its contents, ma Hf fish 
philosophy, structure, and casework of an sential 
child guidance clinic. Only by ultimate n Bee: 
would many of the cases cited be classifia' 
delinquent. 7: 

Bren the standpoint of American reading fy 
book suffers because of certain fiou dlini 
sions probably proper in England. ie i 
structure described appears not to be re p 
in any sense. The replica of the form use > ppeats 
information relative to school adjustmeni 
unnecessarily primitive. / ijl 

The case histories presented, while properly il 
trative of the author’s case in question, an 
reported and unnecessarily omit imDOl™ «ional 
that could have been included without E ely i 
expansion. The dynamics involved are 


us 
rly 
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plied, One can easily accept the treatment patterns 
suggested. One can only admire the author’s warm 
sense of vocation. 

Tt is presumed that the book is intended for 
multiple-discipline reading. The case types pre- 
sented and the over-all concept of approach should 
be of value to those involved in child placement 
work. 

Gate H. Warrer, M. D., 
Polk State School, 
Polk, Pa. 


A PracricaL GUDE FoR TROUBLED Peorte. By, Lee 
R. Steiner. (New York: Greenberg, 1952. 
Price: $3.50.) ` 


As a sequel to her book, Where Do People Take 
Their Troubles?, the author has written the present 
volume as a practical guide for troubled people. 
Some of the chapter headings give a clue to the 
coverage: Should you take your troubles to psy- 
chiatry? Who treats psychosomatic disorders? Is 
psychoanalysis the answer? What can psychology 
do? Can social work help? The preacher as coun- 
sellor. Can books cure you? $ 
„The organization of most of the chapters is 
similar. They begin with a short historical resumé 
of the development of the professional discipline 
under discussion. This is followed by case histori 
of individuals who had the misfortune to fall into 
the hands of frauds and charlatans. Then some 
comments are made about what one may expect 
from the various ethical and adequately trained 
pecs and a statement as to the probable 
gio ortunately, much of the tone of the book is 
'ppant, superficial, and of a muck-raking char- 
iy It is doubtful if the book is a practical guide 
a troubled people; they would probably be more 
nxious and confused after its reading than before. 

Paut E. Huston, M. D., 
State University of Iowa. 


Exraimenrar Ducnosis or Drives. By L. Szondi. 
Cranslated by Gertrude Aull, (New York: 
tune & Stratton, 1952. Price: $13.50.) 


a oo) Susan Deri’s publication, The Szondi 
a Hea Hee on the psychological scene. Deri, an 
Ra eae e of Szondi, faithfully stated his views, 
ully set his theory aside to develop and de- 


seri i 
be her own rationale of interpretation for the 


test, S; 


es i 
ita taken place in an atmosphere of mild in- 
5 a by skepticism. 
tist ec workers in the English-speaking coun- 
awaited E, ok under review represents the long“ 
ee translation of Szondi’s original 
of the tex Bo calizstions as well as his description 
Proach ta A e early chapters present Szondi’s ap- 
sis of vee Psychology (which he call “analy- 
rane Ssitudes”), accounts of Freudian and 
theory o eories of drive, as well as his own gene 
for his tect ive which later forms the basic rationale 
$ - Briefly, Szondi holds that mental dis- 
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orders are of genetic origin, and that an individual’s 
responses to photographs of known psychiatric 
types, in terms of either “liked” or “disliked,” de- 
pends upon the affinity between the gene structure of 
the patient shown in the photograph and that of the 
reacting subject. The remainder of the book con- 
cerns itself with the description and use of the test 
as well as the presentation of clinical case material 
as illustrations. 

Szondi boldly makes a variety of claims for the 
instrument, such as his assertion that “This experi- 
mental device serves to differentiate diagnostically 
between the neuroses, the prepsychotic states and 
the full-blown manifest psychoses” (p. 23). How- 
ever, convincing empirical data to support these 
claims are not included in this volume. 

There are many assumptions inherent in Szondi’s 
theory with little in the way of adequate experi- 
mental evidence to support them. This is not to say 
that the usefulness and validity of the test per se 
necessarily rises or falls with the adequacy of its 
rationale. However, the negative results of research 
to date, both here and abroad, do not add to our 
confidence in its validity, + 

» © Irwin J, Knopf, Ph. D., 
The Psychopathic Hospital, 
State University of Iowa. 


BROADMOOR: A History OF CRIMINAL LUNACY AND 
ITS PRosLEMs. By Ralph Partridge. (London: 
Chatto and Windus, 1953. Price: 21s.) 


Broadmoor—the very word, despite its euphony, 
has an ominous sound. It suggests solitude, loneli- 
ness, the ultimate term of dark deeds, Baudelairian 
tragedy. This book, however, is a matter-of-fact 
description of Britain’s first criminal lunatic asylum, 
its history, and operation. It is an account written 
by a layman for the information of the general 
public, to correct many, misconceptions about the 
nature of the place and what goes on inside the 
Wall, and as an antidote to sensational and ir- 
responsible articles that too frequently appear in 
the newspapers. The author concludes that Broad- 
moor is “a place for any nation to be proud of.” 

Broadmoor Institution, as it is now officially 
designated, is nearly a century old. Splendidly situ- 
ated atop a high ridge among the Berkshire hills, it 
received its first mental patients—o5 women trans- 
ferred from other institutions—in May 1863. A few 
months later a parcel of men, many from Bedlam, 
also arrived. By the end of the year Broadmoor 
contained 309 patients. It has a present bed capacity 
up to 1,000, with a staff of about 300. Male patients 
outnumber women by 3 or 4 tor. Wife and child 
murderers predominate among the men, ‘while among 
the women child murder is the most comon crime. 

Sixty interesting pages are devoted to the history 
of Broadmoor. This is done by dividing the story 
into sections representing the administrations of the 
8 superintendents from 1863 to 1952, While slow, 
steady progress is recorded in organization and im- 
provement of services throughout the years, the 
real modernization of the institution goes to the 
credit of Dr. J. Stanley Hopwood who became 
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superintendent in 1938 and retired in 1952. For 
transforming Broadmoor into an up-to-date hospital 
Dr. Hopwood was awarded a C.B.E. in the New 
Year’s Honour’s of 1951. The patients signified their 
approval of this award at a gathering of inmates and 
staff by lifting the superintendent, seated in his 
chair, and carrying him shoulder-high around the 
hall, singing “For He’s a Jolly Good Fellow.” The 
doctor admitted later to some nervousness during. 
this demonstration: “I wasn’t too easy—one of 
those carrying me was an epileptic.” 

It is worth while to mention the high morale of 
the patients when World War II threatened eyery 
part of the British Isles. In September 1939 no 
preparation had been made for the defense of Broad- 
moor, and to worsen matters, staff losses began at 
once as men were called to service.,Patient response 
was immediate. Outside the walls where they had 
never been allowed before they dug manfully in a 
sand pit, going and coming through the main gate” 
with no attendant in sight, even Back Block pa- 
‘tients vigorously taking part in filling sandbags and 
stacking them against ground floor windows of their 
bloc! A patients’ voluntary fire brigade, with 
alarm’ stations outside as well as inSidesthe walls, 
served loyally throughout the war despite the ob- 
vious opportunities for escape. 

This book touches on all phases of the work at 
Broadmoor and of the legal procedures connected 
therewith. As a matter of policy, and ih the interest 
of investigation, every death occurring in the insti- 
tution is, followed by an autopsy and a coroner’s in- 
quest. According to the record, mechanical restraint 
has been virtually unknown, with a few, exceptions 
in the early days. There have been remarkably few 
escapes from Broadmoor—none, for example, dur- 
ing one superintendency (1895-1910). The timid 
should be assured to note that during the past 70 
years no man considered dangerous’ hasvmade his 
escape. In fact in the whole history of the institu- 
tion, only ‘one murderer) has made a complete 
getaway. fi m 

The book contains much valuable information and 
retails a number of intetesting and instructive case 
histories. The style would have been improved if 
the author had not so constantly referred to mental 
patients as “crazy,” “madmen,” and “lunatics.” 

Tt is generally accepted that an insahe person 
must not be executed. It is of interest therefore that 
in the case of one insane man, who was responsible 
for a particularly vicious murder and was committed 
to Broadmoor, the Lord Chief Justice of England, 
in giving evidence before the Royal Commission on’ 
Capital Punishment, expressed the opinion that the 
Statute Law and the Common Law should have 
been disregarded and that so vile a person should 
have been hanged. i 3 

This raises the’ controversial “issue of criminal 

ae 


responsibility ; and the ‘first 2 chapters in the book 
we are reviewing deal with “legal insanity” and 
“medical insanity” respectively. The author dis- 
cusses briefly the much abused M’Naghten rules 
(he consistently misspells M’Naghten) and records 
the fact that “repeated attempts to revise these 
rules or to substitute better ones have failed be- 
cause of the impossibility of defining mental ill- 
ness or insanity. At the same time he echoes the 
stereotyped ment of critics of M’Naghten rules 
that they were set up more than 100 years ago 
and that niental science has made great progress 
since then and that accordingly the rules are not up 
to date. This criticism doesn’t seem very weighty. 
There many ancient rules that are still quite f 
good—some of the Ten Commandments for in- 
stance. And besides, who is to determine what 
is up to date? Moreover there is no agreement 
on a definition of insanity, hardly even onpdiag- 
nostic categories; and it is necessary to ‘admit 
that ps¥chiatric concepts are in a state of flux and 
show no signs of settling down. As an antidote to 
worry,over a definition of insanity we recall the 
statement of Lord Blackburn in the House of Com- 
mons: “I have read every definition which I could 
meet with and never was satisfied with any of them 
sand I Have endeavored in vain to make one satis- 
factory to myself. I verily believe that it is not 1 
human power to do it.” The M’Naghten rules, like 
fthany another working formula, may not be 
criteria but to date none better has been proposed: 
In their defence, the Lord Chancellor, Viscount 
Haldane, speaking in the House of Lords, said: I 
have never heard#of these rules embarrassing any 
judge who really had a case before him in whic 
justice required an acquittal, or preventing e 
from giving such direction to a jury a; would enal i 
them to apply these rules in cases where they ougi 
to be applied.” p 

As this book abundantly shows Broadmoor uh 
an altogether unpleasant place in which to A 
Privileges have been enlarged considerably m ‘te a 
cent years, and comforts too, including many coe 
luxurious devices that seem so indispensable W ihe 
days. The patients have their own theatrica a 
zation—they call themselves “The Broad! umi 
ists” Their shows attract an audience from 

ublic, near and far. ‘ ; 
iid January 1888 a wife murderer escaped ni 
ñot retaken, In 1896 he gaye himself up a, 
Orleans, shipped back to England for aire 102 
tion but disappeared at the Liverpool dock. eae 
ah old man knocked at the main gate of Brome isi 


he 
than he had found it outside was ae ind 
yspent the remainder of his days contented’ 
the alls, CBF 
a : 4 r 
‘ 
a i. n 
: ‘ 
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Iam glad to comply with yous invitation 
to write about psychiatry over Here, though 
I cannot see it in perspective’ as I am too 
close. 

“In making any survey, even the freest 
and loosest, of modern psychiatry, it is»dif- 
ficult not to take it for granted that the 
modern practice of the art is an improvement 
upon the old. With their simple tools and 
primitive materials, it might be said, Esquirol 
did well and Kraepelin even better, ‘but com- 
pare their opportunities with ours i Com- 
placency and condescension—these are not 
agreeable attitudes. Certainly most of us take 
it for granted that our opportunities are 
greater and the modern practice Better than 
the old, now that empirical treatment is so 
often dramatically potent, public understand- 
ing so much livelier, and psychotherapy so 
varied, intricate, and confident ; but there is 
also a sceptical undertone evident in the pas- 
sage (which I have adapted from an essay), 
an implied need for us to reconsider our sup- 
Posed progress. Such a pause for sce tical 
reflection now and again may do no harm. 
But after the pause and the reflection, ad- 
vances are still manifest, here as in other 
countries, 
teat all the advances are clinical and i- 
y c. Social changes have had a strong 

ay mostly favourable. The idea of the 
oe State may be assailed on various 
Gah S, but reformers,’ radical .and con- 
SN ve alike, approve the betterment in 
tes) ee services (including health'sery- 
cial io. signalise it. It has lessened so- 
aie a psychiatrists and psychi- 
kataasan rkers judge adverse to mental 
fhowtn of one particularly favoured the? 
ies, The ee. noni ie outpatient clin- 
Well self-contai ae s used to be Pe 

Eaei e , almost isolated ; no 
aitoa widely into the community and 

con ‘beige to other hospital services. 
~ BTE between their doctors and the con- 


1p, s 

ad ae of Psychiatry, University of London 

em Roos i in charge of Professional Unit, Beth- - 
ospital and the Maudsley Hospital. 


= 
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sultants in private practice or on the staff of 
teaching hospitals has been filled in and car- 
riesa lot of traffic in both directions. Both 
groups alike provide a domiciliary service at 
the request of the family doctor, and (when 
concerned with the same problems, e.g., out- 
patient treatment of neuroses) may work 
under identical or similar conditions. 

Not that we are already in the Promised 
Land: we have prejudices, diversity of out- 
look and practice, lack of enough suitable 
staff, variations in quality, grim old buildings, 
scarcity of materials, androther shortcomings 
incident to human affairs in 1953. But some 
of these obstacles and weaknesses are a herit- 
age that we cannot disclaim ; some are symp- 
toms of the national disparity between de- 
mand and supply, which applies to human as 
well as material resources; almost all can 
reasonably be regarded as temporary trou- 
bles. If this view is unwarranted—if, for ex- 
the occupational derhand for women 
above a.certain standard of intelligence and 
character should continue to be sofgreat that 
we cannot recruit as many of them for men- 
tal nursing and psychiatric social work as we 
require—then the prospect is bleak. 

The shortage of mental nurses is the most 
serious immediate problem we have; of pos- 
sible remedies—to make mental nursing 
more attractive, to rationalise it so that fewer 
dd do the work, to modify the pres- 
ent standard of training and qualification— 
none is easy or without risk. The first might 
rob Peter (other essential professions) to 
pay Paul ; the second ger dehumanise men- 
tal nursing and defea! the main end of psy- 
chiatric care; the third might make the way 
easy for nurses who are unfit, in intellect and 
personality, for the work. I suppose our 
troubles about nursing—which affect male 
nurses as well as female—have their counter- 
part in other countries with a well-developed 
tradition of good nursing and a postwar dif- 
ficulty in filling all their professional cadres. 
Maxwell Jones, in the therapeutic commun- 
ity which he has so ably developed and stud- 
ied, has met or, rather, dodged the problem 
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by dispensing with trained nurses and rely- 
ing on young women with a degree in social 
sciences. But that could not be a general 
solution. 

Our psychiatric services for children have 
expanded greatly, but not enough to meet all 
the demands made on them. If in the ’twen- 
ties and ’thirties the pattern of child guidance 
had not been kept so distinct administratively, 
educationally, and in orientation, from the 
psychiatry of adults some of the present 
malaise might have been avoided. Child psy- 
chiatry suffers also from the unsettled state 
of opinion about what treatment is most ef- 
fective and what grounds justify or require 
that a child be referred to the psychiatric 
clinic. Magistrates, head teachers, social 
workers, and even doctors have differing 
views ; and the public is half-convinced that 
outwardly trivial disturbances may augur un- 
happiness, insanity, or crime if left untreated. 
It follows that in some areas more children 
are referred than need be, and in other areas 
fewer. 

The university departments of psychiatry 
have exercised, increasing influence in their 
regions. The number of chairs, very small 
before the late war, has now quadrupled ; 
and it is almost everywhere the practice for 
clinical chairs in psychiatry, as in other 
branches of medicine, to be whole-time. Un- 
dergraduate instruction irt psychiatry has 
consequently improved, greatly in many 
places. The amount of time given to it at 
various stages of the curriculum varies from 
school to school, but isless than in the United 
States. In London, where nearly half the 
medical students of Great Britain are taught, 
their instruction in psychiatry is in the hands 
of part-time consultants, according to the 
time-honoured pattern. Most of the teachers 
aim at equipping a good general practitioner, 
though they differ somewhat about the 
amount and type of psychiatric help the prac- 
fitioner should be able to give his,patients. 
Very few teachers consider it their chief busi- 
ness to prepare the medical student for an era 
of great changes in psychiatry introducing 
new ideas which he will have to winnow. It 
is open to question whether such a traini 
would be feasible and useful (I think it 
would) ; or whether psychiatry would be fur- 
thered by more ambitious programmes of un- 


dergraduate teaching, intended to give the 
future doctor as good a grounding in psy- 
chiatry as he now receives in neurology, as 
firm and flexible a grasp as he gets (if he is 
fortunate in his teachers) in internal medi- 
cine. So far as the London schools are con- 
cerned at pfesent, a governing factor is time: 
how much time will be conceded, how much 
can be amicably avulsed from teachers of 
other subjects more securely imbedded in the 
curriculum. Within the time given him, the 
teacher has great latitude in content and 
method. 
The position of London in these matters 
is distinctive also because of its special privi- 
leges and responsibilities in postgraduate 
medical education. After the war a number 
of specialist hospitals that had been engaged 
in teaching and research were designated, 
along with their accompanying medical 
schools, as components in a Postgraduate 
Federation, forming a College of the Uni- 
versity of London which would cover every. 
branch of medicine and surgery. This bold 
conception has been worked out, so fat as 
possible, during the succeeding years, and 


each pdstgraduate medical school (or insti- 


tute) with its corresponding teaching hospital 
has, gone its own way to further its Spe 
cialty. At the Institute of Psychiatry, the Unt- 
yersity has established 6 professorial chairs 
and readerships. Within the department 0 
psychiatry are divisions concerned ba 
larly with genetics, forensic psychiatry, j 
dfen, medical statistics, and endocrinology; 
and the staff of the hospital represents & 
wide spectrum of clinical interests and prat 
tice. It is therefore possible for comprehen- 
sive clinical training and wide scientific ee 
tivity'to go on together in one institit 

a much larger scale than can at si a 
realised, or is likely to be realised, eoa 
in this country. In London there Bi av 
‘thermore such vigorous and specialise y a 
tres as the Tavistock Clinic and the Insti! a 
for Human Relations, where diverse act 
ties in treatment, research, and fue 
of mental health in the community wie 
sued by a closely knit group ; the pa a 
pital for psychoanalytic treatment Wi mire 
“therapeutic community”; the Belmon aes 
dustrial Neurosis Unit; the 2 analyte 4 the 
tres—the Institute of Psychoanalysis a™ R 
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Institute for Analytical Psychology; and of the “vivas,” questions on statistics or ge- 
many others. netics or biochemistry are introduced, the 


Psychiatric activity outside London has 
been vigorous, and growth rapid. There are 
in England flourishing hospitals, clinics, and 
centres of research and teaching, especially 
inthe large cities and university towns, nota- 
bly Birmingham, Manchester, Cardiff, Bris- 
tol, Leeds, and Newcastle. Scotland remains 
a prolific mother and kindly nurse of psychi- 
atrists: the great importance and influence 
of Edinburgh needs no stressing; in Aber- 
deen and Glasgow the university clinics are 
advancing rapidly, and the Crichton Royal 
Hospital, Dumfries, is a notable centre of 
research and clinical progress. 

Graduate (or, as we call it, postgraduate) 
instruction has its ups and downs. For good 
or ill, it is rather closely related to the re- 
quirements for the Diploma in Psychological 
Medicine. This diploma has been to psychi- 
atrists what a coat of arms used to be to 
gentlemen—a public emblem, customary, and 
at times necessary, but not indispensable; a 
source of confidence or modest pride rather 
than of high pretension. Heraldic devices 
need some interpretation: so do D.P.M.’s. 
Dr. Whitehorn recently pointed out, in his 
Academic Lecture to The American Psychi- 
atric Association, that our diploma is not 
standardised: you need to know who granted 
it before you can be sure what it means. It 
nowhere sinks below a known level, but 
above that there are many gradations. This 
is true, of course, of many diplomas and 
many degrees in this country, where each 
P jealously maintains its autonomy 
oe things academic, and examining bodies 
their a ia Royal Colleges likewise cling to 
tsb F ss a independence. An Edin- 
ample, aes s RSG P. or M. D., for ex- 
ee ont e same as its London counter- 
other w y a partisan would say that one or 
that they, superior, but no one would deny 

ie z are different, This diversity is no 
stan nd Provided that a common minimal 
cOmpéten of scholarship and professional 
ce is maintained. Moreover, the 


ual i . 
ae themselves change as knowl- 
tictlar a o cumstances require: here a part- 


feature rement is abrogated, there a new 
tinder ee on or a higher standard de- 
j a dissertation is substituted for one 


amount of psychopathology is extended, or 
of neurology contracted.» Some examining 
bodies require a candidate for the diploma to 
show evidence of balanced and diversified 
training before he may sit the final examina- 
tion; others are content if he has spent a suf- 
ficient time as doctor in a mental hospital. 
The most stringent requirement, because the 
most comprehensive and balanced, is that of 
the University of London, which last year in- 
stituted an Academic Diploma in Psycho- 
logical Medicine ; this is reserved for gradu- 
ate students who have received systematic 


-clinical and theoretical training in its medical 


schools and laboratories. The curriculum for 
this Academic Diploma has much more in 
common with a degree course than with the 
preparation for most diplomas in clinical 
specialties, since the training extends in a 
planned sequence over at least 3 years, the 
student’s teachers are among his examiners, 
and he is judged on his whole clinical record 
as well as on how he acquits himself in the 
final papers and the oral and clinical exami- 
nations. i 

Clinical teaching in Great Britain makes 
use of the familiar methods—the seminar, 


the ward round, the case discussion, the lec- 


ture, the one-way screen, the journal club, 
and supervised 


clinico-pathological sessions, 
psychotherapy. Some teachers labour to im- 
part knowledge to the student, others to train 
him in habits of thought: the principles of 
group psychotherapy are applied to educa- 
tion in one school, and apprenticeship is 
the watchword in another. There are places 
where psychopathology according to Freud is 
the beginning and ending of wisdom, others 
where the foundations are held to lie in physi- 
ology, biochemistry, and genetics. On re- 
cently occupied ground, like group psycho- 
therapy or human relations in industry, 
divergence is inevitable: Kraupl Taylor's ap- 
proach, or Foulkes’s, to the dynamics of 
group treatment, for example, differs con- 
siderably from that of Sutherland and Ez- 
riel. But sharp contrasts and extreme posi- 
tions are the exception. The teacher who 
urges his students to read and re-read Jas- 
pers will be found encouraging them to seek 
help from social workers and clinical psy- 
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chologists ; the synthesist of psychoanalytic 
and Lewinian concepts may be heard stress- 
ing the relevance of developmental brain 
anatomy and comparative psychology. 

` Treatment and investigation are much the 
same as in other countries with a well- 
developed psychiatric tradition: perhaps 
more soberly pursued, on the whole, and 
more cautiously evaluated than in the liveliest 
centres elsewhere, but with the same varia- 
tions of emphasis on the physical and the psy- 
chological, and the same gradations of enthu- 
siasm or scepticism, as arise everywhere from 
the temperament, response to novelty, and 
training of individual psychiatrists. Those 
who work in mental hospitals have more clini- 
cal independence than they used to. The 
medical superintendent has lost much of his 
former dominance; with the advent of the 
National Health Service his status has 
changed, so that he tends more and more to 
be engaged in clinical work on the same 
footing as his senior colleagues, and the in- 
fluence he exerts on them derives less from 
his office than from his character and ability. 
No one now would maintain the fiction that 
the medical superintendent is acquainted with 
the clinical problems, and ultimately respon- 
sible for the treatment, of every inpatient. 
On the whole the medical community of the 
mental hospital is less nicely graded than 
formerly: the hierarchy has been assimilated 
‘to that of other public hospitals so that there 
are 2 strata—the one composed of members 
of the permanent senior staff, all on an equal 
footing, and the other consisting of junior 
staff who are being trained or who hold jobs 
that can be filled by men of modest compe- 
tence in the specialty. 

The place of nonmedical workers—clinical 
psychologists, psychiatric social workers, oc- 
cupational therapists, speech therapists, and 
technicians of various sorts—is assured: the 
demand mostly exceeds the supply. Nonmedi- 
cal psychotherapists on the other hand are 
few and have no official recognition. They 
are as much the subject of controversy as in 
the United States, though the form of the 
dispute is a little different since it is not as a 
tule our clinical psychologists who undertake 
or want to undertake psychotherapy. 

T had intended to write at this point about 
lines of research. But it is already so patent 


that I cannot get a psychiatric map of Great 
Britain on a postage stamp that I will not 
attempt a thumbnail sketch of this extensive 
tract. Instead I had better refer to the latest 
review of current research: the composite 
“Prospects in Psychiatric Research” edited 
by Tanner. It gives a conspectus of what 
people here are doing and planning to do, 
though (as in almost all such symposia) 
there are notable omissions: e.g., the psy- 
chological enquires of Eysenck into normal 
and abnormal personality ; McIlwain’s work 
on the metabolism of electrically stimulated 
brain tissue; and the studies of mental de- 
ficiency by Tizard and O’Connor of the 
Medical Research Council Unit. But, with 
due allowances, the book gives a picture of 
the trends and range of research directly 
relevant to psychiatry, or seeming to be so 
in March 1952. y 
A word must be said about psychoanalysis, 
It is less in the ascendant than in the United 
States. Moreover the disciples of Jung also 
win adherents and train them systematically. 
Practically all the teaching posts in the medi- 
cal schools are held by men who, though 
they may be well-wishers, are not votaries : 
psychoanalysis. Thus none of the recognise 
teachers of psychiatry in the undengradia 
medical schools of London is a member a 
the Psychoanalytic Society. In the me 
postgraduate psychiatric centre—the en 
tute of Psychiatry at the Maudsley Hosp! 
—a fifth of the senior medical staff yeh 
to the British Psychoanalytical Society Ae 
12 of the psychiatrists in training (Jum 


1953) are being psychoanalysed ; the Jungian 


view also is represented on its senior T 
and 4 trainees are having a Jungian ana 7 ; : 
Such diversity is in keeping with the PoS 
of the Institute and its associated hosp! a 
(the Maudsley and Bethlem) whee 
sponsible proponents of diverse views t 
them fairly and without heat, as al 
branches of university teaching, e wi 
pupils are free to listen, weigh, accepi 
ject, or modify and assimilate. 
The intricacies of psychoana 
as understood in London, have b in 
pounded in books doubtless well m 
the United States, like those of Ma a. 
Brierley, Melanie Klein and her g" 


Jast 
Ernest Jones, and Edward Glover—the 


lytic theory, 
een eX 
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writing often with polemical vigour. There 
are comparatively few prominent psychoana- 
lysts outside London: this has disadvantages. 
Thus W. R. D. Fairbairn of Edinburgh has 
developed original views about object-rela- 
tions and the structure of the personality; 
these, it has been hinted, might be less un- 
conventional if he had lived nearer his fel- 
low analysts and had their comments and 
criticism, 

You suggested that I might like to mention 
Henry Maudsley’s influence on current psy- 
chiatry. I attempted something of the sort 
` in the Maudsley Lecture in 1950. Of course 

no one can trace with any sureness the effects 
‘a century later of one man’s thought and 

work; too many other forces have been act- 
ing. But like his contemporary, Hughlings 
Jackson, Maudsley left an impress that can- 
. not be gainsaid. And, like Hughlings Jack- 
son, much of the lasting effect has been 
through an institution. Just as the one man’s 
posthumous influence has depended not only 
on his writings and pupils but on the embodi- 
ment of some of his ideas and teachings in 
the National Hospital, Queen Square, so 
Maudsley’s contribution to latter-day psychi- 
atry might have become indistinct and slight, 
if there had been no hospital in Denmark Hill 
to carry his work forward, recasting and am- 
plifying it as fresh knowledge and new con- 
ceptions demanded. The 5 main departments 
in the Institute there—clinical psychiatry, 
Psychology, neurophysiology, biochemistry, 
Pathology—fairly reflect his idea of how the 
Te ae states must be pursued i 

: ithin a universi i 
Within a hospital versity, and appli 
bee temper of Maudsley’s mind was criti- 
Ls istrustful of elaborate speculation, scep- 
au Eee, and tough, That these qualities 
a tha tongly manifest in English psychiatry 
i “ps I could hardly maintain, or that its 

is Sopii standpoint is mainly positivist as 
im as. Any looseness in the texture of seri- 

quan and exposition was condemned 

th i Severe standards: but it is probably 
all pet that current psychiatry, with 
hiss ar evements, has least to boast about. 
Ta usp inent colleague recently said, 
ae § terms like psychopathic personality, 
ays think that Krafft-Ebing’s descrip- 


tion of it as ‘an insanity of altruistic feeling 
and a coldness of the heart’ is extraordinarily 
good because that is precisely what the defect 
is”: this sentence, easily, paralleled in con- 
temporary psychiatric writings, exhibits a 
style of thought and language such as often 
provoked Maudsley’s scathing comments. 

Maudsley’s writings are little read today, 
and it would therefore be misleading to point, 
as one can, to many passages in his writings 
that correspond to recent advances, and so to 
claim prescience and parentage for him, But 
his indirect influence is discernible, some- 
times where it would least be expected. It has 
lately been pointed out with justice by Philip 
Merlan that Freud must have been considera- 
bly influenced in his conception of the un- 
conscious by Brentano, but Brentano’s dis- 
cussion of the problem, when one comes to 
study it in his Psychologie vom empirischen 
Standpunkt, 1874, is largely a closely argued 
examination of what Maudsley had written 
about it. Other examples of Maudsley’s in- 
fluence could be cited. Desmond Curran’s 
recent address on “Psychiatry Limited” was 
in the straight line of descent from him ; so, 
undoubtedly, were the writings of Edward 
Mapother, a potent teacher and leader of 
English psychiatry. The Scottish psychi- 
atrists, whose contribution to the growth of 
the subject in Great Britain is so great, have 
been less obviously inheritors of Maudsley’s 
spirit, though descent in the collateral line 
may be traced. Clouston, for example, the 
dominant figure in Scotland at the beginning 
of the century (and the teacher of Mac- 
Fie Campbell), was closely associated with 
Maudsley over many years and though they 
did not see eye to eye, was much influenced 
by the older man. However, you will hardly 
be interested in these questions of intellectual 
pedigree. ` 3 

The picture of contemporary psychiatry in 
this country cannot be drawn within the com- 
pass of a letter; at all events the miniaturist 
would need a finer pen and better colours 
than I have. This scanty outline however 
may serve if, as I suppose, the chief differ- 
ences between your psychiatric scene and 
ours are differences only of quantity and 
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DYNAMICS AND CLASSIFICATION OF DISORDERED BEHAVI 
SANDOR RADO, M. D., D.P.Sc,? New York Ciry, N. Y. 


OrcaANnismic Utizity: THE ADAPTATIONAL 
FRAMEWORK OF MEANING 


IT deeply appreciate the opportunity to ad- 
' dress this general session. First may I define 
my concepts. Adaptations are improvements 
in the organism’s pattern of interaction with 
its environment that increase the organism’s 
chances for survival, cultural self-realization, 
and perpetuation of its type. “Autoplastic” 
adaptations result from changes undergone 
by the organism itself ; “alloplastic” adapta- 
tions, from changes wrought by the organ- 
ism on its environment. Phylogenetic adap- 
tations are based on genetic mechanisms, 
‘such as favorable mutation—the appearance 
of potentially valuable new equipment. The 
phylogenetic accumulation of unfavorable 
mutations may lead to adaptive degradation, 
if not extinction of the organism and the 
species. In ontogenetic and situational (here 
and now) adaptations the psychodynamic 
master mechanisms are learning, creative 
imagination, and goal-directed activity, 
 Adaptational psychodynamics studies the 
part played in behavior by motivation and 
‘control. It deals with pleasure and pain, 
emotion and thought, desire and executive 
action, and interprets them in terms of or- 
ganismic utility, that is, in an adaptational 
framework of meaning. Its foremost objec- 
tive is to discover the mechanisms by which 
the psychodynamic cerebral system accom- 
plishes its integrative task. 

' Adaptational psychodynamics is a develop- 
"ment of classical psychodynamics, the theo- 
| retical system originated by Sigmund Freud, 

and is based on the psychoanalytic method 
of investigation. Looking forward to the 
achievement of a comprehensive, unified sci- 
ence of human behavior, adaptational psycho- 


+ The Academic Lecture read at the rooth annual 
meeting of The American, Psychiatric Association, 
Los Angeles, Calif., May 4-8, 1953, The 3 articles 
immediately following are discussions of Dr. Rado’s 
paper. 

2 Clinical Professor of Psychiatry, Director of the 
Psychoanalytic Clinic for Training and Research, 
College of Physicians and Surgeons, Columbia Uni- 
versity. 
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dynamics places the analysis of behav: 
the genetic, physiologic (biochemical, 
physical), and cultural contexts of theo 
ism. It seeks to replace undefined and 
finable concepts by defined ones and to 
a close-to-the-fact scientific language 
will convey the most information in the 
est words. Even though the introduction 
numerous new terms makes communié 
difficult at first, this is a crucial step to 
an increasingly rigorous application of 
scientific method. 
Behavior disorders are disturbance 
psychodynamic integration that signific 
affect the organism’s adaptive life perf 
ance, its attainment of utility and pl 
They are thus marked by either (1) ada 
impairment, (2) adaptive incompetence 
(3) transgressive conduct. The term im 
pairment indicates psychoneurosis; the ti 
incompetence, psychosis ; and the term ti 
gressive conduct, psychopathic state. 
In the analysis of behavior disorder: 
encounter organized sequences of é 
which we have come to recognize as P 
esses of miscarried prevention and 
tied repair. They are brought into p! 
a disordered response of the organism 
we can relate to an environmental si 
and trace to comparable exposures 1 
past. Our analysis may thus penetrate to 
point where, instead of an adaptive resi 
a disordered one made its first appea 
This difference cannot be explained by 
ther psychodynamic analysis, which rea 
here its terminal point. Nonetheless, 
continue the etiological inquiry. We can | 
to disclose the cerebral mechanism ot § 
a disordered psychodynamic responses 
can study its broader physiologic coni 
and we can search for its genetic context 
The ideal etiological classification of 
havior disorders will draw on their gens 
and physiology as well as on their aca 
tional psychodynamics. Today out 
edge of the genetic and physiologic P! 
of etiology is too scanty to attain t 
The best we can do is experiment with P! 
sional classifications based mainly © 
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psychodynamic phase of etiology. This is 
what I have attempted to do in the following 


scheme. 


ScHEME OF CLASSIFICATION 


Class I. Overreactive Disorders—(1) 
Emergency Dyscontrol: The emotional out- 
flow, the riddance through dreams, the pho- 
bic, the inhibitory, the repressive, and the 
hypochondriac patterns. (2) Descending 
Dyscontrol. (3) Sexual Disorders: Dis- 
orders of the standard pattern, Dependence 
of teparative patterns: the patterns of pain- 
dependence; the male-female pattern modi- 
fied by replacements; the eidolic and reduc- 
tive patterns. Fire-setting and shoplifting 
as sexual equivalents. (4) Social Overde- 
pendence. (5) Common Maladaptation: A 
combination of sexual disorder with social 
overdependence. (6) The Expressive Pat- 
tern: Expressive elaboration of common 
maladaptation: ostentatious self-presenta- 
tion; dream-like interludes; rudimentary 
pantomimes ; disease-copies and the expres- 
sive complication of incidental disease. 
(7) The Obsessive Pattern: Obsessive 
elaboration of common maladaptation: 
broodings, rituals and overt temptations. Tic 
and Stammering as obsessive equivalents; 
bedwetting, nail-biting, grinding of teeth in 
sleep, as precursors of the obsessive pattern. 
(8) The Paranoid Pattern—Paranoid 
elaboration of common maladaptation: the 
hondisintegrative version of the Magnan 
Sequence, 


sees Il. Moodcyclic Disorders.—Cycles 
the pression ; cycles of reparative elation: 
fe a of alternate cycles; cycles of 
Wea elation; cycles of depression masked 
y elation ; cycles of preventive elation. 


ee III. Schizotypal Disorders—(1) 
Sc Schizo-adaptation. (2) De- 
Pensated Schizo-adaptation. (3) Schizo- 


typal Disinte ti ivi 
al 
T i re ion marked by Adaptive 


oes IV. Extractive Disorders—The in- 
q. ng (“smile and suck”) and extortive 


t » F: 
on here grab”) patterns of transgressive 


Class v, Lesional Disorders. 


Class VI: Narcotic Disorders——Patterns 
of Drug-dependence. 


Class VII. Disorders of War Adaptation. 


EXAMPLES OF ADAPTATIONAL DYNAMICS OF 
BEHAVIOR DISORDERS 


This classification is a by-product of 
studies in the adaptational psychodynamics 
of behavior disorders, developing from the 
fact that the organism’s first survival con- 
cern is safety. Walter B. Cannon has shown 
how, by their emergency function, the pe- 
ripheral systems serve the whole organism’s 
interest in safety, Following this clue, I 
have attempted to outline the emergency 
function of the psychodynamic cerebral sys- 
tem, terming it “emergency control.” 

However, if an overproduction of the 
emergency emotions such as fear, rage, and 
guilty fear is the organism’s response to 
danger, it will be unable to handle effectively 
the exigencies of daily life. These disor- 
dered—excessive or inappropriate—emer- 
gency responses impede rather than aid the 
organism in its adaptive task. They elicit 
processes of miscarried prevention and mis- 
carried repair that produce further disorder- 
ing effects. These failures of emergency con- 
trol lead to the simplest forms of behavior 
disorder, which I term “emergency dyscon- 
trol.” 

With emergency dyscontrol as a point of 
departure, it was possible to arrange the 
clinically observed forms of behavior dis- 
order according to the increasing complexity 
of their psychodynamic mechanisms. The 
resulting scheme somewhat resembles the 
known patterns in organic chemistry, where, 
starting with a simple compound, we may 
derive increasingly complex ones through 
rearrangement of the components or the 
addition of new components. 

The various psychodynamic mechanisms 
of behavior disorders belong to different 
physiologic and genetic contexts, With ad- 
yancing knowledge of these contexts the ap- 
parent inconsistencies of classification may 
be expected to disappear. For example, in 
time we should be able to characterize every 
behavior disorder by “lesions” of the under- 
lying physiologic (biochemical, biophysical) 
functions ; the separate class of Lesional Dis- 
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orders will then have outlived its usefulness. 
Our present difficulties with classification de- 
rive from lack of etiological knowledge, not 
from lack of logic. 

To illustrate the material listed in the 
above classification scheme, I shall begin with 
the simplest psychiatric problem, the dy- 
namics of emergency dyscontrol and de- 
scending dyscontrol (subclasses 1 and 2 of 
Class I. Overreactive Disorders), and fol- 
low with perhaps the most complex psychi- 
atric problem, the dynamics of the schizo- 
typal disorders (Class III). The pivotal task 
is the same in the dynamic study of all be- 
havior disorders: to reduce a mass of ob- 
servational data to an outline of their hierar- 
chical organization. 


CLASS I. OVERREACTIVE DISORDERS 


The basic emergency emotions are pain, 
fear, rage, and, in a wider sense, guilty fear 
enhanced by retroflexed rage, and guilty 
rage. These emotions prompt the organism 
to emergency moves: pain elicits riddance, 
i.e, activities aimed at getting rid of its 
cause ; fear prompts moves of escape or sub- 
mission to authority ; rage evokes combat or 
defiance; guilty fear produces expiatory be- 
havior aimed at recapturing loving care; 
guilty rage leads to violence in presumed 
self-defense. Retroflexed rage is defeated 
rage turned by the organism against itself ; 
its self-reproach is usually assimilated with 
the prevailing pattern of remorse. By pre- 
paring the organism to meet emergencies, 
these emotions play a significant part in bio- 
logically effective emergency control. 

Overproduction of these emergency emo- 
tions results in disordered—excessive or in- 
appropriate—emergency responses which, in- 
stead of aiding the organism, threaten to 
damage it. The infantile organism is unable 
to control these disordered responses by its 
own psychodynamic means and enters upon 
a state of emergency dyscontrol. Proneness 
to overreaction and dyscontrol develops in 
childhood, presumably on a genetic basis, 
and is carried over into adult life, 

1. Emergency Dyscontrol—Failure of the 
organism to control its overreaction by its 
own resources results in the following pat- 
terns of emergency dyscontrol : the emotional 
outflow, the riddance-through-dreams, the 


phobic, the inhibitory, the repressive, and 
the hypochondriac. 

In the emotional outflow pattern the or- 
ganism seeks to rid itself of its excessive 
emergency emotions by fits of fear or out- 
bursts of rage. 

In the riddance-through-dreams pattern 
the same result is accomplished by means of 
enraged dreams or terror dreams. 

Phobic behavior or phobic avoidance is a 
pattern of miscarried prevention. It usually 
originates in childhood, in the child’s depend- 
ency relationship to his parents. The child 
is terrified by a chance experience, which 
would not produce such an overreaction in 
other children. To forestall the recurrence 
of this crucial attack of terror, he will hence- 
forth automatically avoid the situation—the 
visual context—in which the terror occurred. 
Sometimes the child’s overreaction is the 
consequence of a previous parental warning 
and threat of punishment. Magical thinking 
may make this mode of prevention retroac- 
tive; the child then forgets that the parental 
threat and his terrifying experience ever oc- 
curred. Once the avoidance mechanism 1s 
established, the child may, by generalization, 
use it for the magical control of other pat- 
ental threats as well. If the object of the 
child’s phobic avoidance is a “dangerous 
animal, he may have a further gain: he may 
actually vent his repressed rage—his resent- 
ment of the threatening parent—on i 
“scapegoat.” Phobic avoidance in the adult 
retains these infantile features. 

The inhibitory is also an infantile ped 
of miscarried prevention, but with 2 differen! 
mechanisms. The first prevents the recut 
rence of a crucial attack of fear by the Fa 
ganism’s automatically inhibiting the ie a 
activity—the proprioceptive context i 
which the attack occurred. The other shone 
an even higher degree of foresight n 
plied: to play safe, the organism an 
cally inhibits not only the activities A sae 
by the authorities, but on an ate 
scale, also the approaches to those ae x 

In the repressive pattern, while unab am 
stop the overproduction of emergency A 
tions, the organism succeeds in automa ee 
cutting off these emotions fron cons i 
ness and outward discharge. This m a 
ism is of course powerless to halt an ev 
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overflow of the repressed emotions, which 
are thus bound to produce further disorder- 
ing consequences. 

Since fear and rage are antagonistic re- 
sponses, open fear is often accompanied by 
repressed rage ; I call this dynamic formation 
fear over rage. Similarly, open rage may be 
accompanied by repressed fear ; this is called 
rage over fear. The battle between fear and 
rage is strongly influenced by the conflict 
between the organism’s desire for security 
through dependence and its pride in cultural 
self-realization. Fear over rage shows vic- 
tory of the dependency need; the resulting 
combination of repressed rage and hurt pride 
is a prolific though less conspicuous source 
of the patient’s suffering. The contrary out- 
come—rage over fear—shows victory of the 
organism’s pride in having its own way. In- 
complete repression of fear and rage may 
produce qualitatively undifferentiated chronic 
tension states, marked by apprehensiveness 
or irascibility or both. 

The hypochondriac pattern is marked by 
an excessive outflow of unrecognized guilty 
fear, Frantically, the patient dreads illness: 
in his nonreporting (unconscious) belief ill- 
ness is a long overdue punishment for past 
disobediences (sexual self-stimulation, truc- 
ulence) now catching up with him. Often 
the attack climaxes in an act of riddance 
Vunnecessary surgery, precipitation of actual 
Mness, etc.), This pattern defeats its pre- 
ventive and reparative intents completely: it 
on rather than decreases the overpro- 
ae of hypochondriac (that is, guilty) 
ai eneath hypochondriac (guilty) fear 

ere is always repressed rage and hurt pride. 

Following the pattern of its desires, the 
ealthy organism seizes opportunities to at- 


utility and pleasure. Emergency dyscon- 
tise sete with these pursuits; it re- 
ee e adaptive value of the patient’s life 
i. ean and tends to make him de- 
he. 2 external help. If his life situation 
fs > ne and friends—permits, he capi- 
eee 5 is illness; he vents his repressed 
e privil recaptures his pride by exploiting 
child 1 eo of the sick in the manner of a 
Poiana same infantile and vindictive ex- 
RE or relatives and friends may occur 
ee orm of disordered behavior, or for 

er, 1n every illness. Emergency dys- 


control enters as a basic etiological factor 
into the emotional dynamics of almost all be- 
havior disorders. 

2. Descending Dyscontrol—The auto- 
nomic overdischarge of excessive or inappro- 
priate emergency emotions may precipitate 
disease processes in the peripheral systems 
affected. The psychodynamic cerebral sys- 
tem becomes aware of the peripheral disease 
thus precipitated, and responds to this inter- 
nal event just as it responds to events in the 
environment. Descending dyscontrol thus 
brings into play a circular operation of re- 
sponses, which I call the psychodynamic cir- 
cuit of peripheral disease. The same circuit 
eventuates if a peripheral disease of purely 
peripheral origin elicits emergency overreac- 
tion with autonomic over-discharge. Clearly, 
psychodynamic circuit and purely peripheral 
physiology are interdependent and insepara- 
ble components of the same organismic con- 
text. By including the concept of psychody- 
namic circuit in its body of theory, purely 
physiological medicine advances to compre- 
hensive medicine. 


CLASS III. SCHIZOTYPAL DISORDERS 


The conceptual scheme of schizotypal or- 
ganization evolved from the concept of 
schizophrenia; we shall first briefly review 
this development. 

In 1911, E. Bleuler defined schizophrenia 
as follows: “This disease is characterized 
by a specific type of alteration of thinking, 
feeling, and relation to the external world, 
which appears nowhere else in this particular 
fashion.” 

The current genetic theory of schizo- 
phrenia traces its etiology to an inherited 
predisposition, transmitted to an offspring 
from both parents by a Mendelian mecha- 
nism. 

In Dobzhansky’s formulation genotype is 
the inherited cause of development, and 
phenotype—the organism as it appears to our 
senses in structure and function—the actual 
outcome of development. In this sense the 
patient suffering from an open schizophrenic 
psychosis is a schizophrenic phenotype, en- 
gendered by a schizophrenic genotype in its 
interaction with the environment. A pheno- 
type changes continuously throughout the 
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life span; its development is circumscribed 
by the genotype’s “norm of reaction” to 
changing environmental influences. __ 

For psychodynamic purposes I shall ab- 
breviate the term schizophrenic phenotype to 
schizotype. Can we diagnose the patient’s in- 
herited predisposition before he develops an 
open psychosis or even if he never develops 
an open psychosis? In other words, are we 
prepared to view him as a schizotype from 
birth to death, or only during his open psy- 
chosis? Clinical observation gives us the 
answer. 

The manifold clinical pictures—symptoms 
and syndromes—of the schizophrenic psy- 
chosis have been described and classified by 
many clinical investigators ; there is substan- 
tial agreement on almost all cardinal points. 
But when we subject these gross manifesta- 
tions of the open psychosis to minute psycho- 
dynamic analysis, we discover an underlying 
ensemble of psychodynamic traits which, as 
we shall presently see, is demonstrable in the 
patient during his whole life. This finding 
will define him as a schizotype from birth to 
death, and will allow us to view his life his- 
tory as a sequence of schizotypal changes, 
The ensemble of psychodynamic traits pecu- 
liar to the schizotypes may be called schizo- 
typal organization. Tt is this organization 

_ which is meant by the prefix schizo- because 
this organization constitutes the psychody- 
namic expression of the schizophrenic geno- 
types. Conversely, we may define a genotype 
as schizophrenic if its norm of reaction is 
schizogenic, 

Before outlining this concept of schizo- 
typal organization I shall review some rele- 
vant propositions of adaptational psychody- 
namics. On evolutionary as well as clinical 
grounds I have suggested elsewhere that in 
the psychodynamic cerebral system integra- 
tive activity is spread over a hierarchy of 4 
levels, In ascending order, we speak of the 
hedonic level, the levels of brute emotion, 
emotional thought, and unemotional thought. 

At the hedonic level the pattern for he- 
donic self-regulation is established: the or- 
ganism moves towards the source of pleasure 
and away from the cause of pain. It relies 
on the expectation that pleasure signals the 
presence of needed supplies or conditions 
otherwise favorable to its survival, and pain 


the presence of a threat to its organic 
integrity. 

At the next 2 levels the emotions are the 
controlling means of integration. Emotions 
are central mechanisms both for the arousal 
of the peripheral organism, and for the pe- 
ripheral disposal of superabundant central 
excitation. We divide them into the emer- 
gency emotions based on present pain or the 
expectation of pain, such as fear, rage, retro- 
flexed rage, guilty fear, and guilty rage; and 
the welfare emotions based on present pleas- 
ure or the expectation of pleasure, such as 
pleasurable desire, joy, love, and pride. 

Unemotional thought forges the tools of 
common sense and science. By teaching the 
organism to support present pain for the sake 
of future pleasure, foresight increases the 
flexibility of hedonic self-regulation. 

Behavior of the whole organism may be 
integrated at any of these 4 levels or at 
any combination of them. Integrative ac- 
tivity may be in part nonreporting (uncon- 
scious), in part self-reporting (conscious) ; 
accordingly, the psychodynamic cerebral sys- 
tem falls into the nonreporting and self- 
reporting ranges. To advance from the non- 
reporting to the self-reporting range, cere 
bral activity must pass the pain-barrier, an 
organization of precautionary mechanisms 
upon which hedonic control rests. Commu- 
nications of the organism to the environment 
must pass the social pain-guard, an analogous 
organization of precautionary mechanisms, 
superimposed on the pain-barrier. a 

The conscious range is dominated by ii 
supreme integrative system of the entire i 
ganism, which I call its action-self. Of pi 
prioceptive origin, the action-self ae 
from the circular response pattern of si ‘ 
awareness and willed action. It then m 
grates the contrasting pictures of total A 
ganism and total environment that pL 
the basis for the selfhood of the con i : 
organism. These integrations are eee 
mental to the organism’s entire ne 
and represent highly complex organiza 
composed of sensory, intellectual, emotion?» 
and motor components. At first the oe d 
ism attributes unlimited power to its ie i 
actions; hence its first thought-picture This 
self is one of an omnipotent ene eT 
early thought-picture—designated as its P 
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mordial seli—remains the source of its inde- 
structible belief in magic. Recognizing the 
difference between attainment and aspiration, 
present and future, the maturing organism 
differentiates its thought-picture of self into 
a tested self and a desired self. However, 
under the pressure of strong desire, this 
forced and precarious differentiation tends 
to disappear. 

Using this framework of meaning, I can 
state in simple terms the basic observation 
upon which the conceptual scheme of schizo- 
typal organization rests. In the schizotypes 
the machinery of psychodynamic integration 
is strikingly inadequate, because one of its 
essential components, the organizing action 
of pleasure—its motivational strength—is in- 
nately defective. My term for this crucial 
defect is “integrative pleasure deficiency.” 

This formulation derives from 2 sets of 
data. First, the patient himself often realizes 
that his pleasure, his pleasurable emotions 
and thoughts, are inadequate if not rudi- 
mentary. “I am,” said one of our clinic pa- 
tients, “incapable of giving and sharing 
love”; and again, “I do not know how to 
Teact with people.” Secondly, we can con- 


Veniently observe the motivational strength, _ 


the integrative action and scope, of the pa- 
tient’s emotions. We then see that the in- 
tegrative action of his welfare emotions as 
Well as of his pleasure is significantly di- 
minished. We shall now explore the far- 

teaching consequences of this condition. 
lt is generally known that pleasurable 
‘motions facilitate performance, keeping our 
zest to live at a high level. Insufficient pleas- 
a hinders performance; the schizotype’s 
i for life is reduced. The welfare emotions 
50 counterbalance the pain-connected emer- 
fon emotions. In the schizotypes, motiva- 
IA Weakness of the welfare emotions 
Be a a emotional disbalance ; without this 
Aa ae € tempering influence the emergency 
es . tend to grow excessive in motiva- 
extian ength and integrative scope. The 
‘ordinary strength of fear in the schizo- 
3 alled a impressed some observers that they 
i came tentialangst (fear of existence) ; 
© excessive strength marks schizo- 

Tage, once it has free rein. 

on ee ative pleasure deficiency impairs the 
Senetic development of the action-self. 


Pleasure is the tie that really binds. An 
action-self deficient in connective pleasure is 
brittle, prone to break under stress, to lose 
control of the contrasting integrations, total 
organism, and total environment. This weak- 
ness of the action-self is the basis of the 
patient’s oversensitivity and profound inse- 
curity in relation to himself, to his bodily 
parts, and to his environment, His insecurity 
in human relationships is aggravated by fur- 
ther consequences of the patient’s pleasure 
deficiency. Because his capacity for affection 
and human sympathy is reduced he cannot 
reciprocate when receiving them, still less 
elicit them. Small wonder he finds it diffi- 
cult to get a firm emotional foothold in 
family or other groups. 

The patient’s limited capacity for pleasure 
and love renders the ontogenetic development 
of a healthy sexual function impossible. The 
resulting sexual organization is rudimentary, 
ill-proportioned, lacking in genuine love and 
tenderness, subject to fragmentation and 
formation of miscarried reparative patterns. 

The integrative pleasure deficiency is in- 
deed fundamental and all-pervasive : it leaves 
no phase of life, no area of behavior unaf- 
fected. As anticipated in Bleuler’s first defi- 
nition, the schizotypes differ fundamentally 
from other human types. Often enough the 
patient knows this himself: he longs to be 
like other people. To stress the radical im- 
portance of schizotypal organization, we 
must describe the life performance of the 
patient so organized in terms not of adapta- 
tion, but of a schizotypal system of adapta- 
tion, or, briefly, schizo-adaptation. 

The degree of the innate integrative pleas- 
ure deficiency and the consequent task of 
schizo-adaptation vary widely from patient 
to patient. The outcome of the patient’s 
struggle for human existence depends upon 
the relation of his adaptive resources to the 
adaptive burden of his changing life situa- 
tion. To take care of its deficiencies, the or- 
ganism must evolve (1) a scarcity economy 
of pleasure, (2) a security pattern featuring 
compensatory dependence, and (3) a replace- 
ment technique of integration in which the 
job ordinarily done by pleasurable feeling 
and thought is shifted to unemotional 
thought. It is, I suggest, the combination of 
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these 3 reparative processes upon which the 
entire system of schizotypal adaptation rests. 

Though we have not yet succeeded in re- 
ducing the scarcity economy of pleasure to 
its elementary mechanisms, its beneficial re- 
sults are readily observable. Its efficacy ap- 
pears to depend on the available degree of 
intelligence, foresight, capacity for learning, 
and the absence—successful avoidance or 
control—of emergency overreactions detri- 
mental to pleasure, While an endowment for 
superior performance facilitates the task of 
husbanding pleasure it may introduce new 
complications. The schizotypes show the 
same variety in endowment as the rest of the 
population ; some of them have superior in- 
telligence, special artistic, scientific, or other 
gifts. The favored pursuit of a patient be- 
longing to this elite group tends to absorb 
whatever capacity he has for pleasure, leav- 
ing him disastrously vulnerable to failure, 
actual or presumed. 

The need for compensatory dependence 
accompanies the schizotypes throughout the 
life span. Often without realizing it, the pa- 
tient leans heavily on external support, his 
relationship to others remaining that of the 
child to his parent. Perpetuation of this in- 
fantile need is further complicated by the 
fact that in a schizotype, the child’s security 
pattern of dependence is defective from the 
outset. As a child a schizotype is terrified by 
conflict and resents the necessity of engag- 
ing in sibling rivalry or having to play one 
parent against the other ; he would prefer to 
lean on everyone within his reach. He can- 
not give affection, the means of ingratiation ; 
hence his response to parental demands is 
chiefly limited to fear or rage, obedience or 
defiance, yes or no; the all-important range 
of “between” is undeveloped or atrophied by 
disuse. Under stress the adult patient tends 
to revert to his infantile belief that an ersatz- 
parent can and will supply his needs by 
magic. 

The replacement technique shifts the in- 
tegrative task from pleasurable to cold 
thought. Schizotypes lack the feel for the 
simple pleasures, the affectionate give-and- 
take of daily life. In lieu of immediate emo- 
tional grasp the baffled patient presses his 
intellect into service, as if trying to pick up 
something at a distance with lazy tongs. For 


the spontaneous pleasurable responses he 
lacks he substitutes mechanical limitations, 
If highly sophisticated, he may ridicule the 
conventional forms of affectionate behavior, 
dissecting and examining them as though 
they were the technological performance of 
a machine, 

In favorable circumstances this system of 
adaptation may hold the schizotype in a com- 
pensated state. He may, in fact, go through 
life without ever suffering a breakdown, 
However, his sensitivity to loss of affection 
and pleasure is extreme. Because he knows 
only rudimentary pleasure, such warmth as 
he is capable of deriving from being loved 
has for him a unique facilitating and reassur- 
ing value. Any change in his life situation 
that deprives him of this help, thus under- 
mining his pleasure, security and self-confi- 
dence, becomes a threat of decompensation, 
Every shred of activity he enjoys plays an 
important part in his equilibrium; every loss 
of pleasure is a tragedy which he blames on 
his parent or ersatzparent. He may feel 
harassed from without, though the fact is that 
it is he who drives himself too hard. Under 
growing pressure he develops excessive fears, 
guilty fears, and rages, blurred awareness 
and magic thought. These inordinate emer- 
gency responses signify the onset of decom- 
pensation. In a self-defeating effort to cope 
with these responses, to recapture his pleas- 
ure and security from dependence, he de- 
velops a scrambled form of emergency dys- 
control which is peculiar to the decompet 
sated schizotypes. Ordinary dyscontrol ee! 
in other types eventuates in phobic, hypo 
chondriac, expressive, obsessive, Paes 
and other overreactive patterns which oa 
circumscribed and intricately organized, Jaf 
the decompensated schizotypes these a 
nisms appear in a scramble and are M i 

R i i directly 
more simply organized, springing aa 
from the patient’s obedience-defianet mie 
flict? He may feel profoundly humi 


bido theory 
id con- 
de- 


8In 1014, exploring the value of the 2 
for the interpretation of schizophrenia, © aes 
trasted the neurotic (overreactive) TE dh 
veloped by schizophrenics with those devi difference 
patients other than schizophrenic: “The A 
between the transference neuroses § 
way and the corresponding formati 
ego is normal [i.e., non-schizophrenic] 
us the deepest insight into the struct 
mental apparatus.” 
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isgusted with himself, experiencing dif- 
and strange bodily sensations or even 
ring that his body undergoes a revolting 
mposition, He may sense the threat of 
egration and fear that he is losing his 

He struggles desperately to retain 
ptive control; this struggle is pathogno- 
mic of the decompensated schizotypes. 
hen he is overcome by the impatience of a 
ngry infant and in addition his remorse 
ts his resentment, he may develop a 
e of depression or find “relief” in alco- 
pendence. Decompensation often in- 
es endocrine or other peripheral disturb- 
; in the female patient a conspicuous 
tom is arrest of the menses. 
distinguished from the various forms 
aptive impairment; schizotypal decom- 
tion is a state of threatening adaptive 
1 petence. The decompensated patient 

j left with but one remedial resource, 
$ integrative machinery of unemotional 
ight. This machinery may hold firm or 
y slowly or rapidly break down. Should 
: collapse, the patient enters upon a process 
f schizotypal disintegration marked by 
daptive incompetence. 

The first sign of disintegration which the 
tient cannot hide from the environment is 
i thought disorder. Apparently this dis- 
der is a direct consequence of the overbur- 
hing of the cognitive function. However, 
Ser scrutiny reveals the presence of a less 
Spicuous but all the more important factor 
complicates this untoward development. 
actual fact the process of disintegration 

S not with a thought disorder, but with 
xtensive proprioceptive disorder, a dis- 
ted awareness of bodily self. Usually its 

manifestations have already appeared 
the stage of decompensation. 

S proprioceptive disorder eludes psy- 
ynamic explanation. We understand 
' a its cause and course of development, 
ie, telation to the integrative pleasure 
we A But we can see that it disorgan- 
ko oe 1on-self with fateful consequences. 

lood ism now ceases to have a definite 

» for the disorganized action-self 


environment—upon 
Psychodynamic 
is 5 ; 

now the interaction of a fragmented 


organism with a fragmented environment.* 
The patient loses his grasp and control of 
himself as well as of the environment. I 
suggest that proprioceptive awareness is 
the deepest internal root of language and 
thought. By increasing the integrative bur- 
den of the already overtaxed cognitive func- 
tion, proprioceptive disorder precipitates its 
breakdown. The patient glides into a many- 
faceted thought disorder that can be under- 
stood only by a comparison with normal 
thinking. 

The healthy organism, moving from desire 
towards fulfillment, analyzes experience into 
cause and effect so that it can find the means 
that will lead to the ends it desires. Normal 
thinking is like a suspension bridge between 
organism and environment. Schizotypal 
thinking, if severely disordered, buckles this 
bridge and lifts it into the air; in Bleuler’s 
terms, it is then both de-reistic and de-per- 
sonalized. 

Stressing the adaptive function of think- 
ing, physicist Ernst Mach pointed out that 
thought organization proceeds in 2 consecu- 
tive steps: we adjust our thoughts first to 
the facts and then to one another, achieving 
a dependable degree of objectivity, logical 
consistency, and thought-economy. How- 
ever, Mach’s formulation applies only to 
unemotional (objective, rational, realistic) 
thought. In emotional thinking the adjust- 
ment of thoughts to facts is inadequate and 
the adjustment of thoughts to one another 
aims not at logical but at emotional con- 
sistency. Furthermore, since thought proc- 
esses take place in both the nonreporting 
(unconscious) and the self-reporting (con- 
scious) ranges of the psychodynamic cere- 
þral system, simultaneous processes of emo- 
tional thought in the nonreporting range, 
though consistent in themselves, may be at 
variance with one another as well as with 
the facts. The characteristics of nonreport- 
ing thought-organization (Freud’s “primary 
process”) are revealed through the analysis 
of dreams; emotional thoughts marked by 
the characteristic features of primary organi- 
zation and a total lack of adjustment to the 
world of facts may be called prime thoughts. 


4The term “fragmentation” was first used by 
William A. White; he meant by it a “molecular 
splitting of the psyche.” 
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The raw material of constious thinking 
comes in part from the sense organs, in part 
from the nonreporting range. On their way, 
as stated above, prime thoughts must pass 
the pain-barrier; intended communications 
to the environment, the social pain-guard. 
We also stated that pain-barrier and social 
pain-guard are precautionary mechanisms of 
hedonic control; let us now add that con- 
scious thought-adjustment is the rational 
mechanism of adaptive control of both the 
environment and the organism itself. 

These 3 mechanisms are wrecked by the 
disintegrative process. Prime thoughts may 
then enter freely the self-reporting range, 
escape conscious adjustment and be blurted 
out or acted out, There appear hallucina- 
tions and delusions which preclude the 
adjustment of thought to fact even if the 
requisite machinery is still available. Hal- 
lucinations are prime thoughts perceived as 
data of the senses; therefore they have the 
factual reality of perceptions. Delusions are 
prime thoughts exalted to the plane of fact- 
adjusted thought by the magic of the strong 
emotions from which they spring and by 
which they are controlled; for this reason 
they are impervious to refutation by the true 
facts. 

Often the earliest sign of incipient thought 
disorder is the loss in hierarchical depth : 
thought organization tends to be replaced by 
thought aggregation, vertical meaning by 
horizontal irrelevance, sense by sound. As 
rationality dwindles to the vanishing point, 
infantile tonality emerges as an ordering 
principle, 

Disintegration of the machinery of adap- 
tive thinking renders the patient incapable of 
sustaining effective human relationships. He 
has no facilities to handle a many-sided 
group situation ; in his fragmented field there 
is room for but one protagonist at a time, He 
seeks to operate on a child-parent dependency 
pattern stripped to the bone. His choice of 
response is now rigidly limited to yes or no 
(obedience or defiance) ; the range of “be- 
tween” disappears completely. Moreover, he 
tends to perceive both alternatives as equally 
undesirable: he faces not a choice but a di- 
lemma of yes or no. This applies to the en- 
tire gamut of his responses, intellectual, emo- 
tional, and motor. 


At the same time, almost identical changes 
take place in the patient’s relationship to him- 
self, in his mode of handling his own im- 
pulses. To understand these changes, we 
shall again take a comparative view of the 
healthy organism. 

During the period of growth the psycho- 
dynamic cerebral system builds a semiauto- 
matic organization of self-restraining and 
self-prodding responses known as our con- 
science. The child learns to anticipate certain 
parental and other authoritarian demands to 
which he is continuously exposed, and to 
meet them automatically. 

The same applies to the system of enforce- 
ment used by the parents. Parental reward 
gives rise to automatized self-reward known 
as self-respect and moral pride; parental 
punishment, to automatized self-punishment 
as a means of expiating one’s presumed 
wrongdoings and reinstating oneself in the 
loving care of the authority thus reconciled, 
The adaptive gain of conscience is security 
through obedience; its main problem is the 
handling of defiant rage. Pai 

In the disintegrating schizotype, impair- 
ment of the action-self breaks up the context 
in which the mechanisms of conscience opet- 
ate. Subsequently, it is no longer his con- 
science that admonishes him but once again 
the disciplinary authority of his present of 


-past. Freud discovered this regressive Te- 


placement of conscience by the one 
child-parent relationship in paranoid beha : 
ior. Today we realize that this regression 5 
disintegration of the “voice of con 
takes place in all disintegrating schizotyp*) 


Big sence 4 ani- 
the paranoid is its most conspicuous M 


: ive intent 
festation. Continuing the reparative int 


of the voice of conscience, this regte n 
seeks to reinforce the faltering mee 
of conscience by reactivating the intai i 
experiences from which they origin ie a 
the extent to which the true mechaniki 
conscience fail to operate, the patient 
his ethos—his system of shared ae 
values upon which cultural group m Ti 
ship rests. As we have seen, the disini a nf 
ing patient’s human relationships are A as 
to the scant residues of his intent Be is 
ency pattern; this same pattern rep vtegrit 
conscience, his human sympathy, 1% aie 
and standards as well. As a conseqt 
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„hen the patient has to act upon his own 
impulses, he faces the same yes-or-no di- 
lemma as he does in his vestigial relation- 
ships to others. 

The yes-or-no dilemma ushers in the yes- 

or-no disturbance which is peculiar to schizo- 
" typal disintegration and forms the core of 
what is known as the patient’s activity dis- 
order, In a challenging situation, be the 
stimulation external, internal, or both, the 
patient may be completely blocked by his di- 
Iemma and respond only with paralyzed per- 
plexity. Or he may try to obey and defy 
simultaneously, presenting a picture of in- 
tellectual, emotional, or motor confusion. Or 
if he gets going in one direction he may be 
unable to stop, continuing or repeating the 
same response regardless of the changing 
Situation, Whether the resulting behavior 
shows automatic obedience or automatic defi- 
ance, it is unrelated to the adaptive task and 
is as a rule terminated by a sudden and un- 
predictable shift. 

The symptoms resulting from the yes-or- 
no disturbance are well known to the clini- 
cian, They include perseveration, echolalia, 
echopraxy, negativism, overtalkativeness, 
mutism, akinesia, hyperkinesia, inappropri- 
ate emotional or motor response, stereotypes, 
gesturing, posturing, grimacing, extreme 
Muscular and postural flexibility or rigidity, 
and finally, schizotypal excitement and stupor. 
Ta eor to disturbance, though domi- 
ioe x the obedience-defiance conflict of 
rhe infantile dependency pattern, has still 
a Toots in the functional design of the 
he Ses organism, notably in the con- 
and in n principle of perception 

ple of reciprocal innervation 

of muscles, 
ant disintegrating patient may retreat into 
like a universe of his own creation. Un- 
ibe, ihe magic world of ordinary day-dream- 
schizot magic universe of the disintegrating 
mae ee is split off into irreconcilable frag- 
PA ss ae imagination disintegrates as 
emacs ve organism loses the unity and co- 
reflected a thought-picture of self. This is 
sources of “a patient’s regression to archaic 
lcinations ee in his excitements, hal- 
Activities el raon posturings, and other 
ment, Fr ached from the actual environ- 
agmentation of his magic universe 


may be directly represented in his dreams 
and artistic creations which with telling fre- 
quency feature dismemberment, isolated or 
dead bodily parts, and related motifs. 

The patient’s subjective experience, his 
awareness of his own disintegrating activity, 
eludes our comprehension. He may show 
signs of what Jaspers calls “double orienta- 
tion”: while interpreting his perceptions 
(thoughts, hallucinations, actions) in a dis- 
rupted context of irrationality, he simul- 
taneously records them in the context of resi- 
dual enfeebled rationality. This shadowy 
perpetuation of the true environmental con- 
text may enable the delusional patient sud- 
denly to recapture realistic contact without 
relinquishing his delusions or, if the thought 
disorder subsides, to see his delusions in ret- 
rospect against the world of facts. 

The remarkable phenomena of double 
orientation show that the disintegrating pa- 
tient still struggles to maintain adaptive con- 
trol. However, the disintegration of func- 
tion prepares the ground for a cessation of 
function. This malignant turn occurs if the 
organism, tiring of the struggle, gives up and 
withdraws. There follows a process of de- 
terioration, a progressive functional shrink- 
age of the psychodynamic cerebral system. 
The process may lead to a total retreat from 
the adaptive task: the patient becomes a 
living corpse. His withdrawal from the strug- 
gle for existence is the ultimate consequence 
of the disease process, not its cause. 

T have shown that the characteristics of 
the schizotypes stem from an integrative 
pleasure deficiency. This defect is a basic 
and, in my view, innate trait of schizotypal 
organization. However, proprioceptive dis- 
order, with its highly disintegrative effect, 
cannot be traced to this pleasure deficiency. 
Thus one must assume that a predisposition 
to proprioceptive disorder, a sort of pro- 
prioceptive diathesis, is another basic trait 
of schizotypal organization. The significance 
of proprioceptive disorder underscores the 
necessity of correlating the psychodynamic 
mechanisms just described with the broader 
context of the still unknown physiologic 
mechanisms in which they operate, Only 
through such cross-interpretation can we 
hope to arrive at a comprehensive theory of 


schizotypal organization. 
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On psychodynamic grounds I view schizo- 
typal disorders as developmental stages of 
schizotypal organization : 


III. 1. Compensated schizo-adaptation— 
This is a relatively stable stage, marked by 
adequate operation of the schizotypal system 
of adaptation. Though there is a liability to 
decompensation, the patient may remain at 
this stage throughout life. The so-called 
schizoid is viewed here as a well-compensated 
schizotype. 

III. 2, Decompensated schizo-adaptation. 
—This stage is precipitated by emergency 
dyscontrol and its consequences, which over- 
tax the security pattern of compensatory de- 
pendence and destroy the scarcity economy 
of pleasure. The patient develops a scramble 
of overreactive mechanisms (as distinguished 
from organized overreactive patterns seen in 
other types) and the first signs of proprio- 
ceptive disorder. Though he may remain at 
this stage for an indefinite time or recover 
spontaneously, he is now threatened by dis- 
integrative breakdown. This is the stage 
labeled recently by P. Hoch and P. Polatin 
“pseudo-neurotic schizophrenia.” 

III. 3. Schizotypal disintegration marked 
by adaptive incompetence.— This is the stage 
known as open schizophrenic psychosis. The 
focus of the disintegrative process is disor- 
ganization of the action-self which, brought 
about by a psychodynamically unexplainable 
proprioceptive disorder, in turn precipitates 
disorders of thought, activity, etc. There is 
a chance of spontaneous remission, and, on 
the other hand, a liability to progressive 
deterioration. 


This developmental outline suggests how 
pressing is the need to find the criteria for 
the stability of the compensated stage; and 
the criteria for determining the patient’s lia- 
bility to decompensation, disintegration, and 
deterioration as against his chances for spon- 
taneous remission. 


Conciupinc REMARKS 


The adaptational theory of disordered be- 
havior, examples of which I have just pre- 
sented, has evolved gradually over a period 
of years and rests upon clinical data. This 
is also true of the adaptational psychody- 


namics of healthy behavior, a subject | 
which I could make only scanty references 
this paper. 

My hope is that an adaptational dynam 
of disordered behavior will stimulate physi 
logic and genetic studies, but the main ta 
will be to test its fruitfulness in psychod 
namic and therapeutic quests. 
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I. DISCUSSION OF DR. SANDOR RADO’S ACADEMIC LECTURE: 
KARL A. MENNINGER, M.D., Torexa, Kans. 


Thirty-five years ago at the annual conven- 
tion of this Association, its president, that 
great American psychiatrist, Ernest South- 
ard, proposed his celebrated reformulation of 
psychiatric nosology into 11 major groups. 
In speaking of this and of the plans for the 
years ahead he was never to see, he said: 


Perhaps it is in definition that I am most inter- 
ested. Perhaps I believe that the world can get 
forward most by a clearer and clearer definition of 
fundamentals. Accordingly, I propose to stick to 
tasks of nomenclature and terminology, unpopular 
though they may be, 


Th this, as in so many other things, South- 
ard was far ahead of his times. American 
Psychiatry was still under the sway of the 
Kraepelinian system which Adolf Meyer had 
Introduced, As a matter of fact, Meyer was 
as dissatisfied with the Kraepelinian nosology 
as was Southard, and he, too, proposed a 
classification of mental illness. Neither 
Southard’s nor Meyer’s ‘classification was 
accepted or widely appreciated. Indeed, the 
whole subject of psychiatric nosology van- 
ished from the programs and avowed inter- 
ests of this organization for many years. 
an and then a voice of experience, such as 

arl Bowman, Stanley Cobb, or George 
tevenson, cried out in protest like the ancient 


Prophets of Israel, but these cries went 
unheeded, 


Faced by the i 
sulting in y the innumerable problems re- 


ien the military experience from the 
pis Pancies between our terms and our con- 
Con es brother William, then Brigadier- 
re eral in charge of psychiatry in the U. S. 
my, felt obliged in 1943 to cut the Gordian 
Se of tradition-bound terms and obsolete 
ci a by formulating de novo a classifica- 
Ge eon in some measure with our 
ad Practice and largely based on 
ynamic principles. In this he was 


Wally assisted by many members of this As- 
1 . T 
aide and the 2 immediately following are 
ado’s Acade the preceding article, Dr. Sandor 
Cation of Sa Lecture, “Dynamics and Classifi- 
HA isordered Behavior,” read at the rogth 
Sociation Tag of The American Psychiatric As- 
» “0s Angeles, Calif, May 4-8, 1953. 


sociation although the Committee on Nomen- 
clature of that time took a position in opposi- 
tion to change. The result of these efforts, 
compromised though they were in the course 
of obtaining concurrences from various mili- 
tary and civilian authorities, made for an 
enormous practical advance, and was soon 
adopted by the Army, Navy, and the Veter- 
ans Administration. The new Committee 
on Nomenclature of this Association, headed 
by Dr. George N. Raines, adopted with some 
few modifications this product of military 
necessity as an operating tool for civilian 
practice in the extraordinarily fine Manual 
which we are all using. 

No one is more aware than my brother, 
those of us who worked with him, and Dr. 
Raines and his committee, that even this 
present classification is imperfect. Hence, no 
one is more gratified, I am sure, than they to 
see the revival of interest in the problem of 
nosology represented at this meeting. We 
have just heard an academic lecture, the sub- 
ject of which was “The Dynamics and Classi- 
fication of Disordered Behavior’ [italics 
mine]. At the meeting of the American Psy- 
choanalytic Association last week, a full-day’s 
session was occupied with a discussion of 
the disease process in relation to a better 
ordering of nosologic concepts. Last night a 
spirited round-table discussion was devoted 
to diagnostic and nosologic problems. Thus, 
after 35 years, we get back to serious con- 
sideration of a topic which Ernest Southard 
and Adolf Meyer regarded as of pre-eminent 
importance in 1918. 

Tt was Goethe who said that the history of 
a science is the science itself. To consider 
the problems and the issues surrounding the 
classification of mental illnesses, we would 
have to review the entire history of the at- 
tempts to bring order and system into the 
infinite variety of emotional states and be- 
havior disorders that are lumped together 
tinder the broad heading of mental illness. 
We would have to begin with the earliest 
known report, recorded in hieroglyphics on 
papyrus about 3000 B.C., and continue 
through many blundering efforts to establish 
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an order that satisfied both the eager makers 
and the intended users, up to the sixth day 
of May, 1953. Only in the light of historical 
perspective is it possible to evaluate con- 
temporary approaches to the problem of 
nosology. 

Classification is one method, probably the 
simplest method, of discovering order in the 
world. By noting similarities between nu- 
merous distinct individuals, and thinking of 
these individuals as forming one class or 
kind, the many are in a sense reduced to one. 
To that extent simplicity and order are intro- 
duced into the bewildering multiplicity of 
nature. Our motives for attempting the es- 
tablishment of this order may be scrutinized 
on the conscious or on the unconscious level. 
Strivings for the mastery of the anxiety 
created by disorganization, wistful glances at 
omnipotence, practical urges for more accu- 
rate communication and understanding may, 
in the one instance or the other, predominate. 
I have recently had occasion to review the 
various psychiatric nosologies—and it turns 
out that there are hundreds—that have been 
proposed since the simple triad of Hippoc- 
rates—dementia, melancholia, and mania. It 
becomes obvious in such a review that the 
mental process by which a classification is 
organized reflects the psychology of the or- 
ganizer, and it becomes apparent that classi- 
fication as a form of behavior cannot be re- 
garded as existing apart from the classifier 
who undertakes it, and the audience to whom 
he proposes his product. Invariably the psy- 
chiatrists of history and the psychiatrists of 
today have met with the same dilemma, that 
of an inextricable relationship between the 
method of classification and the basis upon 
which the classification is made. There was a 
long period when symptoms alone formed 
the material which psychiatrists attempted to 
classify. At first, as with Celsus, Aretaeus, 
Avicenna, Prichard, and many others, these 
symptoms were classified descriptively, Un- 
der the influence of Emmanuel Kant, Plater, 
Pinel and some others who attempted logical 
classifications, nosologies were carried to a 
systematic (if somewhat Preposterous) ex- 
treme by Linnaeus and by others who were 
influenced by him, such as Cullen and Ziehen. 

Explanatory methods of classification en- 
gaged a much longer list of colleagues at a 
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more advanced stage of psychiatric knowl- 
edge. For the first time the course of the ill- 
ness tather than the symptoms themselves 
was made the basis of the classification, as 
by Kraepelin. This was an advance, but it 
too failed. 

Tn more recent years, under the impetus of 
the discoveries of Sigmund Freud, we have 
de facto assumed a new basis for classifica- 
tion—one based on process. The curious fact 
is that, except for the previously mentioned 
efforts of my brother and of Dr. Raines, 
there has been no official endorsement of 
the psychoanalytic basis for classification in 
psychiatry. Psychoanalysis has developed on 
a somewhat esoteric and restricted basis. Its 
language and formulations became as charac- 
teristic and identifying as a foreign language, 
so that to the extent that its terms were 
adopted in general psychiatry, they were we 
essarily put in italics and quotation marks, 
Many of us have deplored this and tried to 
find ways to amalgamate them. 

The curious thing is that the resistance to 
the more official incorporation of payee 
lytic concepts into psychiatric nosology bth 
terminology has come not alone from aie 
analytic psychiatrists but from the pee 
analysts themselves, who feel apprehensi i 
lest the meaning of their special languag! 
become diluted and distorted by such an 1n- 
corporation. Such fears are not ungroun ile 
for it is indeed dismaying to hear tenn us 
“transference,” “conversion,” and Sie 
used so carelessly, so inaccurately, and E i 
widely. But this was inevitable and a da 
now appearing and what must be stimu * dit 
to us all, regardless of its concomitant i 
comforts, is the reorganization of pyre 
lytic formulations in broader and less ie tt 
terms—a reorganization that me 
cludes psychiatric formulations as we EN 

This, as I understand it, is what Dr. sib 
has been attempting. His brilliant com ee 
tions to psychoanalytic theory of E is, 
tion, addiction, and many other toP 
established his reputation as a eee 
choanalytic thinker years ago. ie os 
would give psychoanalysis a broader aie 
reference, establishing for it a more sitio 
allegiance to, and inclusion in, Pane 
theory and practice. It should be we sition 
by those of us who have taken this P 
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n the beginning and have hoped for this 
iage of minds for a long time. 
W, whether or not this glimpse he has 
‘us of his thinking is completely con- 
ng as to its usefulness or fits in with our 
amateurish efforts to do the same thing 
newhat beside the question. I would not 
did if I did not admit that Dr. Rado’s 
e for accomplishing this is quite at 
ce with my own. But it is Dr. Rado’s 
a that we discuss here today, and I 
resist that human propensity of which 
Whitehorn has written recently, viz: 
d oneself almost imperceptibly, as it 
trying to make his own opinions pre- 
[rather than really to find a common basis 
melusion and reason with others. “One 
e greatest impediments to communica- 
says Whitehorn, “is the tendency to 
purred on to a kind of assertiveness, 
endancy or domination when faced with 
people who offer possibilities of being 
linated, coerced or otherwise beaten into 
ent with you.” 
‘ave no illusions about the possibility of 
minating” Dr. Rado or “coercing” him 
J agreement with me. In what I believe 
be the spirit of his effort, I am with him. 
[see in this no surrender of my commitment 
e basic principles and theories of Sig- 
ind Freud. I am considered, I believe, and 
d I so consider myself, to be on the far 
‘wing of Freudian orthodoxy, but this 
Not prevent me from seeking to improve 
e formulation, designations, and orien- 
| of psychoanalytic concepts in the per- 
ve of psychiatry in the broader sense. 
feve in the unity of truth and in the 
„Of science, and I share an internal 
ing for a unification of concepts re- 
o the same material, which otherwise 
mes artificially ranged against one an- 
4S competitive and conflicting. But 
Tactical, specific attempt to do this re- 
ens the fears on the one side of being 
ibed and lost in a greater unity, and 
MS on the other side of being contaminated 
Tverted. The emotional reactions to 
Ort to reorganize the perspective of 
mg or, More accurately, to reorganize 
“nominative symbols of thinking, arouse 
larp emotional reactions. There is an 
Siveness in regard to change, a feel- 


ing that one is about to be swallowed up in a 
vast United Nations, or United Church, or 
United Science, or United Psychiatry, in 
which one will lose something of his individ- 
uality with some justice. 

At the annual meeting of the American 
Psychoanalytic Association last week, a full 
day was designated for the discussion, by 
a panel in a section of the meeting, of the 
proposals which I, myself, have made along 
these same lines (nosology). It was inter- 
esting to observe how it aroused in the audi- 
ence what we Freudians sometimes inaccu- 
rately call ambivalence, and what is better 
described as “ conscious conflict.” My pro- 
posals were described on the one hand in very 
flattering terms, and on the other hand as 
“radical,” “useless,” “negligible,” and “dan- 
gerous”! They were treated as gingerly and 
cautiously as if I had presented the audience 
with a piece of ore that might contain gold, 
but might on the other hand contain danger- 
ous radio-active isotopes. Dr. Rado, the very 
man whose paper I am now discussing, was 
finally impelled to push his way to the ros- 
trum and declare that however valuable or 
valueless it might be considered, the effort 
to attempt it required great courage. I ap- 
preciated these words from Dr. Rado and I 
now return them to him, with interest ! 

Dr. Rado is a little overcourageous, per- 
haps—yes, even a little provocative—in his 
techniques of presenting his ideas, He intro- 
duces some rather unnecessary confusions 
and irritations. His statements of opinion 
are often couched in a dogmatic, uncompro- 
mising manner. He takes disturbing liberties 
with the language. He discards without a 
word of reference some of the ideas and con- 
cepts familiar to all of us, and calls some of 
our old friends by new and strange names. 

Now, it is certainly Dr. Rado’s privilege 
to do this, but I submit that it adds to his 
difficulties or, perhaps I should say, to our 
difficulties. For it is our obligation, I believe, 
to try to surmount our emotional and intel- 
lectual resistances and attempt to compre- 
hend the sense of what he is trying so ear- 
nestly to communicate, I concentrated my 
attention on the nosological suggestions in- 
cluded in the first 8 pages of the manuscript 
which he was so kind as to let me see, 
leaving the large and controversial subject, 
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the nature of schizophrenia, to my colleagues 
to comment upon. 

Dr. Rado began by defining some terms. 
This is assuredly a worthy and proper scien- 
tific procedure. Unfortunately, however, the 
concepts and terms which Dr. Rado defined 
in the first paragraph are familiar ones, 
scarcely requiring definition, and strangely 
enough they are terms almost never again re- 
ferred to in the paper. On the other hand, 
there appear throughout the essay numerous 
unfamiliar terms and strange neologisms 
which are introduced often without defini- 
tion, or with such scanty definition as to beg 
the question as to their meaning or useful- 
ness. I must confess complete ignorance, 
for example, as to what Dr. Rado means by 
the “non-disintegrative version of the Mag- 
nan sequence,” or by “eidolic and reductive 
patterns.” Expressions like these are as- 
sumed by Dr, Rado to be matters of common 
knowledge, whereas the meaning of the word 
“adaption” is spelled out for us in words of 
one syllable—well, two syllables! 

Dr. Rado proposes the grouping of be- 
havior disorders, that is to say, mental ill- 
ness, into 7 classes and various types. I am 
tempted to go into a discussion of the neces- 
sity for scrupulous discrimination in regard 
to the distinction between classes and types. 
I am really more concerned about this than 
about certain words that Dr. Rado has 
chosen, which seem to me to be inept. Thus 
while I do not like the expression “lesional 
disorders,” I am more concerned with the 
fact that to make this a class coordinate with 
a “class of overreaction” is to shift the basis 
of the classification, from one which is infer- 
entially behavioristic to one which is specifi- 
cally etiologic. Similarly it is, I believe, quite 
improper for Dr, Rado to base the first 3 
or 4 classes of his classification on the pat- 
tern of energy control or, as he likes to call 
it, “dyscontrol,” and then shift in the seventh 
class, “disorders of war adaptation” to the en- 
vironment as the determinant of the pat- 
tern. And, incidentall , even assuming that 
Dr. Rado probably means “battle adaptation” 
rather than “war adaptation,” so as to ex- 
clude some overzealous home-base activities 
which might be considered psychopathologi- 
cal, the fact remains that there is no more 
theoretical justification for setting up “battle 
adaptation” than there is for setting up “tor- 


nado adaptation,” “storm-at-sea adaptation,” 
or “Christmas rush adaptation,” to say noth- 
ing of APA Convention adaptation! 

Dr. Rado speaks of “emergency dyscon- 
trol” and of “descending dyscontrol,” Here 
my ears pricked up! While I do not use or 
quite understand these terms, I do think it 
important to recognize progressive stages of 
increasing disorganization of behavior, char- 
acterized by certain mechanisms and certain 
symptoms, the names of which are familiar 
to all of us, and to recognize too, that there 
is a discoverable order in disorder! 

But just what Dr. Rado means by the ex- 
pression “extractive disorders” (his class 
IV), about which he never has another word 
to say after the one sentence on that page, I 
have absolutely no idea. He indicates 2 types: 
“ingratiating extractive disorders” and “ex- 
tortive extractive disorders.” My own asso- 
ciations, I am chagrined to say, relate to 
dentists ! 

Dr. Rado is, I believe, endeavoring to use 
a new basis for classification, one which we 
all subscribe to in principle. We speak of it 
as the dynamic process basis. It was the dis- 
covery and ideas of Freud that gave impetus 
to this, although Freud himself never at- 
tempted a psychiatric classification, Ra 
Adolf Meyer did so, with great vision. Like 
Meyer, Dr. Rado discovers himself lacking 
in properly descriptive terms of generi 
tion, and like Meyer, he makes the error s 
assuming that he can create words that w 
be immediately or at least ultimately ir 
nized, understood, appreciated, and used. 

Although these criticisms of detail r 
sharp, I have attempted to make them he? 
a light touch. My comments do not cee 
or even assail the validity of the basic 3 
that Dr. Rado is trying to express. ri 
have said, no one should be more sympathe 
than I with the resistances encountere Ys 
any proposal to change the status oe o 
current psychiatric designations. Dr. d 
brings to this task his long experience a 
skill in one department of psychia ae 
choanalysis. He has not been so closely ae 
tified with some of the broader pro ts 
psychiatry, but we should welcome his 1 
est in them and his contributions t0 AE 
derived from his psychoanalytic a as 
Perhaps, however, just because he is ie 
choanalyst and knows so much abo 
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emotions and the unconscious, he should 
have better anticipated the resistances against 
which he would be speaking, and the effect 
of strange, obscure phrases and words on the 
ears of a defenseless audience. These may, in 
graduated doses, stimulate thinking and give 
rise to insight ; but a barrage of such words 
and phrases is quickly subject to the law of 
diminishing returns. They are apt to inspire 
the wistful but baffled listener to wrap a 
mantle of protective indifference about him 
with an inward resignation to the continuance 
of his former unenlightened but familiar 
ways of thinking. 

This we must not do. It was our great loss 
that we were not more receptive to what 
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Southard and Adolf Meyer were trying to 
tell us 35 years ago. I believe with Dr. Rado 
that a better ordering of our thinking in re- 
gard to the disease process and the classifi- 
cation of those kinds of disease that we psy- 
chiatrists see is of the utmost importance to 
our science. We should be grateful to Dr. 
Rado for disturbing our complacency and 
for offering us suggestions for further pro- 
gressive change. We must be glad he is 
thinking along these lines, and hope that he 
will continue it, changing his terminology, 
perhaps, so that we may better reap the bene- 
fit of the earnest and intensive thinking back 
of these prodigious efforts in a direction 
which is, I believe, a right one. 


II. DISCUSSION OF DR. SANDOR RADO’S ACADEMIC LECTURE?! 
DR. FRANCIS J. GERTY, Cuicaco, ILL. 


Dr. Rado is far from being timorous ever, 
and especially when he commits himself to 
sustaining the proposition that a new etio- 
logical classification in psychiatry today must 
be based mainly on psychodynamics—or 
I should say on a new psychodynamics. It 
would be somewhat easier for me to discuss 
the ideas he advances if they were proposed 
separately as hypotheses for elaboration and 
testing. The way they are interwoven into 
a scheme of general classification and the 
suggestion that they should, in fact, be the 
basis of that classification makes the dis- 
cussion more difficult. While Dr. Rado has 
not been able to present his whole classifica- 
tion very fully the outline indicates that a 
good deal of it has little direct relationship to 
psychodynamics, 

Though my discussion will be concerned 
chiefly with what Dr. Rado terms “schizo- 
typal disorder,’ I do wish to comment that 
I think we are not quite ready for a general 
psychiatric classification of disease and dis- 
order on a very fully satisfactory psychody- 
namic basis. More than ever do I think this 
after hearing Dr, Menninger’s discussion. In 
order to classify it is desirable to have simply 
stated diagnoses based on as certainly defin- 
able characteristics as possible. The applica- 
tion of psychodynamic theory in making 
diagnostic formulations sometimes tends to 
complicate the task of classification. We do 
not as yet have sufficient knowledge to en- 
able us to present a fairly generally accept- 
able classification of psychodynamics itself, 
though headway is being made. Before I go 
on to a discussion of schizotypal disorder, 
I shall attempt to state some of the reasons 
why the framework of usable classification 
may provide too cramped quarters for the 
presentation of psychodynamic concepts. 
Psychodynamics itself requires more agree- 
ment as to the tenability of some of its propo- 


1 This article, together with the ones preceding 
and following, is a discussion of Dr. Sandor Rado’s 
Academic Lecture, “Dynamics and Classification of 
Disordered Behavior,” read at the rooth annual 
meeting of The American Psychiatric Association, 
Los Angeles, Calif., May 4-8, 1953, published on 
page 406 of this issue. 
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sitions and consequently its own classification 
is not too well worked out. To select and 
use one or more of these propositions or a 
series of consecutively interdependent ones 
in their present state in a general psychiatric 
classification involves such serious difficulties 
that the prospect of very enduring value in 
the classification is not great. If the classifi- 
cation is set upon the basis of one or of an 
evolved series of related hypotheses, it must 
necessarily exclude hypotheses at variance 
with the ones advanced. Thus it may not leave 
storage room for new ideas. While older 
and simpler classifications may depend more 
on description of phenomena than on descrip- 
tion of dynamics than the one proposed, they 
may be usable for a longer time because they 
serve the fundamental purpose of classifica- 
tion more clearly, namely, bringing together 
those classes that resemble one another and 
separating those that differ. The Kraepelin- 
ian classification has survived extraordinarily 
well as the backbone of succeeding ones. The 
introduction of still debatable hypotheses as 
the basis for classification except, tentatively, 
in very limited areas, tends to blur resem- 
blances and differences in an annoying w 
that cannot be resolved by extended expla- 
nations. i 
Another problem is that of terminology 
A new classification without new pee 
unthinkable and without precedent. Yet A i! 
terminology very often has a deciduous q! he 
ity. The new words wither away from i 
old stem which next season sprouts yt 
crop. One can quarrel little with Pipi 
Meyer’s psychobiological psychiatry. pape 
clear that a neurologist in speaking t Fo 
about it once said that it is the express! 
the obvious in complicated ee Ten 
ergasia terminology is little used ni carci 
or 12 years ago most candidates i € chiatry 
tion by the American Board of pi letter- 
and Neurology tried to memorize 1 2 
perfect. This year some of the a of it 
that Board had trouble recalling mie t5 
I must say that in terminology Dr. are all 
sinned but little. The words he n famil- 
derived from roots with which we af! 
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though they appear in some new combina- 
tions. At first glance, however, the terminol- 
may seem to be strange because we have 
been accustomed to using it in the way 
Dr. Rado does. Therefore, his paper re- 
ires reading and re-reading. When one 
s it on a single reading it may be difficult 
‘grasp the essential concepts. On closer 
dy of this paper it seems to me that these 
ncepts appear very clearly. There is also a 
sombination of spirit and logic in his whole 
a that I like. I am only sorry that the buga- 
boos of classification—the old and common 
ects of this necessary scaffolding for the 
lilding of knowledge—should hamper its 
pression and prove tempting targets for 
i pot-shots of critics. 
The spirit and logic housed in the structure 
fies me in using a quotation from a 
Yorite book of my friend, Dr. Bernard Al- 
ts, Robert Hugh Benson’s “Confessions 
of a Convert.” Benson, speaking of the in- 
ence of his father, a clergyman, on his 
gious life, states: “I do not think, as I 
ve said, that he made it easy to love God; 
the did, undoubtedly, establish in my mind 
ineradicable sense of a Moral Government 
in the Universe, of a tremendous power be- 
d phenomena, of an austere and orderly 
ty with which this Moral Power pre- 
ed itself.” Dr. Rado, within the limita- 
üs of the measurable portion of infinity 
ere we may operate with the deterministic 
ries and methods of science, has at- 
pted to establish in our minds an idea of 
relationship of tremendous power to 
ia. and the order that governs it well 
a Lures and governs it ill in dis- 
a ehavior. This task is one that never 
4 completed as long as there is any- 
od o SLs om we are far from its 
a can admire the temerity of Dr. 
E im attempting it and would have the ut- 
‘arity and tolerance in stating what 


my viewpoint seem defects in his 
lavor, 


_No 
one may attempt a comprehensive con- 


ation of mental disorder without givin 
ation to “the group of whe 
E T use Bleuler’s phrase rather 
TA sa word. To cover the Bleu- 
4 bese ot meaning, Dr. Rado uses the 
er, opal. 
; Pprehend Dr. Rado’s meaning cor- 
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rectly, his thought is about as follows: The 
unique type of alteration of thinking, feeling, 
and relation to the external world called 
schizophrenia by Bleuler is viewed by Rado 
in the light of genetic theory as inherited pre- 
disposition derived from both parents ac- 
cording to Mendelian mechanisms. He uti- 
lizes Dolzhansky’s formulation of genotype 
(inherited cause of development) and pheno- 
type (actual outcome of development in the 
organism through interaction with the en- 
vironment). He takes for granted, as true, 
on the basis of fairly common opinion that 
there is genotype defect in persons subject 
to schizophrenic disorder and gives his chief 
attention to the phenotype outcome as the 
result of environmental interaction. The 
schizophrenic phenotype he abbreviates as 
schizotype. He believes that we can define 
schizotype from birth to death and that we 
may view the whole life history of the schizo- 
type as a series of schizotypal changes fol- 
lowing the laws of schizotypal dynamic or- 
ganization. In the psychodynamic range this 
is the expression of the schizophrenic geno- 
type. This whole nucleus theory is con- 
cisely stated and firmly knit together as a 
nucleus theory should be. It is to be noted 
that schizotypal organization is fated to be 
different from, and far less satisfactory in its 
developmental possibilities, than healthy or- 
ganization, This difference is a propriocep- 
tive one, the result in turn of an inherited 
predisposition—a proprioceptive diathesis, 
eventuating in proprioceptive disorder. One 
of the chief characteristics of this disorder is 
a distorted awareness of the bodily self. 
Prominently involved in the dynamics is an 
innate integrative pleasure deficiency, arising 
somehow in connection with inherited char- 
acteristics and certainly not, in Rado’s view, 
primarily a result of environmental influence. 
The dynamics described is based mainly on 
these concepts of basic origins. The life of 
the schizotype is one of compensation under 
tremendous strain, operating largely through 
the use of unemotional thinking and the at- 
tempt at practicing a pleasure-scarcity econ- 
omy with very little intermediate range in the 
fear-rage and defiance-obedience responses. 
There is lack of zest for life and poor coun- 
terbalancing of pain-connected emergency 
emotions. This is the theory then—a defec- 
tive organism’s hope of development and ad- 


justment to life’s strains lies in the ability to 
use substitutive compensations regularly. 
There is a special proneness to breakdown. 
It might fairly be termed a theory of pes- 
simism because it is so firmly committed to 
the hypothesis of hereditary defect. There- 
fore, it practically excludes other hypotheses 
except in very secondary roles—hypotheses 
such as those based on acquired physical 
defect and environmental origin of psycho- 
dynamic causation. Yet I am certain that 
opinion and some appearance of factual ob- 
servation can be adduced to support these 
other propositions. Hypotheses such as those 
appearing with reference to psychosomatic 
disorder and the hereditary transmission of 
acquired characteristics suggest this. We are 
used to pessimism about schizophrenia. For 
a long time we were used to pessimism about 
general paresis, and I am sure Dr. Rado does 
not wish to overstress the pessimistic note. 
As to making compensation easier for the 
schizotype, to prevent breakdown, and as to 
aiding the recovery of compensation when it 
is impaired, he expresses a certain optimism. 
However, to accept his hypothesis as the 
basis for firm classification and to exclude 2 
other leading hypotheses suggested for the 
same role seems to be without real advantage. 
I dislike limiting etiological classification in 
this manner until after we have a thoroughly 
provable hypothesis which is then established 
on the basis of scientific proof. Actually the 
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serious limitation here is not the second 
psychodynamic one but the fundamental 
ganic one of hereditary predisposition. Ca 
we accept that as proved in schizophreni 
I doubt that it has been tested sufficiently 
though it has long been advanced on 
basis of expert opinion and on some evid 
based on statistical genetic studies, 
monly held opinion, even common opinio 
uncommonly qualified men, is not nece: 
conclusive enough to justify full accepta 
of an assumption. For centuries some 
uncommonly qualified for their time, belie 
that the earth was flat and that the sun 
volved about it. Even such a false hyp 
esis was useful because its existence fo 
testing through the use of observable fadh 
Dr. Rado will ask nothing better than i 
have his hypothesis similarly tested, I am 
sure, especially as he hopes the observed 
facts will eventually confirm it. However 
this time, it would be better not to adv 
it as the major foundation of a clas 
tional scheme. Neither am I convinced tha 
etiological classification in psychiatry oda 
must be based mainly on adaptational p 
chodynamics. It should be based on proved 
etiology. In spite of these criticisms, Tam 
very certain that thinking such as Dr. Ra 
will be a stimulus to research in gene 
physiology, and psychodynamics. The 
of his paper has been a stimulus to my 9 
thinking. 


III. DISCUSSION OF DR. SANDOR RADO’S ACADEMIC LECTURE 
GEORGE N. RAINES, M.D., Portsmoutu, Va. 


At no time has it been more important 
than it is now that psychiatry be recognized 
again as a medical specialty. There is great 
need for psychiatry to acknowledge its in- 
tegral dependence on physiology, pathology, 
and general medicine. Such an integration 
must be expressed not only in our practice, 
but in our attitudes, our philosophy, and our 
nomenclature. 

It is also appropriate that psychoanalysts 
pay particular attention to this need for medi- 
cal integration. Many have lost sight of the 
fact that Freud was primarily a physician in- 
terested in the physiological, chemical, and 
genetic approach to all disease, including 
those diseases that manifest themselves in 
disturbed behavior. In the first burst of 

© Cnthusiasm for newly discovered facts of 
Psychogenesis, and more than somewhat dis- 
couraged by the medical man’s clinging to 
the solid rock of demonstrable pathology, 
Psychoanalytic groups early encouraged a 
trend toward lay therapists. This effort to 
Jump over the gibraltar of medical attitude 
led us eventually to the brink of disaster, 
to a point at which mentally disturbed peo- 
ple can purchase “therapy” at the corner 
Store, unprotected from the charlatan, the 
quack, the opportunist. It is high time that 
Psychoanalysis found its way back to general 
hedicine—perhaps we should say, time that 
Psychoanalysis led the way back. 
here is adequate evidence that many psy- 
analysts are co d with doing j 
Lead fe concerne with doing just 
3 eadership in this movement must come 
at those psychoanalysts who work with 

tin Physicians in a hospital or clinic set- 
ie” ate Secluded couch of individual prac- 
Denis ny Provide the needed stimulus. 
=a tship will come from those who walk 
iy ena medical colleagues in the full 
ohana sharing and sharing alike in re- 
oan for the care of the emotionally 
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disturbed. Dr. Rado’s effort at a dynamic 
classification of disordered behavior is a 
worthwhile move toward finding the way 
back, 

The fact that Dr. Rado’s effort has fallen 
somewhat short of his target is no reflection 
on the effort or the author. In its 4-year at- 
tempt to revise the old psychiatric nomencla- 
ture, the committee on nomenclature of this 
association came head-long against the same 
inability to meet its mark. The present new 
nomenclature of The American Psychiatric 
Association follows, as does that of Dr, 
Rado, the general nomenclatural scheme of 
Adolf Meyer, utilizes the names originated 
by Kraepelin and Bleuler, and incorporates 
the dynamics developed by Freud and later 
analysts, wherever these are applicable. In 
this last phrase is the crux of our problem. 

As unpleasant as it may be, we must face 
the fact that the present body of substanti- 
ated data in psychiatry is quite limited. Be- 
yond these limits each psychiatrist must de- 
velop his own frame of reference, and his 
own landmarks, in the nautical sense. That 
is to say, each psychiatrist must develop his 
own operational matrix. This he does on the 
basis of his own life experience, including 
his developmental history with all its emo- 
tional conflicts, as well as those points of 
reference he has absorbed from his teachers 
and from his clinical experience. It is for 
this reason that in psychiatry, more than in 
any other medical specialty, there is no sub- 
stitute for clinical experience. 

Thus we find each new psychiatric classi- 
fication developing primarily out of its au- 
thor’s clinical background. Dr, Rado has had 
extensive experience with schizophrenia, It 
appears that he presents us a classification 
that basically is derived from observations on 
the schizophrenic person. I do not say this 
because he has concerned himself primarily 
with the schizotype today. This limitation was 
one imposed by the time element. Rather, I 
say this on the basis of having reviewed in 
detail his general plan of classification. The 
entire approach in this system has developed 
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on a foundation of experience with schizo- 
phrenias. 

Granted that schizophrenia is perhaps the 
biggest problem in psychiatry today, it is by 
no means the only problem. This, therefore, 
raises certain doubts about the entire scheme 
of classification, especially since it attempts 
to incorporate psychoanalytic dynamics, 
which were developed on clinical experience 
with psychoneuroses. 

As a clinician, I do not find any difficulty 
in accepting Dr. Rado’s clinical observations 
regarding the schizotype. I think Dr. Rado 
is to be complimented on reminding us that 
schizophrenia, more often than not, is a con- 
tinuing process. This is an observation which 
Adolf Meyer summed up by saying that 
schizophrenia may be a way of life. But 
while Meyer saw in the schizoid personality 
a frequent forerunner of the schizophrenic 
psychosis, he did not clearly indicate the in- 
between stage of neurotic symptomatology 
which Dr. Rado has put into its proper con- 
text. It is appropriate to remind ourselves, 
however, that specificity of etiology for the 
clinical syndromes we call schizophrenia has 
not been demonstrated. 

It seems unfair to be critical of this one 
small section of a broad point of view. Dr. 
Rado has presented, in 40 minutes, ideas 
which he has formulated in 10 years of clini- 
cal work, This is bound to produce some dis- 
tortion in the ideas as heard by the listener. 
He has utilized new words, which always 
makes understanding difficult. I am not at 
all sure that this is unwise, because many of 
the old words carry with them historical con- 
notations for all of us; these connotations 
themselves give rise to parataxic distortions 
in our diagnostic approach. I do object 
strongly to the substitution of such words as 
“self-reporting” for “conscious,” and “non- 
reporting” for “unconscious.” This seems to 
me to be an unnecessary complication, 

It should be underlined that Dr. Rado con- 
siders the characteristics of the schizotype 
on a sliding scale, and has presented to us 
only the most marked degree of schizo-adap- 
tation. The nuances must be remembered to 
make this approach maximally effective. 

With the matter of integrative pleasure 
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deficiency, this seems to be a constitution 
approach to the characteristic formal 


an innate defect. While we may suspect 
he is right, we must ask if this characteristi 
could be symptomatic. 

I can agree easily with Rado’s observatii 


emotions (fear and rage), and the re 
ing emotional imbalance. I also find agrei 
ment with the correctional steps which th 
schizotype attempts: the scarcity econom 
of pleasure, with clinging to any pleasurab 
experience, the compensatory dependence 
with all its accompanying hostilities, and th 
shift to unemotional thought. Regardless 
other considerations, from a clinical point g 
view, this is the way a schizophrene lives, 
Tt seems to me that we owe Dr. Radoa 
vote of thanks for focusing our attention 01 
the proprioceptive disorder in schizophren 
This is the attribute of the schizophr 
most often overlooked by the resident am 
the inexperienced in psychiatry. In the pres 
ence of this proprioceptive disorder, the paf 
rental, or surrogate-parental, task of n 
taining a satisfactory two-way relation: 
with the schizotype becomes almost im 
sible of accomplishment. We hear m 
about the schizophrenogenic mother in 
clinical conferences, but little about the 
who evokes traumatizing responses f 
his parents. Dr. Rado’s discussion of 
schizotype brings us back to a basic © 
sideration, namely, that man is not putt 
the hands of his environment, but from i 
time of his birth has much to say about w 
happens to him, and much responsibility 
it, the transactional point of view. W, 
Finally, I would like to pose 3 quest 
for consideration: (1) Can a classifica ; 
scheme derived from schizophrenia þe 
panded safely to general application go 
there data to support the dogmatic state! 
that the integrative pleasure deficiency E 
schizotype is innate and not Sp 
(3) And this is basic to the validity © 
classification: Are the characteristics F 
attributed to the schizotype exclusively 
ferentiating, or do they occur elsew 
disordered behavior ? F 
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EUGEN KAHN, M.D., Houston, Texas 


The psychiatrist, indeed every observing 
person, is familiar with a certain kind of 
people that I am going to describe briefly. 
They are characterized by an extreme metic- 
ulousness which, as it were, hits one’s eye at 
first sight. They always seem to have washed 
and shaved just a moment ago. There is not 
a speck of dust on their well kept clothes. 
This meticulousness is manifested in their 
appearance and permeates many or even all 
their activities, their work as well as their 
recreation and their hours of rest. Some of 
them can be considered as living clocks after 
whom one can set his own watch as day by 
day they turn around the same corner on the 
way to the job—and on the way home—at 
the very same minute. 

I am not now thinking of any actual pa- 
thology that may play a role in these meticu- 
lous people, but pass on with the statement 
that their punctiliousness is not only a strik- 
ing feature in their behavior, but a definite 
asset of their personalities and an asset for 
their environment. Yet once in awhile we may 
find them slightly annoying and possibly 
think that the very exactness with which they 
iora appears to be more important to 

em than the performance itself. 
iat may this meticulousness or punctili- 
i a or exactitude be and mean for these 
aes for us? Is this meticulousness or 
ee p: paners or exactitude just a more or 
RR streak in some People, or is it a 
ee y outspoken manifestation of some 
wake ng ofound and general principle? I 
ie ‘o anticipate that in my opinion the 
Ra E the case, and that the apparently 
eg aa behavior patterns of meticulous- 
Pe uouatiens or exactitude are but 
erly call ESSO of what one may prop- 

e sense of order which itself is in- 


trinsi : 
"nsically tied up with the principle of order. 


W ; 
the oe do we see if we look at any part of 


i: Ha wai that surrounds us and in 
aet ee We see that, for all we are 
Wivee peve matter is arranged in some 
physical er. Tdo not go here into the meta- 

question if there is any matter at all, 


but h 
take it for granted that for our purpose 


we can use the concept of matter without 
running into any logical mistakes. There is 
matter. There is stuff around us, as I have 
just said, arranged in certain ways. We see 
stones. We see hills. We see mountains— 
very hard and firm matter whose arrange- 
ment does not change at all while we look at 
it even if we do so for a considerable span of 
time. We may, of course, happen to be wit- 
nesses to a hurricane or to an earthquake 
which will very intensely disturb the physical 
arrangement of our surroundings, may cut 
big holes into or even shatter the very firmest 
and largest aggregation of matter, But mat- 
ter again falls into some arrangement, and 
for a span of time the new arrangement, 
whatever it may be, remains undisturbed. A 
little heap of steel filings falls into the perfect 
order of a magnetic field. If we follow the 
teachings of physics and of chemistry, and 
look behind the macroscopic order of matter, 
we learn that there are definite, very minute 
arrangements: atoms, molecules, chemical 
compounds, and what not, which have a cer- 
tain stability, and which, if for any cause this 
stability is altered, undergo changes in an 
orderly way, according to what is called natu- 
ral laws. There are the sun and the moon, 
the earth and other stars on their ordered 
way; but comets appear and cosmic catas- 
trophes occur, obviously and sometimes pro- 
foundly disturbing the existing order. 

Order is no less impressive when we turn 
to the organic, or more specifically to the 
biological aspect of our world, focussing our 
attention on the plants and animals. There 
is a definite, if exceedingly varied structure 
in all things living, from the simplest plant 
and animal on upwards. Furthermore in the 
development of structure and function of any 
living thing, plant or creature, a develop- 
mental sequence can be observed, that is, 
there are well recognizable patterns in their 
development. Under ever so many conditions 
such a developmental pattern can be inter- 
rupted for a while; in many instances the 
plant or animal then, as it were through an 
endeavor of its own, tends to come back to 
an orderly development. The patterning in 
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the embryonal and fetal development of ani- 
mals, including man, is a magnificient demon- 
stration of evolutional order. As regards 
developmental sequence and order, one has 
to think of the evolution of the species which 
has often been thrown out of order catas- 
trophically but made a comeback every time 
when new forms of flora and fauna appeared 
with new structural and functional and de- 
velopmental patterns fitting in somehow with 
the physical background that had been upset 
for a time by a cosmic upheaval and after- 
wards had come to a quite orderly, if novel, 
equilibrium, Equilibrium, in general, is order 
too. 

What has been said about plants and ani- 
mals at large and about species holds true for 
all the smaller and larger groups and classes 
between them; there are larger and smaller 
groups whose structure, development, and 
ways of life follow the same lines, are more 
or less of the same order—birds of one 
feather. It is obvious that facts like these 
have been instrumental in all scientific at- 
tempts at and establishments of classifications 
in botany and zoology and that they have 
helped to find and to buttress a number of 
the so-called natural laws. One might say 
that classifications are no doubt constructions 
of the human mind and add that the natural 

| laws founded on them might be only little 
more. It would be but a small step to the 
notion that the concept of order, which may 
be a bit vaguely conceived anyway, and order 
per se might also belong to that large body 
of human inventions. That our concepts are 
human conceptions or inventions cannot be 
argued; that does not imply, however, that 
facts on which concepts are based would not 
be facts, I am of the opinion that order— 
what we call order—was impressed on man 
from every direction, in every field of work 
or play. Day and night, the tides, and the 
seasons brought home the very fact of order 
and rhythm. Even if man would have tried 
wilfully to ignore order he could not possibly 
have done it for a long while. From being 
impressed with an ever and always present 
fact—the fact of order—to the formulation 
of a concept—the concept of order—was not 
a very long way presumably. But regardless 
of the formulation of the concept, order itself 
could never be forgotten or be overlooked by 
man for the simple reason that he needs, al- 


ways and everywhere, order. To say it very 
pointedly: without some sort and degree of 
order, man is not able to exist. The human 
need for order varies as to degree in human 
individuals and in human groups. Some in- 
dividuals have, for longer or shorter periods 
of time or throughout their lives, an éxag- 
gerated need for order—so have groups, 

Let me restate the problem. I conceive of 
the world in which we live and experience, 
and after a time die, as a unit, a very large 
and great unit indeed, in which a number of 
principles appear to be working. One of 
these principles is order, order not only in 
form or structure, but order also in moye- 
ment, development and change, i.e., order in 
space as well as in time. A simple example 
only is a railroad train leaving a certain 
place at a certain scheduled hour, and due to 
arrive and, if nothing adverse happens on its 
way, actually arriving according to schedule 
at another place at a certain time. If I want 
to go from the first to the second place with 
this train, I have to make arrangements at- 
cordingly ; I have to fall in with the schedule, 
with the timetable, with the order as deter- 
mined by the railroad company, unless Iam 
royalty and can commandeer a special train, 
compelling the railroad company to fall in 
with my royal order. The railroad company, 
though, making out the timetable has to con- 
sider the needs of its presumable clientele— 
it cannot, e.g., run trains for people gomg to 
work and coming home, say, at midnight. U2 
the basis of a large number and variety i 
factors, a timetable is established suiting . 
needs of an often very numerous, if divers 
fied, group of people. 7 

The abiqdity of order in human life pa 
followed, and as a matter of fact is A A 
followed, from a number of angles i 
any number of ways, some of which re 
mention. The historian trying to draw nis ‘ 
ture of a period of the past proceeds aie ae 
ically, and sooner or later comes ie pate 
preciation of certain threads of | re der 
development characterizing the perio ite 
consideration in its static and dyar a feld 
pects. The biologist, in whichever epena re 
he is working, always starts from ae elor 
concerning structure, function, ae he were 
ment of his objects, and will even * pee 
profoundly antagonistic against the Bi 
of order, always find manifestations 
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haviors according to patterns; there may be 
a multitude of patterns but they appear again 
and again. The sociologist, working, say, in 
the slums of a very big city, is bound to meet 
and trace all kinds of facts and factors which 
in the long run are explainable and even un- 
derstandable in pretty orderly fashion and in 
which and behind which definite patterns can 
be recognized. The physical anthropologist, 
whatever his attitude towards racial problems 
may be, finds all sorts of bodily qualities, 
some of them fairly measurable, and most of 
them representing definite patterns. The cul- 
tural anthropologist, working in primitive or 
in complex societies, may at the start be over- 
whelmed with the variety and multitude of 
mores, that is, behavior patterns; after a 
time he finds that such patterns occur in 
many groups and do not seem to run at ran- 
dom but to evolve in a more or less orderly 
fashion. Concerning the psychiatrist’s field 
of work, I will have to make some observa- 
tions later on. 

One may wonder whether I overestimate 
order and try to read order into things, into 
events, and into experiences that may not be 
so very orderly, but rather disorderly. One 
may especially think so if he takes a short 
glance at the present political scene on this 
continent and a few other continents. One 
might say that there is so much unrest, dis- 
Satisfaction, disillusionment, in some quarters 
even so much pessimism and hopelessness, 
that at least today, to make a pun, order does 
not seem to be the order of the day. Whatever 
ideas one may hold about political systems, is 
it not already clear that older systems have 
become somewhat shaky and disorderly, and 
1S it too bold to surmise that new systems are 
in the making with which man essays to es- 
tablish another order—tfor better or worse, 
We do not know? 
= far I have emphasized order, but I do 
it etal and do not overemphasize 
5 Sioa T have repeatedly mentioned and 

on ee the fact that any order—physical, 

ae a $ and social—can be interrupted, 
bat roken down by occurrences that 
ae isorder. I have remarked on hurri- 
eo dukes cosmic catastrophes, in- 
in Ra in the biological development of 
ave alld Creatures and of the species; I 

led to world-wide unrest. There is, 


as a matter of course, disorder everywhere 
and at all times as well as order. I will go so 
far as to claim that there would not be any 
order without disorder, and there would 
certainly not be the human need for order 
if it were not continually kept awake by 
actual disorder and by our very experience 
of disorder. Moreover, any event may be ex- 
perienced as orderly by an individual or even 
by a group that another individual or another 
group may experience as definitely disturb- 
ing his or their order. This is so obviously 
true in the sphere of politics—national and 
international—that many of us can scarcely 
believe it. In other words one man’s meat is 
another man’s poison; one man’s order may 
be and often is another man’s disorder. There 
are quantitative as well as qualitative differ- 
ences in the appreciation of order and dis- 
order respectively, by individuals and by 
groups. If this were not the case, all of us 

might be “living clocks” and nobody would 

find those whom we consider as “living 

clocks” in any way conspicuous or peculiar. 

Or all of us might be equally neglectful of 

ourselves and our physical and social sur- 

roundings and nobody would care. But some 

always do. I would venture the guess that a 

spider, if he were capable of the necessary 

mental acrobatics, would proudly enjoy his 

cobweb as the peak of order and deem the 

bee and the butterfly and their ways of life 

terribly disorderly, whereas these two would 

be likely to consider a cobweb a disorderly 

mess especially when finding themselves 

caught in it. 

Order and disorder exist and can be seen 
anywhere. Human beings in general are able 
to experience order as well as disorder. Let 
us presume that a person, an entirely “nor- 
mal” person, is living in a certain situation. 
Mr. X, a 35-year-old professional man, is 
happily married, father of two healthy chil- 
dren. He owns a home, has a permanent posi- 
tion with a satisfactory income, and is doing 
what he feels and his superiors consider to 
be a good job. Everything is going fine. 
There are no flies in the ointment and no 
black clouds in the sky. Everything is in 
order. Work and income, education of the 
children, family life, recreation, and rest are 
sensibly organized. Everything in this little 
family is in order. They live in harmony with 
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parents, in-laws, and other relatives. Such 
situations, surprising as it may be, really ex- 
ist. One may ask how long? Mr. X may get 
sick. So may his wife. One of the kids may 
have an accident. A relative may die. Un- 
expected expense may have to be met. An 
insurance policy may have to be increased. 
A new co-worker, perhaps a superior, in the 
organization may be unpleasant and give Mr. 
X a hard time. Such examples can easily be 
multiplied ; they all mean fundamentally the 
same. Some disorder is being brought into a 
so far well-ordered situation. Let us assume 
that Mr. X and his wife master the difficulty 
—indeed master a number of difficulties as 
many people have to do and do. Other diffi- 
culties may crop up again and again, disturb- 
ing the ship-shape order they had been enjoy- 
ing before. What has happened, and what 
does this mean? Mr. X had been fortunate in 
his personal and social life thanks to the fact 
that it was so well ordered and his family 
for quite a time were enabled to enjoy a 
high degree of security. Then disturbance, 
disorder, comes along. Their security is dis- 
turbed for a longer or shorter time, is dis- 
turbed again and again and may even be, if 
things develop very badly, definitely shat- 
tered. Order means security. Disorder—any 
kind of disorder—threatens the security, 
threatens the very sense of security of the 
individual or of the group concerned. The 
group may be a family. The group may be 
a nation. The group may be a race. Threat 
to security implicitly arouses fear or anxiety 
which in its turn may lead to all kinds of dis- 
equilibrium or disorder. 

The picture of the X family may appear 
to be idealized. We have, of course, to add 
that a man in our culture or in any other 
culture for that matter, is not likely to 
reach the age of 35 years without ever hav- 
ing experienced some insecurity, some threat 
or actual disturbance of his order, Nor would 
that be desirable, if I am right in my con- 
tention that disorder is fundamentally re- 
sponsible for the human need for order. It 
is a necessity in the development of the 
human being to live through all manner of 
disorder and order, finding himself more or 
less unbalanced once in a while, coming back 
to his feet, working and enjoying himself but 
laboring and once in a while suffering too. 

In a few previous remarks I have alluded 
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to order in the development of the indiv 
Some elaboration I think is in place 
One is accumulating a host of kni 
since a goodly number of years con 
the development of the child. Under 
mal” conditions the healthy child of h 
parents develops almost according t 
ule. Movements, responses to the em 
ment, language, emotions, intelligen 
so on, evolve at certain times and thi 
opment proceeds in a most remarkable 
A multitude of even minute distu 
however—disturbances from within 
out—may for a longer or shorter while, 
terrupt the orderly development of the in 
and may, in not so few instances, 1 
him and his further development de 
traces with far reaching consequenc 
his ultimate development and as to 
adjustment in and with his group. T! 
such undesirable disturbing influences can 
kept away from the child, the less likely it 
that his early and later development be 
riously or dangerously handicapped. 
earlier many of such disturbances and 
effect on the child are observed, and 
earlier something is done about them, 
greater is the child’s chance fairly smo 
to slip back into his orderly development 
to overcome the effects of the disturbam 
No child, however, could or shoul 
pampered too much. No child shoul 
times be wrapped in cotton. No child sh 
or could at all times and in all stages 
development be anxiously kept away i 
contact with the “hostile” environment 
bump on the head may act as a good stimu 
in a healthy child; but I would, of cour: 
advise nobody to hit a child on the h 
life is on the whole rather a serious bt 
comprising order and disorder, wê 
remain aware of the desirability and 1 
sity for the child to get to know his 
it is for him and not only as he and we 
be tempted to make it appear to him. f 
child’s world order plays a considerable 
as Lawrence K. Frank put it: “Chil 
love order, regularity, repetition of th 
pattern endlessly, and they need consi 
adult guidance and help in learning these 
terns of what is essential to their ad 
and social living.” In the developing 
shaping of patterns and habits—habits, 
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dentally, have been defined as “regulated 
ways of life” (W. I. Thomas )—the emotional 
situation of the home is of utmost impor- 
tance. The child perceives the world through 
the emotional atmosphere of his home. Chil- 
dren of happily mated parents have a better 
chance to grow up in order than the offspring 
of an unhappily married couple. Even if the 
child does not see that his parents do not get 
along well with one another, and if he does 
not hear them quarreling, he feels what the 
lay of the land is. He may during the earliest 
period of his life become disturbed in his 
order, he will in his way experience the threat 
to his security stemming from the emotional 
instability of his immediate surroundings. 
Trouble with food intake and digestion, with 
sleep and play and many other things can de- 
velop on such a basis. Some of these mani- 
festations, tied up with anxiety, may become 
deeply rooted and develop into permanent 
habits and attitudes chronically handicapping 
the development of the individual. There are 
quite a few people who were so badly frus- 
trated in their need for order and security 
very early in life that they become and re- 
main unable socially to adjust in a manner 
Satisfactory to themselves and to their en- 
vironment, Adjustment, whatever else it may 
signify, means in our connection falling in 
with the order of the environment. Malad- 
jJustment in our connection means unpre- 
paredness, unwillingness or inability to fall 
in with the order of the environment what- 
ever the special manifestations of maladjust- 
ment may be and whatever the special aspects 
of the social order may be concerning which 
the individual’s attitude becomes conspicuous. 
People do not come to the doctor for ad- 
vice with statements like, “I experience a 
2% of security,” or “I think that my need 
a order is not satisfied.” What we are 
i with as physicians, particularly as psy- 
3 latrists, are people with any sort and num- 
s. of complaints, with an immense variety 
: clinical pictures,” with all manner of 
ast of ideas, with anxiety in con- 
Ñ ae unconcealed form of which often 
5 ee the patients are not aware at all, and 
Eia sources, in most instances, they are 
e a ignorant. Examining them, getting 
EN z of their lives, analyzing their re- 
their situations, one scarcely ever 


fails to find that sometime and somewhere, 
maybe repeatedly, their need for security, 
their sense and need for order, had been 
badly disturbed. One finds that wishes and 
ambitions, mostly per se quite legitimate 
ones, had been frustrated ; that instead of be- 
ing allowed naturally and freely, if orderly, 
to develop towards enjoyment and work and 
service in their group, they have been un- 
fortunately, if unintentionally, trained not to 
trust themselves and to regard the world as 
a poor, shady, and shaky place to live in. Ac- 
cording to their light, or lack of light, they 
have learned just to duck under and crumble, 
or they have acquired a protesting, rebelling, 
and fighting attitude, being unable or disin- 
clined to make compromises which are neces- 

sary in ordinary and ordered group life. 

Some of these rebels become theoretical or 

practical protagonists in any conceivable 

kind of revolutionary—or pseudorevolution- 

ary—movement, chronic disturbers of the 

existing order of the group. A few are 

highly successful at the revolutionary game. 

That they ever become happy one will doubt 

as much as their mostly overloud claim of 

being the warmest friends of their fellow- 

men. It is in fact their personal prestige and 

power in which they are foremost, if not ex- 

clusively, interested. Whatever aim they may 

obtain, the feeling and enjoyment of security 

appears to be denied to them. 

In our work we are dealing with any num- 
ber of people who have neither the ability, 
e.g, certain feebleminded, nor the chance, 
e.g., some juvenile delinquents, to enjoy a de- 
velopment of their personalities in the group 
appropriate to their personal need for order 
and appropriate to the group’s need for order. 
Not all disorders of personality, minor and 
major ones, are due only to psychological and 
social factors ; indeed bodily factors are very 
often found to play some role. There are 
morphological deficiencies and diseases of 
the central nervous system that are bound to 
disturb the orderly development of the in- 
dividual even under most favorable social 
circumstances. So do certain so-called men- 
tal diseases of whose nature and etiology we 
do not know much as yet. So do, in their 
ways, a broken leg or an appendicitis or a 
pneumonia. Wherever the supposedly lead- 
ing factors may be sought or found, regard- 
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less of whether in a given case we have to 
give a certain emphasis to bodily or psycho- 
logical or social factors, we look at and ap- 
preciate always the whole person in his spe- 
cial and specific situation, and only in doing 
this can we come to an intelligent and fair 
appreciation of the real meaning of this per- 
son’s disorder and possibly of the conditions 
under which his order became disturbed. 

In psychiatry many of us have accustomed 
ourselves during recent years to talk of per- 
sonality disorders instead of using terms like 
psychoses, psychoneuroses, or neuroses. I 
think that this development, which might at 
first sight be regarded as a terminological 
whim, has a definite significance. It empha- 
sizes that it is always the person with whom 
we have to deal, and it implies that there is 
some disorder in or with the person about 
which something has to be done and in most 
instances can be done, We no longer allow 
ourselves to be overly impressed with Greek 
hundred-dollar words of our own or other 
people's coinage. These personality disorders 
can rest on any combination of dynamic fac- 
tors; I understand by dynamic factors any- 
thing within and without the person that is 
working on him physically or psychologically 
or socially, 

The person is possessed of some sort of 
inner organization according to his original 
endowment and according to all factors that 
have been working upon him from within and 
without. His organization from the very be- 
ginning, as already indicated, is toa great ex- 
tent influenced or modified by the cultural 
and social attitudes of his group, attitudes of 
which for him, his parents or his whole 
family are naturally the first representatives. 
In this connection one may consider what 
e.g. language means for the whole develop- 
ment of the human being. That the individ- 
ual as an organism. is immediately able to 
make noises, and comes to use such noises in 
one way or another, does not primarily de- 
pend on influences from the outside ; many 
animals are possessed of this aptitude, but 
animals never learn to speak, It is the hu- 
man-cultural-social medium in and from 
which the growing child learns to speak. 
Languagė is a social-cultural aspect of the 
personality in which or with which many 
disturbances from within and without can 
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find a variety of expressions. Examples: 
there are people whose vocabulary and gram- 
mar will always be poor. These are people 
who never are able to express themselves 
easily in the presence of a group. There are 
stutterers and stammerers. There are people 
who get hoarse or even mute if they are under 
certain strains or in certain situations, With 
all our assumptions of the intrapersonal as- 
sets and liabilities of the individual, we can 
never fail to see that his assets and liabilities 
play under the influence of his environment, 
and we should never forget to realize how 
immensely complex this environment is. Not 
equally complex of course for all people even 
if they happen to be in apparently the same 
situation. Order for one person may mean 
disorder for another person. A singer, Ega 
may be fully at ease, when he is faced with a 
large audience ; in apparently the same situa- 
tion another person called upon to sing a few 
bars may get into a panic. Di 
The orderly development of the individual, 
exposed to any number of disturbances 
everywhere and at all times, undergoes in the 
lives of individuals critical periods of dis- 
order in which any degree of disorder is apt 
to arise, as it were, only or predominantly on 
physiological grounds. There is the adoles- 
cent. Even if an adolescent person develops 
rather straight through this critical period 
as a person he undergoes considerable 
change; the boy’s voice breaks, he grows @ 
beard, there are pointed changes in his psi 
chosexuality. The girl begins to menstruate; 
she becomes a young woman. Boy and E 
not only change within, but on the ground or 
these inner changes their whole an ae 
dergoes a profound alteration. These tac 
in a number of societies have led to a variety 
of initiation rites through which youth i 
officially terminated and admission er a 
adult group celebrated. Incidentally, ‘oil 
tertwining of physiological, persona’, Si 
tural, and social factors of such rites 18 


i Iture we see little, 
mensely telling. In our cu ut rather 


ch the 


ple to adjust themselves during this perioe 
and on the other side many of thei i 
find it painful to see “the kids grow 
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us not forget that “normally” during 
time children begin to develop their in- 
endence of their parents, and troubles 
conflicts come along galore. One is rather 
isfied to see that adolescents kick up their 
is a bit, give visible expressions to the 
oil, i.e., disorder, through which they go. 
the other side one grows uneasy when 
e of them take these changes, as it were, 
g down without any revolt towards the 
ironment. If there must be rebellion in 
‘individual’s life, the group for its own 
er and security likes it best or dislikes it 
t to occur during adolescence, expecting 
good reasons that most of the youngsters 
“settle down” soon. One well-known 
rder rather characteristic of the adoles- 
ent period has been called Weltschmerz in 
man; this can be translated “world de- 
” or “cosmic despair.” A weird sort of 
eral dissatisfaction, gloom, and hopeless- 
s takes hold of the young person. He or 
feels sure that he or she is no good at 
and will never be able to make the grade. 
or she may fall in love, which is some- 
unrequited, and about which he or she 
ws not what to do. Such disturbances 
y last for a while; fortunately many 
ingsters overcome them practically on 
t Own power. But a few get caught in it, 
k down, and even may commit suicide. 
Ih another physiological setting, namely, 
‘climacteric, gloominess may take hold of 
individual for a considerable span of 
€ too. During this period of life we see 
a tural influences most impressively at work. 
ste are always some friendly neighbors 
MAO would tell a woman that she is up against 
ard time and that some women become 
ne” during the change of life. During 
a of life which is marshalled very 
st e vast majority of women, very un- 
a e influences—prejudice, ignorance, 
a em the outside are once in a 
ality ae S factors bringing about per- 
SOR A when a person per se might 
a oh e to go through this period 
t y appreciable disturbance. Not 
| Physiological change, of course, need 
2 ve or does bring about a person- 
h, cee we can consider it a fact, 
: Paas personality disorders during 
se, besides personal liabilities, 
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the experience of cultural factors plays a 
role. , 

Analogous remarks can be made concern- 
ing the process of aging. That we do not get 
more vigorous and that in general our mem- 
ory and other mental capacities do not grow ` 
more powerful as we grow older is a matter 
of fact. Yet ever so many people are able to 
grow old in dignity although some of their 
capacities more or less slowly fail. This is 
not the case in persons who have hypochon- 
driacal leanings and who are observing the de- 
velopment of their alleged or actual arterio- 
sclerosis with a queer curiosity, say, from age 
40 on. They are due for all manner of dis- 
orders. They estrange themselves from the 
group in an often almost violent manner and 
afterwards resent very highly that, as they 
see it, the group has “dropped” them. 

And ultimately death gets us all. Death 
and fear of death and death wishes have 
been much discussed during recent years. No 
doubt many people are afraid of death most 
of the time, and there is probably nobody 
who would not experience some fear of death 
once in a while. Death after all is the end of 
the person’s existence and means dissolution. 
Tt is noticeable, though, that ever so many 
people when they really come to die seem to 
take it reasonably and seem to die rather 
quietly. We might say that they leave an 
order in which they had been existing for 
some time—that they go as individuals into 
disintegration, i.e., disorder, but that their 
personal dissolution leads, in the physical 
and biological sense, to new orders—energy 
and matter, as the physicists tell us, never get 
lost and will again and again become organ- 
ized in other patterns. | 

Some of the so-called major disorders of 
personality, the acute and chronic ones, the 
benign and malignant ones, deserve mention 
in this discussion. In patients suffering of 
such major personality disorders the inter- 
play of inner and outer factors upsetting 
their order is mostly very obvious. Any such 
major disorder brings about a more or less 
outspoken disorganization of the individual ; 
the disorganization within by necessity leads 
to a conflict with the order without. Some pa- 
tients withdraw from their actual situation 
and build up a world of their own, a new per- 
sonal order, if you want to say so, Some go 
so far as to work out their own system of 
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ideas, delusions they are sometimes called, 
which not too rarely remind one of philo- 
sophical, political, and religious systems as 
they culturally develop in small and large 
groups. A few of our patients find a sort of 
peace in their new order—as groups might 
find comfort and security in political and re- 
ligious systems. Some patients from the very 
beginning of a serious personality disorder 
come to clashes with their environment which 
they feel is hostile towards them and which 
unfortunately in not a few instances actually 
grows hostile in response to the patients’ ag- 
gressive behavior. The consequences as to 
the person’s place in his group are easily un- 
derstood. It is a great progress in our field 
that our psychiatric institutions make every 
effort to do everything possible as regards the 
socialization or resocialization of such people. 
This means definite endeavors to help the 
sick to find their way back to the social order 
in which they formerly had lived a more or 
less well-adjusted life—a life that in at least 
some ways had dovetailed with the order of 
their group. 

Not only people with personality disorders 
but people with all kinds of bodily ailments 
and illnesses on account of transitory or 
chronic disability lose their place in the group 
—fall out of the group’s order. It is encour- 
aging to see that our medical profession is 
aware of this and that the treatment of the 
person in his and according to his situation 
makes headway in every field of medicine. 
It is recognized that it does not suffice to 
take out an appendix and send the patient on 
his way, but that it is better to prepare the 
patient in a sensible way for the operation 
and for the convalescence and to stand by 
when he goes back to his home and his job. 
Disease always means disorder. Many peo- 
ple can take it and fight their way through 
well; some are caught at times not so much 
in the disease itself as during the period of 
convalescence; they become afraid of the 
day when they will have to shoulder all their 
responsibilities again and when the excuse of 
being sick, which once in a while has its great 
advantages, will be taken away from them. 
May it be said once more that social factors 
of all kinds are always of some and often of 
great import in these situations. The indi- 
vidual is always unique and his situation is 
unique also, even if he is well organized and 
well adjusted in his group. In most instances 


an individual’s disease entails disorder not 
only for him but for his family and possibly 
for a larger social group. The movement to 
spread health insurance indicates the increas- 
ing realization that disease—disorder— 
threatens security. This is not a novel idea, 
Health insurance is a cultural pattern appear- 
ing and being developed in the setting of in- 
dustrial and technical evolution of society, 
We turn once more to patterns in the indi- 
vidual’s life. Behavior patterns or habits 
commence to be formed in organisms that 
are not yet fully organized. If they develop 
favorably, they fall in step with the individ- 
ual’s biological development which is some- 
what ordered and in which well-observable 
rhythms occur—rhythms make for order, 
too. The heartbeat is a rhythm which 
throughout life definitely tends to run om, 
being clearly influenced and changed by fac- 
tors from within and without. Other rhythms 
are observable in eating and digesting, drink- 
ing and voiding, movement and repose. tis 
understood that training—early training—s 
of paramount importance to bring these an 
other rhythms in line with the behavior pat- 
terns of the group at large. This connects 
with the child’s need for orientation in time 
and space, with his need for order. iar 
always have to ask innumerable question 
clearly showing how eager they are to fini 
their bearings. The often discussed eet 
curiosity of children is one aspect of big al 
tempt to orient themselves—children ioe 
got to know whence they came and wie 
they are going. Do no adults have co! 
sponding curiosities? i 7 
a en rhythms one will realize that 
the rhythms within and the rhythms T 
do not always perfectly conform cal 
themselves or with one another, rep i 
Various rhythms can, so to speak, be ae 
purposes. The relationships and a in 
tionships of rhythms may be distur 7 
the personal and social equilibrium ar ee 
person be threatened. Under norm é 
cumstances, the human individual is This 
keep up a certain balance well ries and 
balance in some people is utterly a within 
it needs only very slight jarring fro der pret 
or without to upset it. Then disia a 
vails from which the individual in o some 
ways makes an attempt to come 2an 
n or order. The lesser the ima 
was and the less it had altered the ! 
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ual’s place and relationships in his group, the 
more likely is he pretty soon to find his equi- 
librium again. There is a certain hierarchy 
of interpersonal relationships in the group 
(parents, siblings, relatives, class, caste, sex, 
age, and so on), somewhat varying in dif- 
ferent cultures. The more serious the indi- 
yidual’s inner order was disrupted and the 
more intensely his relationships in the group 
were broken, the more help does he need 
for the sake of his re-establishment in the 
social situation. The destruction of inner and 
outer order can be or become so great that a 
full re-establishment is impossible. But in a 
goodly number of apparently extremely se- 
vere instances, one is able to offer help; in 
Some patients one can elicit a spark of con- 
"fidence from which they will derive the feel- 
ing that at least they are not outcasts but do 
and are considered to belong to the group 
although they are not in a position to func- 
tion and perform to the degree in which 
more fortunate group members function and 
d perform. There are patients, who after losing 
ground in the community at large, find a little 
tiche in an institution where, albeit not lead- 
ing “the full life,” they are at least enabled 
to enjoy quietude and more than a modest 
degree of contentedness. I would say that a 
number of such people when they have at- 
tained a reasonable amount of intrainstitu- 
jHonal adjustment will be happier in remain- 
og the institution because their return to 
“Meir community is likely to jeopardize the 
| Telative balance they have BET to throw 
Be a new turmoil, to endanger them- 
i ON also the order of the community. 
Bice’, cases patients who had lost their 
in © in one way or another are capable of 
Ein e during their stay in an in- 
A har a degree which allows them to re- 
pied Ae da to fit themselves into its 

Of their lives s to come, or even for the rest 
aa aad disorder are a jealous couple, 

in the in aan as it were, for supremacy 
almost by tects and in groups. There is, 
in life chan A ion, no static order possible 
order of G i natural and necessary. The 
ay or Bi erday may be the disorder of 
up Gian What one person or one 

er by ano a order may be adjudged dis- 
group, There er individual or by another 
are not a few apparent para- 


doxes. Revolutions seem to be disorder— 
some, however, proceed methodically and 
orderly. Revolutionaries are not exclusively 
people “without order”; Robespierre, e.g., 
was a “living clock,” an outstanding perfec- 
tionist and pedant, who attempted to rule and 
thoroughly to regulate every aspect of the life 
of the individual and the state. Disease, we 
said, means always disorder ; yet some disease 
processes proceed in an unbreakably orderly 
fashion. There is a varying degree of order 
in disintegration once in a while. Crime, al- 
though considered a social disorder, is often 
well organized ; one reads of criminal organi- 
zations which are or were as well organized 
as big business or a government department. 

We see often that individuals and groups 
suffer from a lack of order, We see also that 
exaggerated order can cramp a person and a 
group. Too great order leads in individuals 
to formalism, to mannerisms, to rigidity—to 
order for order’s sake, an order ultimately 
meaningless in the living relationship be- 
tween individual and group. Too much order 
in society—in tribes or nations—leads to 
rules and regulations on end, to regimenta- 
tion of all activities, to overritualizations to 
the effect that the ritual is being worshipped 
per se regardless of what its original meaning 
may have been. 

In persons and groups such rigidity or 
overritualization may bring about a break— 
once in a while a chaotic break from which 
individual and group may be unable to extri- 
cate themselves. Chaos is complete disorder 
in which individuals and groups perish. But 
once in a while something is saved even from 
chaos—new life with new order may origi- 
nate from an ash heap as well as from a few 
bewildered survivors of a group that had 
perished in a cataclysm. Our own earth, 
after many a catastrophe, was again and 
again the soil of new life, of new organisms 
and species, and of new orders in the life of 


man. 

Realizing all this, we may find comfort 
and a certain hazy feeling of security so that 
without misgivings and discouragement we 
can stick to our immediate task, that is, to 
try to help those who are unable to gain 
their share of a feeling of security that would 
enable them successfully to fight their way 
through the Scylla and Charybdis of order 


and disorder. 


THE IMPLICATIONS OF THE PSYCHOGENETIC HYPOTHE 
FOR MENTAL HYGIENE: 


PAUL V. LEMKAU, M.D., BENJAMIN PASAMANICK, M.D., ann MARCIA COOPER, | 
BALTIMORE, Mp.? 


_ The responsibility of medicine and its allied 
sciences for the cultural life of the peoples of 
the world has been enlarging for centuries. 
Doctors seem always to have had access to 
the personal facts of their patients lives and 
to have had advice-giving and comforting 
functions granted them ; this is most apparent 
in the almost legendary figure of the old- 
fashioned general practitioner so prevalent in 
our present-day culture in this country. The 
calm expectancy with which parents look to- 
ward the immunization of their children rep- 
resents quite a new pattern that is culture- 
wide in its penetration. The recent struggles 
over whether or not water supplies shall be 
fluorinated haye indicated that the recom- 
mendations of medical scientists can and do 
override objections based, rightly or 
wrongly, on religious grounds or grounds of 
_ political freedom of the individual to do 
what he wishes with his own body. For the 
mass of the population, medicine is given the 
power and the responsibility of invading the 
body with chemicals and robbing it of blood 
for tests, of knowing the secrets of the his- 
tory of that body and of arranging a suitable 
future for it, In these areas and many 
others, medicine has initiated widespread 
and quite fundamental cultural changes and 
must bear some responsibility for these 
changes. YAAN 

The psychiatrist, as a medical specialist, 
has had tremendous cultural impact as well. 
Although we may deplore what is considered 
a low level of public education about our 
area of medicine, it cannot be denied that 
there has been tremendous advance. Though 
its thinking may be confused, there is a large 
segment of the population that recognizes that 
psychiatrists have a place in criminology. 
Particularly in juvenile delinquency, the pub- 
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lic grants that there must be a factor 
normal function ‘of human behavi 
straints that requires medical atte 
well as discipline and retribution. 
much importance one may wish t 
the changes in housing and the mol 
the population, the fact remains thai 
culture, attitudes toward psychiatric ho 
have changed so that families are a 
bring themselves to hospitalize these | 
iorally sick members. Granting all oth 
tors contributing to the increasing 
ness to hospitalize, it can hardly b 
that the public has changed its attitu 
degree and that psychiatrists bear a co 
able responsibility in having foste 
basic cultural attitude that is effective 


Psychiatry is that specialty of 
that seeks to understand and cure su 
diseases as it can, and to be responsi 
the continued care of those patients 
not be cured with methods now availab 
psychiatrist deals with people who 
plaining or who are complained abou! 
tal hygiene is that branch of science # 
tempts to use the understanding of ti 
chiatrist, the pediatrician, the psychi 
the anthropologist, the educator, the 
health worker, and others in devisini 
to promote the healthy growth of 
sonality, either through removing 
to that growth or through improving t 
ation in which it takes place. 
usually taken for granted that the lat 
some effect in preventing later bri 
into disease, this is not a sine qua no 
theory of mental hygiene. 

Perhaps an analogy will make the 
more clear. The psychiatrist, were 
with corn, would be concerned abou 
get rid of the corn borer in the eat 
the damage already done. The m 
enist would be at work trying to ™ 
vironment of borers and to find @ y 
get the corn to grow so that the bore 
not enter the ear. To do so, he migi 
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eradicate the borer or he might try to find a 
way to grow the corn so othat it would be 
mature before the borer was around. He 
might try to influence the corn so that it 
would not be appetizing to the borer. Or he 
might try to prevent any injury or disease to 
the growing corn that would make it more 
susceptible to infection. It is a deceptively 
simple analogy, but it will perhaps make the 
thinking clear. 

Mental hygiene is primarily concerned with 
healthful emotional living and the prevention 
of psychiatric illness rather than with the 
therapy of persons already ill. It has 2 main 
ayenues of work. The first has to do with the 
prevention of those psychiatric illnesses sec- 
ondary to damage of the central nervous 
system. The only numerically important men- 
tal illness statistically proven to be prevent- 
able is paresis, in which the primary etiology 
is infection. It is mental hygiene to cure 
syphilis early, to prevent and to cure menin- 
gococcus meningitis, to prevent developmen- 
tal anomalies, including mental deficiency, 
by protecting pregnant women from German 
measles, Such mental hygiene presents few 
theoretical problems for public health admin- 
istrators or physicians. Not all the problems 
are solved, but the methodology is reasonably 
clear and the research problems are at least 
familiar. 

_The second avenue of work in mental hy- 
giene deals with the hypothesis of psychologic 
determinism and of its psychiatric derivative, 
Psychogenesis. Psychologic determinism in 
Simplest statement means that the emotional 
and intellectual experiences through which an 
individual passes in the course of his develop- 
ment from the zygote to corpse make a dif- 
ference in his mental functioning. There is 
no doubt of the truth of this concept in gen- 
= arenon agrees that a person is dif- 
a a aber he learns things in school classes 
is, the school of life. In man the process 
ate complicated and deals with so many 

ifn of learning that it frequently requires 
the z a complicated experiments to show 
CTAR of particular types of teaching in 
os a Settings. Frequently the material 
a cree as a theoretical discussion 
i influential my to exclude too many obviously 
Pieken actors. The data from animal ex- 

on are much clearer and are ob- 
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viously conclusive as to the relation between 
learning and future action. The data from 
conditioned reflex experiments go beyond 
simple learning of action patterns and indi- 
cate that patterns, interpreted as emotional, 
may be set up that persist as a part of that 
animal’s attitude to life thereafter. 

In psychiatry, this concept has been elab- 
orated into the hypothesis that certain men- 
tal illnesses are caused wholly by experiences 
that have taken place earlier in the life of 
the individual concerned. This hypothesis is 
usually called upon to explain the occurrence 
of the neuroses and, by some, of certain psy- 
chotic types of illness. A special application 
of this is that mental illnesses may be pre- 
cipitated by either external or internal stres- 
ses playing upon the person. 

These concepts are widely accepted and 
highly regarded in the United States, but 
there are schools of psychiatry, to which 
many of our European and Asiatic colleagues 
belong, that do not accept them as proved and 
tend to deride their scientific value as a work- 
ing hypothesis. This nonacceptance, among 
other things, should act as a goad to continu- 
ous research so that the hypothesis involved 
may be brought continuously closer to the 
realm of proved generalities among the laws 
of science. 

Unlike the avenue of the prevention of or- 
ganic disorders, where methods are clear and 
research problems relatively familiar, in the 
area of psychogenesis, methodology is not 
clear and theoretic problems are legion, 
There is no such statistically reliable correla- 
tion between neurosis, for example, and some 
syndrome of childhood experiences as there 
is between syphilis and the paresis that some- 
times follows it, the paresis never existing 
without the pre-existing syphilis. Most of us 
are more convinced of the psychogenic basis 
for the neuroses. Talking about the problem 
of the “bridge” between prior experience and 
mental illness with Dr. John Whitehorn it 
was said the “bridge” seemed much easier to 
cross in the case of the neuroses, but that for 
schizophrenia it seemed an almost insur- 
mountable problem. He made, in his calm but 
sometimes devastating way, the simple re- 
mark that perhaps it only seemed easier—that 
didn’t mean that it really was. Nevertheless, 
psychiatrists in acknowledging the validity of 
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the psychogenic hypothesis actept the con- 
cept that there is a “bridge” of causation be- 
tween early experience and later illness or 
other behavior disorder. This does not, of 
course, mean that we must also accept any 
particular theory of dynamic mechanism, or 
even any of the suspiciously direct concepts 
of personality type such as the oral and anal 
types, or the postulated relationship be- 
tween paranoid states and homosexuality, 
latent or expressed. It is not necessary to 
concern ourselves with dynamics according 
to Freud, Jung, Adler, Meyer, or any other 
system. All that is needed is to accept as 
valid the simple statement that life experi- 
ence not directly affecting the structure of 
the organism can influence later behavior 
and, in extreme cases, lead to symptoms 
identifiable as psychiatric illness of one sort 
or another. 

Unless this concept is a true one, there is 
no basis for the prevention of the mental ill- 
ness now thought to be partially or wholly 
psychogenic, and no basis for the hope that 
mental health can be promoted other than 
through protection against hereditary defect 
or organic injury. Unless it has validity, 
there is hardly a foundation for research in 
psychiatry other than in the basic sciences. If, 
however, the hypothesis of psychogenesis is 
true, then there logically follow responsibili- 
ties for preventive efforts that the psychi- 
atrist cannot escape. These include responsi- 
bility for doing whatever is possible to inter- 
fere with the damaging action of experiences 
during development, either by prevention of 
the circumstances that lead to the experi- 
ence, or by changing the impact of the experi- 
ence on the personality so that it shall not be 
damaged. Not all psychiatrists accept this 
type of responsibility as a logical result of 
their beliefs. Some tend to escape the re- 
sponsibility by arguing that all mental ill- 
nesses and behavior disorders are of multiple 
origin and that alteration of any one or a 
few factors will make little or no difference 
on the whole. This is as logical as not repair- 
ing a thread in the warp on a loom since there 
are so many others to support it, or, in the 
case of a surgeon, cutting blood vessels in a 
wanton manner because a collateral circula- 
tion exists. Others tend to avoid the responsi- 
bility implied by arguing that many experi- 

ences are dictated by inner forces and by 
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fundamental instincts that cannot be altered, 
Much of this type of thinking is at variance 
with modern learning theory in animal and 
human psychology. 

The stand taken here is that healthy per- 
sonality development can be promoted, that 
the psychogenic mental illnesses are prevent- 
able, and that one day we shall be able to 
demonstrate this to be true by unassailable 
statistical data. 

A thorough review of his writings reveals 
that Adolf Meyer did not take such a stand 
(1). Mental hygiene as he conceived it ap- 
pears to have consisted of the diagnosing of 
weaknesses in the personality of an individual 
and then arranging his environment and, so 
far as possible, adjusting his conflicts so that 
he would not develop overt symptomatology. 
This conclusion was something of a surprise, 
for we had previously been certain that our 
position closely paralleled his. It is possible 
that this was the case but that his thinking in 
his later years had progressed beyond his 
published papers on mental hygiene, the last 
of which appeared in Child Study, 3 yeats 
before his retirement and 12 years before his 
death. 

Freud appears to have given little if any at- 
tention to the application of his work for pre- 
vention. In Fodor and Gaynor’s Dictionary 
(2) there is no reference to mental hygiene 
or prophylaxis, nor have I been able to fin 
other references to this field in his writings. 

In his recent Cooper Union address, “The 
Contribution of Freud to Mental Health, 
Hart(3) points out the many suggestions this 
leader made in psychopathology and in treat- 
ment, but there is very little on how the pre- 
sumably inevitable stages of sexuality and the 
succession of sites of libidinous ee 
should be handled in order to avoid the 1 ‘ 
nesses he studied. Freud stimulated interest 
in the effect of cultural concepts on the 1 ; 
vidual, but he made few if any suggest on 
beyond rather vague ones about sex © aa 
tion, on which one might act to protect an ae 
dividual from adverse cultural stresses eke 
change the patterns of a culture better to 3 
the human beings who live under its a i 
times noxious stimuli. There 15 m 5 iy 
Freud’s writings to indicate how the E 
can act to resolve the Oedipus complex m m 
promotion of the health of all children. 
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“his theories show why the Ten Command- 
| ments are necessary, there is little suggestion 
‘as to how man’s personality might be so 
“changed that these rules would need less en- 
forcement. Indeed, in his Civilization and 
“Tis Discontents, a product of his matured 
i thinking, he states that civilization can grow 
only by increasing repressions and consequent 
“neurosis(4). Freud’s major hypothesis is 
‘that, basically, the human being is ruled by 
instinct and by innately determined develop- 
mental patterns. He shows many ways in 
which these patterns can turn out diseased 
characters and ill people, but he says little 
about how any worker or group can step in 
“to prevent the disasters he demonstrates so 
clearly. 

Popular books on dynamic mechanisms 
Seem to be written with prophylactic intent 
though usually they come at this by talking 
about disease and its presumed causal factors. 
Tt is rare that one finds an author whose ap- 
Proach is positive, who says “Do this.” The 
“usual pattern is rather to say, in effect, “See 
“how badly this turned out?” or “It is, of 
course, obvious that this should not be done.” 
“Stich books often seem to leave the whole 
oes of finding out what is right to do to 
p the synthesizing capacity of the reader, and 

‘confine themselves to pointing out what gives 
_ trouble in some cases. For the parent or 
teacher with “soul so dead” that he has not 
i done more than one of these presumably etio- 
5 logically important acts, one may feel so 
| Dorty that he may be led, as was Kanner, to 

Write in defence of parents(5). 
mo psychiatrists nowadays either boast 
4 owledge of anthropology or apologize 

Bice oe go not have it. What is such knowl- 
oA Surely it is not just to contribute 
Bso M , pene of the threads of an 
ee 3 w it came about. It must also 
‘tohel 3 i ue in a more constructive sense, 
a he xplain the process of the construction 
its Personality as well as furnish a diagram 

e et status. It must be to give hints, 
Tii E aeae different developments in 
E. = cultures, so that something may be 

improve personalities in our own 
Biol tease elas Battle for 
carry this wee is a valiant attempt ate 
Some of the oc ough we do not agree with 
e concepts he promotes(7). Many 


of our colleagues are less frank about the 
eventual prophylactic intent of anthropologi- 
cal studies. 

Aside from the broad cultural forms 
studied by the anthropologist, there is the 
field of sociology, community forces depend- 
ing on more local situations within the broad 
culture, which are now being avidly studied 
by all of us. Many biographies of living per- 
sons and of the illustrious dead deal with 
such factors in the explanation of illnesses, 
but few deal with them as amenable to 
changes that would foster mental health in 
any direct way. For example, psychiatrists 
have had the temerity to point out the inverse 
relationship between the prevalence of juve- 
nile delinquency and the number of play- 
grounds available in various areas of cities, 
though this has been the burden of the reports 
of the Juvenile Court Judge in Baltimore for 
many years(8). The psychiatrist seems to 
grant the importance of such a factor, after 
the breakdown of the personality, but to re- 
treat from taking the logical step of establish- 
ing the playgrounds to prevent delinquency. 
We seem to recoil from transferring our 
stated beliefs about how antisocial or other- 
wise pathologic behavior came about into con- 
clusions that the changeable factors ought to 
be changed. There is a sort of retreat here 
that is difficult to understand. 

One might expect that the field of child 
guidance would have supplied many workers 
able, from their experience, to see in their pa- 
tients patterns of forces that have led to cer- 
tain outcomes sufficiently frequently that they 
might point out how the progression of events 
could be interfered with in some way. Per- 
haps through the press of daily work with 
sick children and their parents, they continue 
to see only the pathological progression and 
do not speculate enough on how it might be 
interfered with so that the same end might be 
avoided for others. In any case, it can be 
said that the child guidance movement has 
thus far contributed much less to an under- 
standing of prevention than it has to treat- 
ment. 

If such factors as parental rejection, lack 
of understanding of the child by the parent, 
jealousy of the parent of the same sex, and 
disgust with genital and excretory functions 
are important in psychogenesis of behavior 
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disorder, then adjustment of the attitudes 
underlying such factors must have prophy- 
lactic effect. It is surprising that so few 
psychiatrists feel that this prophylaxis is 
within their responsibility to the population 
at large. 

Much of the impetus in the field of preven- 
tion has come from pediatrics and from psy- 
chology. Certainly Spock(9) has never 
doubted that health springs from the experi- 
ences through which a child passes, nor did 
Holt(10) before him, though their solutions 
of the problem are very different. Gesell 
recognized the “embryology of behavior” and 
turned to the detailed study of the normal 
child to clarify the results of the develop- 
mental process(11). Washburn and Sontag 
and their students have looked closely at the 
influences bearing on the child to see how 
they affected the resulting adult. The psy- 
chologists, perhaps particularly the educa- 
tional psychologists, have given much atten- 
tion to the problem. Animal psychologists 
such as Lidell(12), Scott(13), and Gantt 
(14) have attempted to reduce the theory of 
psychodynamics to the level of the controlled 
experiment and, along with demonstrating 
the difficulty of the task, have come up with 
very interesting findings concerning the 
mother-child relationship and the differing 
effect of experiences according to the devel- 
opmental level at which they occur. The 
theory of “critical periods” in development, 
that there are certain periods when patterns 
must be developed if they are to be developed 
at all, is reasonably established for some 
functions, Its ramifications and refinements 
are still to be worked out, but the structure 
for future thinking is at hand. Psychiatrists 
have a tendency to look askance at much of 
this work on developmental patterns, con- 
tending that it is too simple to be applied to 
the human animal. It is perhaps wise to re- 
call that Freud had one 5-hour course in 
psychiatry and that Meyer was a neuro- 
pathologist when each began his work. 

It is probable that this apparent avoidance 
of clear statements of prophylactic Tesponsi- 
bility finds its basis in other than logical, ra- 
tional considerations. As psychiatrists, we 
seem afraid of the logical conclusions drawn 
from our own theories. We are afraid of 
the power of the Frankenstein we have 
created in public education and public expect- 
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ancy. And well we should be, for we are 
dealing with very powerful forces for good 
or for ill. Seeley(15) has said: 


But as mental hygienists we have now added to ordi- 
nary self-consciousness a self-consciousness of a dif- 
ferent kind: different in its accuracy; different in 
its penetration and depth; different in that it con- 
tinuously tears away the veil of privacy from what 
was hitherto private; different in that we are our- 
selves self-consciously engaged in building it up; 
and different in that we know that our immediate 
associates and friends are so doing, and that they 
know we know. This is in some important sense a 
radically new way of life. 


Somewhat abashed by the responsibility 

outlined, Seeley discussed the possibility of 
turning back. He concludes: 
But it is no longer even a question for policy. No 
known man or body of men now has the power to 
arrest the flow or alter the general direction of 
events, even if, on mental health grounds, that 
should be indicated. If we, the mental hygienists, 
should amputate our writing arms and seal our re- 
luctant lips, the field would fall to the quack and the 
charlatan, and the principal difference would be that 
the self-consciousness would be worse-founded and 
more misleading. There is no choice open in that 
direction for us, any more than there is a way of 
abdication for the physicists in the face of the atomic 
bomb and its more violent variants. 


What is there of reassurance to be found in 
this anxiety-producing situation, which may 
be paralyzing prophylactic action in some 
psychiatrists? Lemkau(16) has suggested 3 
axes for advance: first, epidemiological 
studies ; second, studies of development; ant 
finally, studies in communication. There is 
not time to detail the data in all areas, but ; 
rapid examination of a few segments will in- 
dicate clearly that there ra ee of atta 
justified by reasonably sound data. l- 

; The Hok telling airal is that dealing 
with the arrest of emotional growth in the a 
stitutionalized infant who is understimulatt i 
Bowlby’s widely circulated book, Mat d by 
Care and Mental Health(17), publishes i 
the World Health Organization, has S 
pletely documented this field that it wi ie 
be further discussed here. If these data a 
granted as significant, much of the pie in: 
preparing families for the reception © i 
fants takes on definite meaning 3S he y- 
hygiene. Furthermore, it places 0n mete 
chiatrist a responsibility for helping his ie 
munity maintain high standards of yee 
nal” care in its nursery schools, pediatrie 
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pitals, crèches, preadoption homes. The psy- 
chiatrist who believes in psychogenesis of 
mental illness will almost be driven to learn 
whether the licensing laws for such institu- 
tions in his community include the supervi- 
sion of program, as well as of sanitation, and 
to stimulate cooperation with welfare, health, 
and educational authorities in maintaining ac- 
ceptable standards. 

Carney Landis (18) in his book on the psy- 
chosexual development of crippled women 
shows that arrest of development in this area 
and continuation of a childlike dependency 
regularly results in girls deprived of contacts 
because of invalidism; this merciful failure 
of development in these persons relieves them 
of strains that might otherwise be unbearable 
under their circumstances. 

This is a helpful use of the principle of the 
ctitical-period concept. Full psychosexual de- 
velopment fails because of lack of stimulation. 
Like the use of lobotomy, the interference 
with the fundamental capacities of the indi- 
vidual must be approached with the greatest 
care, but the tool is nevertheless available. 

Baldwin(19) has shown that children 
reared under differing home atmospheres 
have personalities that differ in a reasonably 
regular pattern, It has been shown that mid- 
dle-class children with more “strict” upbring- 


_ ing produce more thumbsuckers and mastur- 


bators than children of lower class groups 
= more permissive methods are in vogue 

0), 

Where evidence of such differences prove 
actually to be related to the middle-class striv- 
Ings, there is responsibility for the mental hy- 
pen if he believes that masturbation and 

lumbsucking are symptoms that interfere 
uo developmentally helpful parent-child re- 
ationships. 

aber (21) has shown that in all proba- 
ee the relief of friction between mother 
ab child through increasing the mother’s 
; ce anding of the child’s activity decreases 
oe of disturbing activity in later pe- 
hae of development. Lippitt’s acute experi- 
Re A the effect of differing types of 
ae ip illustrate another field for the pro- 
ae of healthy personality function(22)- 
oe many experiments in educati 

a gy that support this work. Clara 

work on children’s eating habits fur- 
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nishes an experimental base for many of our 
teachings about feeding problems in children 
(23). 

There are other areas, where similar data 
exist, that seem to show relatively definite 
cause-and-effect relationships on which suffi- 
cient confidence can be placed as a basis for 
action in working toward the building of 
sound personality structure. Those cited are 
merely samples. It is also true, however, that 
many more important concepts we are 
tempted to teach do not have a sound basis 
in scientific data. Orlansky(24) and more 
recently Sewell(25) have pointed out how 
frail the evidence is for such concepts as the 
Oedipus complex, the importance of bowel 
training, the effect of different patterns of 
discipline. H. V. Davis(26) has indicated 
that the widely accepted concept of sucking 
need does not hold up in his carefully con- 
ducted experiments. There is no question of 
the need for an enormous amount of research 
that will give us more reassurance and allow 
us to act with greater security, but there are 
also ample data on which to base action now. 

The conclusions now arrived at are two. 
First, and not very much elaborated, is that 
there is a mental hygiene at the simplest, or- 
ganic level. Second, it has been shown that, 
if there are psychogenic illnesses, there rests 
upon mental hygienists and psychiatrists the 
responsibility to see how any part of known 
dynamic complexes can be altered for mem- 
bers of the population so that such illnesses 
will not result. There are reasonably sound 
experimental data on which we can act with 
confidence, but there remains much research 
to be done. The methods for such research 
are not now generally a part of the education 
for psychiatrists but, if we are to gain the re- 
spect of our colleagues in other fields of sci- 
entific endeavor, we shall have to learn the 
methods available and apply them more rigor- 
ously in our studies. The flashes of insight 
that have characterized the great leaders of 
our field in the past must be documented 
painstakingly with proof, a type of scientific 
discipline of which psychiatrists are perhaps 
more derogatory than appreciative. 

We have done a great deal of work, too 
little of it well evaluated, on how the public 
shall be influenced. We can work further on 
this problem with our colleagues in health 
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education. There is a very real difference be- 
tween the technical ability to deal with the 
concepts involved in the promotion of mental 
health and the technical ability to reach the 
public with the concepts or procedures. The 
function of the public health organization is 
to translate hygienic concepts of all kinds 
from the laboratories and consulting room, 
where they are evolved, into effective usage 
by populations. Public health administrators 
are trained to do this job. To help the 5,000 
or 6,000 medical men engaged in this work in 
the United States there are more than 30,000 
public health nurses, most of whom are in 
more or less intimate contact with the families 
in their communities. This organization and 
these people have the skills whereby our hy- 
gienic concepts may be put into effect. 

There are many other helpers—teachers, 
ministers, and all the rest that are listed so 
frequently. But the principal responsibility 
for what these helpers promote and dissemi- 
nate, for their education and for its content, 
lies with the psychiatrists and mental hygi- 
enists. In so far as we uphold the psycho- 
genic theory of mental illness this is an in- 
escapable responsibility. It is inescapable logi- 
ay and, for many, inescapable ethically as 
well. 
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PERSONNEL AWARENESS OF PATIENTS’ SOCIALIZING CAPACITY * 


FRANCOISE R. MORIMOTO, R.N. and MILTON GREENBLATT, M.D.? 
% Boston, Mass. 


INTRODUCTION 


Disturbed patients, perhaps because of 
their self-involvement and preoccupation, 
lack of interest or motivation, are often not 
receptive to new activities, Other things 
being equal, they are apt to respond more 
favorably to situations and activities that 
are familiar and therefore less threatening. 
Also, they seem to prefer a simple rather 
than a complex task. 

In socializing patients, it is thus necessary 
for the nurse to select appropriate activities, 
ie, those that are simple, familiar, or those 
for which the patient has at some time had a 
strong desire. This requires that the nurse be 
aware of the activities in which her patient 
was interested before hospitalization. This 
knowledge may be a measure of her success 
in the sphere of socialization. It is our 
belief that pre-existing interests can be used 
as a foundation upon which a healthier use 
of former interests, or altogether new in- 
terests, can be built. 


METHODOLOGY 


Prehospitalization leisure-time pursuits of 
30 patients as described by family members 
and by personnel were classified as follows: 
(1) skills, ie., pursuits that require ability 
or competence to perform, and (2) interests, 
ùe, activities that one enjoys watching 
others perform, in which one would like to 
Participate or which require mental rather 
than physical activity. 

“eae and interests were categorized in 
i of social relevancy and nonrelevancy. 
ee is as follows: 

Cine ocially relevant—Those skills and 

L crests pursued in the presence of others 


imi 
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where socialization is either the primary 
goal or where there is a possibility for so- 
cialization to take place, for example, (1) 
solitary activities—those in which oppor- 
tunity for socialization is present but not 
necessarily taken, such as attending movies, 
visiting museums, etc. (2) Casual group 
activities—those where interaction is always 
present but where little or no planning effort 
is required, such as card-playing, informal 
entertaining, etc. (3) Structured group ac- 
tivities—those where considerable preplan- 
ning is necessary, such as committee work, 
reading groups, etc. 

B. Socially nonrelevant.—Those skills and 
interests pursued alone for self-diversion, 
such as crafts, reading. 

In order to identify skills and interests in 
terms of the specialized abilities they require, 
a second set of categories was set up: (1) 
Everyday or routine pursuits, chatting with 
friends, listening to radio, watching televi- 
sion, shopping; (2) Organized group ac- 
tivities, including sports such as tennis, 
ping-pong, and swimming; and also clubs 
and other group work such as bridge clubs, 
and working on committees; (3) Artistic 
activities such as practical or domestic arts 
including crafts, cookery, clothes designing, 
and active participation in aesthetic arts, 
e.g., painting, ballet, singing, and passive or 
spectator participation in the aesthetic arts 
such as visiting museums and listening to 
music; and (4) Non-artistic cultural pur- 
suits including lectures, current events, and 
scientific and philosophical reading. 

These 2 sets of categories were applied to 
prehospitalization leisure-time pursuits of 30 
female patients who were on the acute ward 
during a two-week period. Diagnoses 1m- 
cluded schizophrenia, manic-depressive psy- 
chosis, agitated depression, involutional mel- 
ancholia and post-partum psychosis. Family 
members of these patients were interviewed 
by the social worker, who used a form, “In- 
ventory of Social Skills and Interests,” pre- 
pared by the writer as a guide for gaining 
information on patients’ prehospitalization 
leisure-time pursuits (see appendix). 
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The interview was also employed by the 
writer to gain information on personnel’s 
awareness of patient’s prehospitalization in- 
terests and skills. Seventeen nurses—(3 
graduate nurses, 6 affiliating students, and 8 
attendant nurses)—assigned for at least 2 
weeks to the female acute ward, were inter- 
viewed. Their 2-week assignment coincided 
with the 2 weeks during which the patients 
studied were on this ward. Each of the nurses 
was handed a list of patients who were on the 
ward during the 2-week period prior to time 


of interview. They were asked if any pa-_ 


tients on this list had prehospitalization skills 
and interests similar to or different from 
theirs; what were these skills and interests ; 
what were the prehospitalization skills and 
interests of patients they failed to mention 
upon first questioning, and how they learned 
about these pre-illness activities. These ques- 
tions were selected for the following reasons: 
(1) to prompt more spontaneous responses 
than would be possible with direct question- 
ing about each patient, (2) to make the inter- 
view more interesting for personnel, and (3) 
to elicit information concerning personnel’s 
attitudes and approaches to patients and their 
families. 

Differences between the reports of family 
members and personnel were analyzed by the 
use of 3 statistical measures: (1) a percent- 
age-of-agreement test using the formula: 


Full Agreement-++4 Partial Agreement 


i N 
Full „Agreement = 50% 
Partial Agreement = 10-50% 
Disagreement = 0-10% 


to denote the extent percentagewise of per- 
sonnel’s knowledge of patients’ prehospitali- 
zation leisure-time pursuits; (2) a test of 
significance of proportionate differences in 
types of pursuits as reported by both groups; 
and (3) a test of significance using means 
and standard deviations to show differences 
in the gross numbers of pursuits reported 
by family members and by personnel. The 
latter test was employed as a check on the 
percentage-of-agreement test. 


DESCRIPTION OF PATIENTS’ LEISURE-TIME 
PURSUITS AS OBTAINED FROM FAMILY MEM- 
BERS 


According to their families this group of 
patients possessed before hospitalization an 
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average of 9.5 leisure-time pursuits. They 
were reported to have had significantly mote 
skills than interests (significant at >.001 
level). Since skills denote activity and in- 
terests are generally passive, this finding 
would imply that when well these patients 
were doers rather than spectators. One ex- 
planation for this greater number of skills 
may be that many of these patients were 
housewives possessing a number of skills 
more or less related to homemaking, and a 
fairly large number were younger patients 
skilled in sports, dancing, committee work, 
ete. 

The most favored skills were casual group 
activities, such as dancing, card-playing, in- 
formal entertaining, and unstructured sports, 
Although structured group skills were less 
popular, participation in organized sports 
and in committee work were mentioned suf- 
ficiently frequently to be worthy of note, 
With interests, on the other hand, socially 
relevant, solitary activities such as attending 
movies and watching television were the 
most popular. 

Most mentioned among the socially non- 
relevant skills were crafts and homemaking; 
among the socially nonrelevant interests 
were listening to music and reading (Table 
1). Jee 
Although the above-specified activities 
offered the most interest for this group, a 
few had a broader variety of pursuits. At 
least one of these patients painted, designe 
clothing, engaged in choral work, was pro- 
ficient in the clerical arts, entered her atts 
and crafts into exhibits, was interested in 
travel, did professional writing, or €ngag® 
in ballet as a career, : its 

Analysis of patients’ leisure-time puts” 
in terms of the descriptive categories i 
vealed 3 predominant types of interests, fe i 
significantly higher than the preceding. ne 
popular were everyday or routine slat 
such as homemaking, attending pee 
watching television (39% of all pursui a 
Next were clubs and other organized a a 
activities (26% of all pursuits). Thit aa 
popularity were practical and done 
(13% of all pursuits). The re E E 
types—sports, aesthetic arts (active am P 
sive), and nonartistic cultural activitie 3 
offered a similar degree of interest, 4 
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significantly lower than that for the first 3 
types of pursuits. 


DESCRIPTION OF PATIENTS’ LEISURE-TIME 
PURSUITS AS OBTAINED FROM PERSONNEL 


Observation of and communication with 
patients were personnel’s 2 main sources of 
information concerning prehospitalization 
leisure-time pursuits. Sources less fre- 
quently used were other ward personnel, 
personnel from other disciplines, such as 
occupational therapy and social work, and 


patients’ families. In only a few instances 


was there evidence that information was ob- 
tained from personnel or family sources pre- 
vious to verbalization or demonstration of 
their skills and interests by the patients 
themselves. 

Evidence of lack of communication with 
relatives and with personnel about patients’ 
social interests and skills is seen in the com- 
paratively small number (78) of leisure- 
time pursuits reported by personnel for this 
group. The distribution of these pursuits 
was as follows: (1) significantly more skills 
than interests (significant at the .oor level) ; 
(2) significantly more socially relevant skills 
in the structured category than in either the 
casual or solitary categories (significant at 
the .o2 level) ; and (3) significantly more 
socially nonrelevant than socially relevant 
skills and interests (significant at the .02 
level) (Table Is) 


TABLE 1 


Px Y 
aoe Soctatty RELEVANT AND NONRELEVANT 
ee ATION LEISURE-TIME PURSUITS 
PORTED BY FAMILY MEMBERS AND PER- 


SONNEL 
Reported by Soc. relevant 
Shite Sol, Casual Str. pana Totals 
Interests ees i = Se Ve 
aes 2 
All Pursuits., £o 56 ki Bi 285 
Reported by 
Sain 
dlls Hf 
Hires tiene ) z FE i $ 
Haa 
Zy: suits.. 7 9 16 46 78 
ol. = Solita: 
Str. = Stra, 
sso 
Accordi 
ing to TA 
Prehospital personnel, patients’ favored 


ation leisure-time pursuits were 
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practical and domestic arts, mainly sewing, 
crocheting, knitting and cooking, and club 
and other group activities, mainly committee 
work and planned entertaining. Everyday 
pursuits, sports, aesthetic arts (active and 
passive), and nonartistic cultural pursuits 
were felt by personnel to have been decidedly 
less favored (significant difference at >.O1 
level) by patients before they were hospital- 
ized. 


PERSONNEL’S AWARENESS OF PATIENTS’ PRE- 
HOSPITALIZATION LEISURE-TIME PURSUITS 


There were 4 outstanding differences be- 
tween the reports of personnel and those of 
patients’ families: (1) personnel saw pa- 
tients as having significantly fewer leisure- 
time pursuits than did patients’ families (78 
as compared with 285); (2) personnel re- 
ported patients’ prehospitalization leisure- 
time pursuits as being primarily socially non- 
relevant whereas family members felt they 
were primarily socially relevant; (3) per- 
sonnel saw patients’ socially relevant skills 
as chiefly of the structured variety whereas 
family members saw these as chiefly casual 
and unstructured; and (4) personnel saw 
practical and domestic arts and club and 
other group activities as most popular 
whereas the families listed everyday or rou- 
tine pursuits as most favored. 

In minimizing the quantity and social 
relevancy of patients’ pre-illness leisure-time 
activities, personnel revealed a tendency to 
judge patients’ past capacity for socializing 
in the light of their lowered capacity while 
on the acute ward. They tended also to 
estimate favored prehospitalization pastimes 
in the light of observable ward activities 
these patients pursued. Both these tenden- 
cies point to lack of knowledge on the part 
of personnel of prehospitalization socializing 
of their patients. 

A patient-by-patient analysis revealed per- 
sonnel’s lack of knowledge in terms of per- 
centage of agreement. For the total group 
there was 23.370 agreement between person- 
nel and patients’ families as to specific in- 
terests and skills. There was full agreement 
on 3 patients, partial agreement on 8 pa- 
tients, and disagreement on the remaining 
19. Highest percentage of agreement (30- 
66%) was on patients who were outgoing, 
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talkative, and either normally active or some- 
what overactive. Lowest agreement (0%) 
occurred in 10 cases for whom no skills or 
interests were mentioned by personnel ; these 
were patients who were considerably with- 
drawn and who showed little or no interest 
in ward and. hospital activities. 

In some instances, personnel included as 
interests certain topics such as religion, 
which were part of the patient’s delusional 
system; in other instances, personnel men- 
tioned newly developed interests not men- 
tioned by patients’ families. 

Four of the 17 personnel were unable to 
mention any prehospitalization interests of 
patients. Two of these, affiliating students 
of nursing, expressed the feeling that they 
had something in common with several of 
the patients. The third, an attendant, merely 
said she did not know. The fourth, another 
attendant, explained: “Reading the records 
is the only way to find out about patients’ in- 
terests before they were sick. I don’t read 
the records because there are some things 
Pd rather not know about patients.” 

The remaining 13 personnel knew at least 
one but no more than 4 skills or interests of 
varying numbers of patients, the range being 
one to II patients. This may be compared 
with an average, as given by relatives, of 9.5 
skills and/or interests. Greatest awareness 
of patients’ skills was shown by 2 graduate 
nurses. In spite of her high degree of aware- 
ness, one of these nurses did not know that 
one of her patients had professional and 
artistic interest in ballet, even though ballet 
was the nurse’s own foremost interest at 
the time. In conversing with the patient, 
she had learned of only one of her other 
interests. Closer contact with this patient’s 
family would have revealed their mutual in- 
terest and would have furnished the nurse 
with another basis for socializing this quiet 
and somewhat withdrawn patient. 

In general, personnel were most aware of 
those prehospitalization skills and interests 
that the patients had already begun to pursue 
again during their hospitalization. To what 
extent ward personnel were instrumental in 
patients’ relearning these skills cannot be 
measured by the data of this study. It would 
seem, however, that since patients with 
whose skills personnel were least familiar 
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were those who had not as yet begun to 
socialize, personnel may not be functioning 
as effectively as they might be in the initial 
phases of socializing patients. Also, it may 
be that personnel expect the occupational 
therapy department to play the greater role 
in this relearning process. ; 

Two important questions herein -may be 
discussed: (1) how to increase personnel 
awareness of patients’ socializing capacity; 
and (2) how to increase patients’ use of 
this socializing ability. 

Concerning both these questions, the ma- 
jor difficulty in the Boston Psychopathic Hos- 
pital setting seems to be the lack of com- 
munication between occupational therapist 
and nurse, between social worker who ob- 


tains information on admission and nurse, _ 


and between patient’s family and nurse 
This deficiency in communication is in part 
due to the lack of recognition of socializing 
leadership as an important function of nurs- 
ing. 

Clearer definition of the nurse's role and 
education of personnel for socializing leader- 
ship are a first step in remedying the present 


situation. Use of a more standardized tech 


nique for obtaining and transmitting initial 
information on patients’ pre-illness socializ- 
ing may serve as one means of improving 
coordination between the departments co” 
cerned. Finally, reports such as this serve 
to focus interest on the problem by pointing 
out the deficit which exists between the pè 


, oi 
tient’s capacity and the nurses knowledg 


thereof. 
SUMMARY 


Interviews of ward personnel and families 
of patients were conducted to dete 
quantity and quality of patients’ leis waa 
pursuits; to determine the degree of pe 
nel’s awareness of these pursuits; cau 
determine the sources utilized by btn 
for gaining information on the E a 
activities prior to hospitalization. 
ings were as follows: 

1. Before illness, patients 
lected leisure-time activities that * 
skill rather than passive watching. 
popular were activities of a routine, 
day nature pursued casually 
few patients had more specia. 


rmine the 
ure-time | 
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interests such as ballet, clothes designing, 
etc. . 

2. Personnel were aware of only 23.3% 
of patients’ pre-illness leisure-time activities. 
There was high awareness on 3 patients, par- 
tial awareness on 8, and no awareness on 19. 
Although they were in agreement with fam- 
ily members as to patients’ being doers 
rather than spectators (more active than pas- 
sive pursuits), personnel saw patients as pur- 
suing their leisure-time activities alone rather 
than in groups. They showed their highest 
awareness in the case of patients who had 
already begun to socialize. 

3. Two main sources for gaining informa- 
tion regarding patients’ prehospitalization ac- 
tivities were conversation with and obser- 
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vation of the patients on the ward. In only 
a few instances did they communicate with 
other personnel or with patients’ families 
before the patients themselves made their 
interests known. 

These findings have special relevance to 
the nurse’s role as a socializing influence. 
It is clear that nurses are very often unaware 
of the socializing capacities of their patients. 
Without this information, the possibilities 
of bringing patients into social interaction 
remain limited, and many opportunities to 
help them emerge from their withdrawn 
state are missed. On the other hand, if fully 
informed of the patients’ potentialities, the 
nurse may carry out more effectively her 
important function as a socializing leader. 


APPENDIX 
INVENTORY OF SOCIAL SKILLS AND INTERESTS 


Name: _ Jane Doe 
Ace:_35 Date Apo. _ 9-16-51 


Occupation :_ Housewife 


Rs a ee 
[How MANIFESTED? _ 


INTEREST SKILL SPECIFIC 

Activities Mucn | Some INTEREST SKILL 

ears p3 tatting knitting Ea emaren and hus- 
an 

Domestic Ants —eookery cooks foreign dishes — 

CLERICAL ARTS pa er a 

Gans = cards cards played weekly; wants 
to learn bridge 

Sports Eee Pee 

PARTIES POTETEN 

ENTERTAINING informal friends visited fre- 

ok E quently 

Cuun Mennesies x church belonged to 3 groups 

Comune Wonk secretary |for 2 organizations 

Curent Events x read and discussed 

vi news 

Parone Sro EAE 

READING RT tS AESA a 

Tit ee ie E ant 

ii eed oe ee 

Pann, Draw, Scurp, 

RAMA DOSSMANN SS a 
Daves  ——— [ei a E a 
aaa eee 
Moves x attended weekly 
Teceviston (i a a 

Likes to Discuss Wuicn or Axove: Cookery, club activities, movies in particular. 
ies ntil about eight months ago when 


illness Besa 


Was always thought of as a good conversationalist u 


PSYCHOTHERAPY OF SCHIZOPHRENIA IN AN OUTPATIEN] 
SETTING + 


JAMES MANN, M.D,,? Boston, Mass. 


The Briggs Clinic is the outpatient depart- 
ment of the Boston State Hospital, and has 
been in operation since February, 1950. In 
setting up the clinic, certain policies were 
formulated with the aim of offering treat- 
ment to all categories of mental illness. It 
was felt that neither the diagnosis of psy- 
chosis nor the degree of psychosis should be 
considered as barriers to outpatient treat- 
“ment, It was our feeling that the experience 
gained in psychotherapy of schizophrenics 
within the hospital should have application 
outside the hospital and that it should be 
possible to save some patients from hospitali- 
zation. Apart from the gains that could ac- 
crue to the patient, we were aware that keep- 
ing as few as 20 patients out of the hospital 
for one year would, in itself, pay the cost of 
our annual clinic budget. We were particu- 
larly interested in treating those patients who 
had never been hospitalized or who had been 
discharged from trial visit from an institu- 
tion, 

As far as we know, no particular number 
of psychotics was sent to us because of our 
known but unpublicized interest in such pa- 

_ tients. Yet, it is of importance to report that 
approximately 20% of our intake has carried 
a diagnosis of psychosis, almost all schizo- 
phrenia. This number includes patients 
whom we referred for immediate hospitaliza- 
tion and patients who never returned after 
the initial visit. There were certain patients 
for whom we felt outpatient treatment was 
inadvisable. These fell into the following 4 
categories, 

y (1) „Patients so acutely disturbed as to be 
immediately dangerous to themselves and/or 
others. There were only 2 such cases. This 
small number resulted only from a very 
liberal interpretation as to what constituted 
danger for the patient or others. The influ- 
ence of a helpful clinic situation on the active 


*Read at the rogth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. i 

2 Clinical director, Boston State Hospital, Boston 
Mass. : 
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schizophrenic should not be minimized, 
danger that might be present was a 
with the kind of relationship the pat 
showed in the intake process which at 
clinic consists of an interview with a si 
worker or psychologist followed im: 
by a further evaluation by the clinic dire 
In some cases, the word of the patient 
he would control himself was accept 
date, there has been no cause for grie 
(2) An occasional, known chronic 
with many hospitalizations whose de 
a dependent hospital status overrode all 
other wishes. These, too, were ve 
and we agreed with the patient onl; 
instance wherein he had no home, not 
tives, and was incapable of taking cati 
himself. In one other case, a woman beg 
for months to be hospitalized, but we rel 
as she did not need hospital care, Eye 
ally, she gave up in despair and broke 
ment—but did not return to the hospi 
(3) An occasional patient whose ta 
forced hospitalization by refusing to co 
ate with the clinic (i.e., refusing to bi 
patient for his visits) or by refusing 4 
cept any responsibility for the patient. 
(4) The aged psychotic with 
changes was refused treatment only b 
we did not wish to encourage the in a 
these patients. a 
Hospitalization as a solution for thes 
phrenic should not be considered ligh 
many cases, it can produce subtle bi 
parable damage to that part of the 
that is least visible—his self-respect: 
our experience hospitalization may ha 
ferent meanings to different pati 
general, the doctor proposes hosp 
in good faith and with only benefit 
patient in view. We have learn 
clearly what it may mean to the patienti 
examples may illustrate these pomis. 
A man in his 30's had come alone to 2% 
eral days previously from another city a 
chusetts. He had actually fled his home Er 
of acute disturbance. He took a room 10 d 
there sat suffering auditory hallucinations = 
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mendous fear. After several potentially serious sui- 
cidal attempts, he walked to a general hospital and 
was referred to the clinic. A diagnosis of an acute 
schizophrenic reaction was made. The patient was 
struggling violently for control and begged for pro- 
tection from himself. That he could make this re- 
quest in the face of an acute turmoil was sufficient 
to indicate his request should be granted. He was 
promptly hospitalized and recovered rapidly. His 
most urgent need was for refuge in a protective 
environment where external control was assured. 
Under such circumstances, he could quickly mobilize 
his own resources to restore his health. 

Another patient, a young man, entered the clinic 
in an acute homosexual panic. He was blocked and 
almost catatonic, He was able to best make his needs 
known when hospitalization was suggested. His 
terror mounted at the proposal and he began to 
plead for clinic treatment. He revealed that he had 
been a patient in the closed section of a veterans’ 
hospital in another state. It became clear then that 
what he was trying to say was that he could not 
stand being locked in a ward with other men. He 
was told that if he promised to return to us the 
next-day, we would drop the idea of hospitalization. 
He returned the next day, entered active psycho- 
therapy, and eventually was discharged from treat- 
ment. Here, a specific fear of the hospital was in- 
timately related to the most pressing of the patient’s 
Conflicts. Recognition of this and yielding to the 
Patient's wishes were probably as important as any- 
thing else in the treatment. 


A female of 35 with a diagnosis of para- 
hoid schizophrenia expressed her fear of 
hospitalization from the start. For her it 
Meant final defeat. It is this sense of final 
defeat that should be the most important 
Consideration before sending a patient to the 
Ospital. In every psychotic patient there re- 
mains some degree of contact with reality. 
This is always particularly evident in the 
Paranoid. The patient’s struggle to control 
the terrifying impulses and the terrifying 
Sensations experienced as emanating from 
the external environment seems never to 
Cease, Hospitalization can mean that the 
angeele has ended in defeat for the patient 
and this defeat may be experienced as the 
oa to all impulses struggling toward 
ae Thus, it happens so often that the 
a d paranoid patient expresses his 
ee toward all those who put him in 

, Spital and all those who keep him there. 


ay pacts is related to the sense of de- 
east Hat is, his desire for health has been 
ie, destroyed by external forces. 

an impression is strengthened by the 


$ Our impression that a good portion of” 


observation that, in the clinic treatment of 
seriously deluded patients with many ideas 
of reference, this special kind of bitterness 
is seldom noted and tends to disappear as 
soon as the patient feels secure in his new 
relationship as well as assured through ex- 
perience that his freedom is not at stake. 

In some, hospitalization means defeat in 
that the patient may now yield to destructive 
impulses against which he has more or less 
successfully defended himself outside the 
hospital. Although we have had to deal with 
intensely hostile patients, we have not yet 
had any outbursts of violence. Some of our 
neurotic patients have been noisier than our 
sickest psychotics. 

Other meanings of hospitalization to the 
patient are more commonly heard in all set- 
tings. Thus, there is the fear of never being 
released from the hospital, which usually has 
the more personal meaning of final abandon- 
ment by the family. There are fears of beat- 
ings and mistreatment and, to so many 
patients, confinement to the hospital is pun- 
ishment for unconsciously committed or 
wished-for crimes, and the hospital is a 
prison in the literal sense—thus, the frequent 
cry of the ward patient, “What crime did I 
commit to be put here?” 

Lastly, in view of the meanings of hos- 
pitalization related above, there is the salu- 
tary influence of clinic treatment as a stimu- 
lant to the patient’s self-respect. Although 
his conflicts are infantile, clinic treatments 
pay tribute to his independent adult strivings. 
He usually responds with the wish to exer- 
cise more control over himself and, most 
often, does so. One might say that clinic 
treatment places the patient on his own but 
at the same time within earshot of help. For 
some patients, their clinic contact is the only 
one in their lives in which they feel free of 
any kind of malignant control as exercised 
by the family, usually by the mother. 

We cannot of course treat in a clinic the 
psychotic patient who is already violent and 
destructive before treatment, nor could we 
treat the overactive manic patient who is 
engaged in ceaseless activity. 

This study includes 71 cases, 40 females 
and 31 males. Of these, 7 were called bor- 
derline since in each there was a predomi- 
nance of psychotic defenses although symp- 
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tomatically each seemed to be operating 
neurotically. Fifty-seven carried diagnoses 
of schizophrenia of all categories, excluding 
the hebephrenic and simple types. There were 
2 manic-depressives and 5 involutional psy- 
choses. Cases other than schizophrenic have 
been included in this paper because our psy- 
chotherapeutic approach applies to any pa- 
tient diagnosed psychotic. The 7 borderline 
cases all exhibited reactions of the schizo- 
phrenic type. During treatment, 26 patients 
were lost either by breaking off treatment 
completely or by being hospitalized, often at 
the insistence of relatives and without the 
knowledge of the clinic; this occurred in 9 
of the 26 cases. Twelve have been discharged 
from treatment as improved; 23 are still in 
treatment and considered improved; 6 are 
still in treatment and considered unim- 
proved; while 4 are new cases (in treatment 
for less than 2 months). In each case, the 
diagnosis was made by the director of the 
clinic. 

Treatment of these patients has been con- 
fined to individual and group psychotherapy. 
Some patients have had both, but the ma- 
jority were treated individually. A small 
number have been in group therapy only. 
All members of the clinic staff are engaged 
in the psychotherapy of psychotics under the 
supervision of the clinic director. The major 
part of the work is being done by the full- 
time personnel consisting of social workers 
and psychologist. A few cases have been 
treated by social work and psychology stu- 
dents. In 5 cases, both the patient and his 
immediate relative were treated. It has been 
our strong impression that in every case, dis- 
tinct advantages would be gained if the pa- 
tient and nearest relative could be in treat- 
ment at the same time. The pressure of our 
case-load has operated against us in this 
regard. 

As might be expected, the most difficult 
phase of outpatient treatment of the psy- 
chotic lies in relieving the patient of his fears 
quickly enough to keep him in treatment. 
We regard these fears as having always been 
present but now accentuated by the fact that 
we are, in effect, asking the patient to engage 
in a relationship with us. The distress, the 
need for psychotic defenses, and the need for 

flight expressed in withdrawal are derived 
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from early painful relationships and are re- 
peated in each setting where an interpersonal 
relationship, or the possibility of one, is pres- 
ent. Basically, the fears of the patient center 
about destructive fantasies in which both 
patient and therapist are threatened by de- 
struction, so far as the patient is concerned, 
Whatever means we can employ to lessen 
these fears will serve to keep the patient in 
treatment, promote the growth of a positive 
transference, and eventually release anxiety 
of a more constructive, less overwhelming 
nature. There can be no set rules for the 
therapist to follow but rather we employ 
general principles within the framework of 
which each therapist may function in the 
light of his own personality. The therapist, 
therefore, attempts to resolve some of the 
patient’s fears by carefully investigating the 
nature of his verbal and nonverbal Te- 
sponses. Concurrently, an attempt 1s made 
to provide a clinic atmosphere of acceptance 
and respect for the adult strivings of the 
patient. For example, where the patient 1s 
accompanied by his relative, we refuse to do 
with the relative that business that properly 
concerns the patient, such as collection of 
fees or making arrangements for future M- 
terviews. In all cases we attempt to set 
modest goals for ourselves although, as 5° 
often happens, these goals are not const 
so modest by the patient. The 3 general goa! 
we strive for are the creation of a positive 
relationship, the diminution of oe 
means of relating to people, and the use, iy 
the patient, of those activities that are ier: 
sary for adult gratification, that is, prod! i 
tive employment, school, or a hona 
mother role. Each goal is interdependen T 
it is unlikely that one can be achieved W 
out involving the other two. 7 
It may be helpful to consider each r 
goals in greater detail. The sine He ee 
psychotherapy lies in the positive a 
ence of the patient to the therapist. ate 
equally true in treating schizophrent i ; 
contrast to a hospital where cona E 
the patient permits one to work k A 
patience toward this end, the sp® a etic 
which this can be done is critical in suit to 
since, as already noted, it is very a 
keep the patient in treatment W 


z js 50 
through failure to keep appointments 
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readily available. We meet this problem by 
paying special attention to the manner in 
which the patient presents himself. We seek 
to understand his presenting attitude as being 
only an expression, in more or less disguised 
form, of conflictual feelings. These feelings 
motivate the particular kind of attitude, and 
that attitude must be one designed primarily 
to express discontent. At the same time, the 
patient’s presenting attitude indicates his 
chief means of relating himself to people on 
the operational, everyday level and it permits 
him to remain quite unaware of the feelings 
that force him to act as he does. Immediate 
investigation of the patient’s presenting atti- 
tude, be it one that manifests fear, anger, 
hopelessness, suspicion, or whatever, can 
serve to bring into the open the despairing 
feelings with which he is struggling. Thus, 
once the patient is deprived of that mechan- 
ism he most commonly and overtly employs 
to alienate those who may really be against 
him as well as those who seek to help him, 
he is then confronted with a new experience. 
It is new in the sense that he has been given 
the opportunity to find himself accepted as 
he is but underst i 

5 ood as someone struggling 
with deeper, painful feelings so often per- 
ceived as being beyond his control. In this 
setting, a positive transference may develop 
very rapidly. This does not imply, of course, 
that nothing but smooth sailing is ahead. At 
this stage we are less concerned with what 
the patient says and more with how he is 
ai rtig himself with us. Minor bits of 
Soe may have more significance than 
ie elaborate details of life history. 
T We tone of voice, and vasomo- 
Ge rad Da commented on, questioned 
raie fete we and efforts are made to 
bude + observations with the patient's 

oward the therapist. 


tig gold male Presented himself with an at- 
partly tro nee a facial expression that was 
nial that ar ed, and partly sullen, and a blanket de- 
Of this thing troubled him. The investigation 
regard Pe attitude resolved his ambivalence with 
view and Reena by the end of the third inter- 
viously, hi rought a distinct change in content. Pre- 
ie, cats spoke only of what he was unable to do, 
friends 7 seat so drink, go with girls, or make 
attitude a en the feelings motivating his presenting 
Patient’s Ppeared as this attitude was brought to the 
steta SWareness, These feelings were all de- 

with enormous and varied fantasies of 


murduring people. He could reveal these impulses 
and why he felt so only as the positive relationship 
was stimulated by this kind of treatment. Prior to 
treatment, the most striking feature on the Ror- 
schach was the intensity of his hostile urges. The 
whole test was permeated with blood, swords, and 
killings. In the special therapeutic relationship, the 
fear that he would lose control of his impulses sub- 
sided and he could talk about them. 

A 29-year-old male, schizophrenic since the age 
of 13, and given up as hopeless 4 years earlier, re- 
vealed a chief attitude of suspicion and fear. He 
looked as though he expected to be struck or hunted 
down at any moment. His intake and diagnostic 
interviews were wholly nonverbal. Constant at- 
tempts to investigate and clarify his fearful attitude 
brought about a verbally expressed willingness to 
talk and to return to talk some more. In difficult 
moments he still communicates his feelings to his 
therapist with childlike drawings which then serve 
as a basis for discussion of his attitude to the thera- 
pist. Never without supervision for over 10 years, 
he has recently been coming to the clinic alone and 
feeling tremendously independent in doing so. His 
chief struggle is still with his feelings about the 


therapist. 


Stated briefly, our rationale of treatment 
is that work should first center around the 
way and manner in which the patient seems 
to act and feel toward the therapist. The 
conduct of this investigation in a setting of 
warm, sincere acceptance may relieve the 
overwhelming tensions already present and 
so serve to make possible a positive relation- 
ship. The process may need repetition many 
times. Once the patient feels secure in his 
new relationship, the work begins of search- 
ing out the nature of his conflicts with the 
earlier and later figures in his life. An at- 
tempt is made to show the patient the simi- 
larity between his conflicts outside the clinic 
and those inside the clinic with his therapist. 
As he learns to tolerate and find ways of 
handling his feelings toward the therapist, 
he can extend these gains outside the clinic. 

The second goal, the lessening of psychotic 
means of relating to people, cannot be sepa- 
rated from the first. The more successful 
the relationship with the therapist, the more 
realistic are his relationships with all people. 
Inall cases, however, one can find continuing 
psychotic defenses. Usually, these defenses 
are not overt and may be employed only 
under stress. 

The third goal, engaging in acceptable 
means of gratification, is apt to be very diffi- 
cult and, for the most part, seems related to 
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the intensity of the desire to maintain a hos- 
tile dependent status. Getting the patient to 
do something constructive for himself can 
be more troublesome, and certainly more 
frustrating, than relieving him of a large 
part of his psychosis. The resistance against 
taking successful measures toward independ- 
ence must be understood as resistance and is 
based, therefore, on reasons that are logical 
to the patient. Usually, these reasons are 
not only self-defeating for the patient, but 
also tend to keep in a constant state of provo- 
cation those figures in his immediate environ- 
ment. For example, one young man who was 
relieved of his paranoid fears, nevertheless 
preferred to stay in bed at home during the 
day, thus forcing his parents to support him. 
At night he would go out and enjoy an ac- 
tive social life. In treatment, the therapist 
searches carefully for those defenses which 
the patient is employing to avoid assuming 
adult responsibilities. Analysis of the pa- 
tient’s current life situations will reveal emo- 
tional reactions already familiar in previous 
patient-therapist interactions. Usually, these 
emotional reactions are motivated by feelings 
of bitterness, the wish for revenge, and the 
narcissistic conviction that the patient has a 
right to exist parasitically to make up for the 
years of relationship experienced primarily 
as years of deprivation. 

A 21-year-old male student entered this phase of 
treatment by making each interview a series of 
direct questions as to what he should do to study 
better, how to make friends, what his future goals 
should be, and many more of a similar nature. This 
persistent desire to be told what to do was under- 
stood in 2 ways: first, that he was very likely do- 
ing the same thing outside the clinic and, second, 
that by refusing to act upon the well-intentioned 
advice he was receiving outside, he could keep his 
advisers, i.e., parents and teachers, in a constant 
state of irritation. In the Process, of course, he 
would fail to do those things which were important 
to him alone. His reaction to advice from teachers 
would be to do even worse work; his reaction to 
advice from his parents would be to make himself 
even more helpless insofar as adult means of organ- 
izing his life were concerned. In treatment, these 
motives were exposed by refusing to answer his 
questions and forcing him to face up to the feelings 
behind them. Repeatedly, his current life situations 
were scrutinized in this light, verified in relation- 
ship to the therapist, and related to life experiences 
of the distant past. Eventually, there came the 
realization, through experience, that he was acting 
out in all his current relationships, old conflicts. The 
critical finding, for the patient, is the fact that the 
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therapist remains a source of affection and help in 
spite of the patient’s efforts to reduce him to the 
position of the ever-present enemy. This patient 
often threatened the therapist quite directly that if 
answers were not forthcoming, he would deliber- 
ately fail in his school work. 


Other patients will get jobs quite readily 
only to return to the next interview already 


unemployed. Careful investigation of the » 


circumstances surrounding loss of the job 
regularly reveals the kind of self-defeating, 
alienating reactions of the patient when con- 
fronted with the possibility of making real 
adult progress in life. The schizophrenic has 
ready for constant use a wide array of irri- 
tating attitudes which force the outside world 
to react against him and so keep him in an 
infantile state. These attitudes may be s0 
subtle as to make it seem that the patient is 
always the victim of one series of misfor- 
tunes after another. He seeks to preserve 
this kind of self-deception. The task of the 
therapist is to expose it in the confines of the 
now secure treatment situation and to clarify 
it in all its manifestations as it affects patient- 
therapist, patient-current world, and patient- 
past world. $ 

Another method of facilitating growth is 
to employ a manipulative technique in ad A 
tion to that already mentioned. The patien 
may be referred to a social service a 
with the aim of not only helping him ah 
a job, for instance, but also forcing him te 
a relationship with a new person in a i 
setting who understands the problems © Be 
psychotic. Ideally, therapist and case wor! 
should confer and share ideas with rega! 
to a plan of action. itis 

No matter which method is employ a 
wise to accept the fact that one cannot t He a 
in ordinary terms, of terminating cous 
with the psychotic who has reco He 
seems essential that the therapist rega! ent 
self as a filling station to which the pal 
must come at certain intervals for sae 
ment, The vast emptiness that the rae 
phrenic feels is relieved in successful ee 
ment but rapidly returns when he 1 i 
some of his own interest and ene =i 
people apart from the therapist. E 
pist should make himself available to re 
tient at longer and longer intervals 


S Fi eave 
indefinite period. If the patient 1 tol 
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the vicinity, communication by mail should 
be offered. In this stage of treatment, there 
is usually no need for special therapeutic ac- 
tivity on the part of the therapist. The pa- 
tient finds tremendous comfort, relief, and 
strength, simply in seeing the therapist and 
reporting his activities since his last visit, 
The patient draws from the springs of 
warmth and the capacity of the therapist to 
give of his own affective life. The therapist 
may have the experience of seeing the with- 
ered patient bloom once more before his eyes. 
The repetition of this experience with many 


patients may drain the therapist dry and in 
this lies one of the reasons why psycho- 
therapy of psychotic patients appears so un- 
attractive to so many people. 

In conclusion, we feel that there are tre- 
mendous opportunities for helping the psy- 
chotic patient outside hospital walls. It is 
likely that many are hospitalized who could 
be treated in a clinic. Our experience gives 
further validation to the recent experiments 
and interest in the role of a day-hospital 
wherein the patient returns to his usual life 
setting at the end of each afternoon. 


ROBLEMS IN ELDERLY RESIDENTS OF COU T 
PSYCHIATRIC P. HOMES" 


REPORT AND EVALUATION oF A SURVEY CONDUCTED IN County Homes 1N Iowa | 


RAPHAEL GINZBERG, M.D.* Toman, Wis. 
AND 
WILLARD C. BRINEGAR, M.D.,? CHEROKER, Iowa 


County homes in Iowa were formerly 
known as county farms or poor farms. They 
house persons who constitute a problem for 
the community. The overwhelming majority 
of the residents are the so-called “poor,” 
those who cannot support themselves and 
have no relatives who are liable or able to 
take care of them. The “poor” residents in 
turn can be classified into the following 
groups: (1) those who have financial prob- 
lems only ; (2) those who have, in addition, 
medical problems: to this group belong the 
chronically ill and physically handicapped 
but mentally healthy; (3) those who were 
admitted as alcoholics; and (4) the psychot- 
ics. Most of the latter group were either 
transferred from state hospitals or taken to 
the county homes directly by relatives on ad- 
vice of the family doctor without medical 
consultation. A few psychotic patients are 
still committed as such directly to the county 
home by the county insanity commission. 

As can be easily recognized, county homes 
are the outgrowths of workhouses or poor- 
houses in which the sick and healthy, the psy- 
chotic and nonpsychotic, the young and old 
have been indiscriminately housed together. 
The county homes are under the jurisdiction 
of the county authorities, although in Iowa 
the State Department of Health and the 
Board of Control of State Institutions have 
some limited rights of supervision. 

Of 99 counties in the State of Iowa, 9I 
have county homes. Altogether there are 
slightly more than 4,200 residents of all age 
groups. About 2,100, or approximately 


1 Read at the rogth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 Senior Physician V.A. Hospital, Tomah, Wis. 
Former Director Gerontological Unit, Mental 
Health Institute, Cherokee, Iowa. 

8 Superintendent, Mental Health Institute, Chero- 
kee, Iowa. 

4 Information regarding the number of elderly 
residents in county homes in Iowa is based on 
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50%, are 65 years of age or older. 
gerontological unit of the Mental Health] 
stitute in Cherokee conducted a surv 

elderly residents in 4 county homes in Wo 
bury, Webster, Sioux, and O’Brien co 
these had a total of 226 residents of va 
age groups. Among them 126, or 55%, 
found to be 65 years and over. Thes 
residents were seen and interviewed 
team composed of a social worker, a 
therapist, and one of the authors (R. G 
This group was working in close conta 
with a fourth member of the unit and 
author of this paper (W. C. B.). 


METHODS AND TECHNIQUE 


The method used in this survey wa 
of a questionnaire supplemented by i 
views; the following aspects were cove 
general information, mental and phy 
health, background, and personal atti a 
and activities. This paper will discuss ©! 
the psychiatric part of the survey. 

The residents were questioned, whene 
possible, separately and privately. Fro m 
to 2 hours were used for each inte 
Where satisfactory contact was possible, 
the more normal residents, the questi 
was more detailed. With psychotic F Gs 
the interviewer had to rely on less 108 
talks. i 

Psychotic subjects were usua ly 
viewed by 2 members of the team, ; 
them a psychiatrist. In cases where a 
could not be obtained from the sbio 
steward, his wife—the matron, ie ‘as 1 
case, the registered nurse, was cal a k 
his or her information concerning 
dents was recorded. Z 

Information, particularly data all 
birth, length of stay in the county HOU 


to) 


inquiries to county welfare directe m 
by the Gerontological Unit, Mental 
in Cherokee. 


R. GINZBERG AND W. C. BRINEGAR 


455 


1953] 


was checked with the county home authori- 
ties. When the subject had been a patient at 
the state hospital his hospital records were 
studied and the data compared. 

No attempt was made to establish a de- 
tailed psychiatric diagnosis. The task of the 
unit was limited to determining whether or 
not the patient was psychotic. For this pur- 
pose 2 large groups of symptoms were used. 
The first group included hallucinations, de- 
lusions, confusion, disturbance of orientation, 
memory impairment, and whether contact 
with the patient was possible. To symptoms 
of this group ratings were given, each of the 


TABLE 1 


CLASSIFICATION ACCORDING To MENTAL STATUS OF 
Reswents 65 YEARS AND OvER IN 4 COUNTY 
Homes 1n Iowa 


id g * 

t-i 3 E 2 
F 28. Sih Eee 

E os gas 
County a El a E 5 5 È 
O'Brien .... 6 5 NET ay 14 
Sioux .. es 3 erat ae 8 
Webster ... 20 a eeu I Simao: 
Woodbury .. 21 8 19 4 1 * 5453 
Total dt gy | 238) gr) og EESO, 

EET 36.15 17.69 39.23 3.85 3.08* 100.0 


and iess cases interviewed later proved to be under 65, 
are therefore not included in subsequent tabulations, 


ems being rated as 1. “Partly” or 
t answers were rated as $. Subjects with 
zero to $ scores were placed, in the prelimi- 
nary classification, in the normal group; in- 
dividuals with scores from 4 to 14 were in- 
cluded, at first, in the mildly mentally ill 
group ; those with scores of 2 and more were 
ud as psychotic. The final classification 
pended, in addition to the above scores, on 
7 iter criteria the second group of symp- 
a pene of intelligence, of judg- 
Sonia adaptability to everyday routine, and 
oa er or not the subject had a record of 
ing been a patient in a mental hospital. 

a z m 130 residents interviewed, 5 re- 
Sa unclassified because no understanding 
wee with them and no reliable infor- 
Four oe be Secured from other sources. 
Rie er subjects, found to be younger 
Jars z were excluded. The rest, all 65 
can be age and over, were distributed, as 
seen in Table 1, in 3 groups: normal, 


47 (36%), mildly mentally ill, 23 (18%), 
and psychotic, 51 (39%). Residents with 
whom an interview was possible on a non- 
psychotic level and who did not have psy- 
chiatric hospital records were considered 
mentally normal. The only exception was 
made for alcoholics with hospital records 
who were, however, diagnosed as nonpsy- 
chotic. The mentally normal group also in- 
cluded elderly subjects with mild memory de- 
fects and the mental defective who made an 
excellent county home adjustment. However, 
those with zero scores in the preliminary 
classification, that is, subjects with whom an 
interview was possible on a nonpsychotic 
level and who made a more or less satisfac- 


TABLE 2 


DISTRIBUTION BY SEX AND MENTAL STATUS SHOW- 
inc Mean Ace ror EacH Group 


Male Female Total 

& & & 
oati 

E O ARN AN 

Normal ........- 40 751 7 747 47 75.1 
Mildly mentally ill 14 742 9 75.2 23 74.5 
Psychotic .. . 28 76.1 23 754 5I 75.8 
Unclassified 5 734 OO vee 5 73.4 
TaN sis 'siiees 87 75:19 39 75.26 126 75.21 


tory adjustment to the daily routine, but who 
had mental hospital records or psychotic epi- 
sodes, were placed in the mildly mentally ill 
group. One case with hallucinations was in- 
cluded in the same classification because of 
the excellent social adjustment this subject 
had made. The most frequent symptoms 1n 
the mildly mentally ill group were memory 
defects, followed next by some delusional re- 
actions, The findings on the psychotic will be 
reported below. 


RESULTS 


In Table 2 will be found data concerning 
age and sex of the 126 subjects (the oldest 
aged 96). Table 3 indicates the marital 
status, and Table 4 shows that this sampling 
consisted predominantly of subjects who had 
lived in rural districts most of their lives. 

Table 5 records mental symptoms found in 
each of the 3 classification groups. As can 
be seen, contact could be established in only 
a third of the psychotics; in an additional 
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TABLE 3 


Marrrau Sratus or 126 Experry County Home RESIDENTS 


Mildly mentally 
ill 


Normal Psychotic Unclassified Total 
No. % No. % No. % No. % ‘No, % 
Living “single” lives 

Never married .........- 29 61.7 12 522 25 49.0 3 60.0 69 548 
Widowed 12%) ans 9* 302 20 ice MIRE $ 20.0 a a4 
Divorced, separated ....- 4* 8.5 1* 43 he 3.9 fe 20.0 A 3 
Total “single” ...... 45 95.7 22 95.7 47 92.1 5 100.0 119 a 
Married, spouse living.... 2 4.3 I 43 4 79 o 7 f 
Grand total .....,... 47 1000 23 100.0 5I 100.0 5 100.0 126 1000 


* Of these 26 persons, 15 have been widowed, separated, 
30 years. 


TABLE 4 


RESIDENCE DURING Most or Lire or 126 ELDERLY 
County Home RESIDENTS 


a 3 
35 Total 
es a aces 
5 > g N 
E E 8 E 
P A NEA K AN SIGE MIE $2) 
X PREE S 2 36 28.6 
No2 3 0 6 48 
SRRA aa, 19.2) 150 
ie) AON Bil £. MURAD X: X 
23 51 5 126- 100.0 


25% it was possible to establish only partial 
contact. It is therefore not surprising that 
hallucinations, which are usually more easily 
concealed than other mental symptoms, 
showed the highest percentage of question- 
able results. Definitely established mental 
symptoms were found in the following order 
of frequency: delusions 65%, confusion 
57%, memory impairment 57%, orientation 
impairment 337, hallucinations 29%. 
Psychiatrie Diagnoses—Psychiatric diag- 
noses were available only for those subjects 
who had once been patients of the Mental 
Health Institute at Cherokee. Forty-three 
persons in this study were found to have had 
records there; 4 among them were without 
psychosis and are therefore not included in 
the 74 subjects of the mildly mentally ill 
and psychotic groups. In the latter groups 
are included 39 residents who were diagnosed 
as psychotic, constituting 54%. The rest, 
46%, were never diagnosed and never seen 
by a psychiatrist. Table 6 lists the diagnoses 
in the order of frequency and shows the 
mean stay in years in county homes and in 


or divorced for more than 10 years, 7 of these for more than 


hospitals. The most frequent diagnosis was 
schizophrenia with 19 cases, followed by 2 
subjects with manic-depressive psychosis. 
Some of these diagnoses are not compatible 
with contemporary classifications, while 
others are definitely erroneous. We can 
hardly accept a diagnosis of general paresis 
that was made 4o years ago. This patient, 
who was not treated, is still alive and does 
not show any particular symptoms of dete- 
rioration (see Table 6). ‘ i 

Length of I nstitutionalisation—The Bi 
ject with the shortest period of institution ; 
ization had been in the county home 1 day; 
the subject with the longest stay had been rf 
stitutionalized in the county home and a 
psychiatric hospital for a total of D 
Eight of the psychotics, or 16%, ha 
institutionalized for oN tan 40 ar i 

In Table 7 are listed the mean ) 
hospitalization separately for the diagnosed 
and for the undiagnosed psychoses. It e 
vious that the real geriatric psychoses, 4 
developing in advanced life, fall into 
group of undiagnosed mental disease a 
fact that the elderly subjects are Po erable 
was apparently established, in a cons! "Those 
number of cases, by nonpsychiatrists. Ji 
who developed their psychoses 10 ae a 
life were in 95% of the cases ee Tote 
psychiatrically but taken directly 
county homes. 

OF ere also is the fact that almost $ 
of the mentally ill persons had a re ” 
psychotic before their fortieth bir' p 


reached old age in county ee anced life 


rial 
and can be classified as cases of real ge 
psychoses, 


Dam O 


— S 
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TABLE 5 
Psycuotic SYMPTOMS IN 126 Experty Country Home RESIDENTS 
Mildly mentally f 
Normal ill Psychotic Unclassified Total 
Hallucinations i ie ie a y aes ne 
Present SN I 4.4 15 20.4 16 
Absent .. Ss 100.0 19 82.6 9 17.7 4 79 
P Aeee Aio Oaa e VARENNA anp, 3 13.0 27 52.9 I 31 
Delusions 
Present Ai I 44 33 64.7 34 
Absent . ee 100.0 I7 73-9 7 13.7 3 74 
A OE CAS teins 5 21.7 Ir 21.6 2 18 
Confusion 
Present edie oe see 29 56.9 29 
Absent . 100.0 18 78.3 12 23.5 77 
DIB AAT AIGA sees 5 21.7 10 19.6 5 20 
100.0 15 65.2 10 19.6 3 75 
6 26.0 18 35-3 2 26 
I 4.4 17 33:3 $ 18 
I 4.4 6 11.8 te 7 
76.6 I 478 5 9.8 52 
Impaired 23.4 9 39.2 29 56.9 I 50 
vaste 3 13.0 17 33.3 4 24 
Contact 
Possible . .47 100.0 21 91.3 17 33:3 85 
a Vane 2 8.7 13 25.5 5 20 
T ae 19 37.3 . 19 
2 3.9 .. 2 


* Not interviewed; information supplied by county home personnel only. 


TABLE 6 


Hosrrrat DracNoses AND MEAN INSTITUTIONALT- 
ZATION IN 39 PREVIOUSLY HOSPITALIZED 
Mity Mentarty Iru” anp “PsycHotic’ 
Experty County Home RESIDENTS 
Mean 
stay in 
in 
county 
home 
and 
hospital 
26 


41 


* 

T Rpesetclosical evidence. 
s an i 

and only hospitalization war “Tela o e county 1 m 


and admission to the county home. 
anactagement of the Psychotic Patients.— 
ough it was not the immediate purpose 

S survey to obtain information regard- 


ing the management of psychotic patients, the 
unit obtained an insight into the inner life 
of the county homes while spending several 
days in them. The average and larger sized 
homes have rooms and wards for untidy and 
disturbed residents. These are generally 
gloomy and dark. No psychiatric treatment 
is available, and the local doctor is rarely 
consulted on psychiatric problems. With the 
exception of 1 home, in which there is a regis- 
tered nurse, no trained personnel is available. 
Some of the homes do not have the minimum 
of untrained attendants. Patients are often 
left unattended on the wards, especially at 
night. When a patient is considered difficult 
to manage he is sent to the state hospital. 
There is a constant exchange of patients be- 
tween the 2 institutions, but in spite of this 
a considerable number of psychotic patients 
have never been examined in a psychiatric 
hospital. 

The majority of the mental patients are 
kept locked up. Fifteen of the 74 psychotic 
and mildly mentally ill subjects were bedfast. 
Those who were not bedfast just sat around ; 
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TABLE 7 


Dracnosep anv Unpracnosep PsycHoses IN 74 (23 “Mitpry MENTALLY ILL” AND 51 “Psycuoric”) 
Experty County Home RESIDENTS 


Diagnosed psychoses 


Mean stay 
in bie hear 
i county 
aeania No. and hospital 
Early years ... . 38 30 
Advanced life . I 6 
Total ... + 39 


$ of the psychotic subjects did not participate 
in any kind of activity or entertainment. 


Discussion 


This survey covers about 6% of all elderly 
residents in Iowa county homes. Conditions 
found in the county homes during the survey 
are rather typical for the rest of this type of 
institution in the state. Moreover, it can be 
assumed that conditions observed in Iowa do 
not differ very much from those in other 
parts of this country. No accurate data are 
available as to the number of elderly psycho- 
tic residents in existent county homes. In 
some states—a very few—an attempt has 
been made to give the residents of this kind 
of institution slightly better-organized care. 
As a whole, however, it does not change the 
over-all picture. It can be assumed that there 
are at least 60,000 elderly residents in county 
homes or in similar institutions.’ Of these, 
30,000 are probably psychotic and receive 
substandard treatment, 

The treatment of county home residents, 
the psychotic ones among them, is based on a 
conception that the aged mentally or physi- 
cally ill are hopeless cases, that they need 
nothing but custodial care, and, last but not 
least, that the care should cost the commun- 
ity as little as possible. The county homes 
are therefore headed not by professional per- 
sons but by persons experienced in agricul- 


5 By “county homes and similar institutions” is 
understood homes, with mixed age populations, 
maintained by local authorities, They are known 
by various names such as “county homes,” “county 
farms,” “county home and hospitals,” poor farms,” 
“poor houses,” etc. The estimate of the number of 
elderly residents in such institutions is based on 
material available prior to publication of the 1950 
census data. 


Undiagnosed psychoses 


Total 
t: 
Ea To of all 
No. county home No, psychoses 
10 18.4 48 64.9 
25 3.5 26 35.1 
35 74 100.0 


tural matters, by farmers. So it was in the 
past and so it is now. Members of the medi- 
cal profession are certainly called in now 
more often than in the last century but this 
is for limited purposes only, mainly in the 
treatment of acute physical illnesses. 

No doubt there is some progress as far as 
cleanliness and nutrition are concerned, 
There is an awareness of the need for trained 
nursing personnel. However, sufficient funds 
are not available. In addition, the unsatisfac- 
tory medical setup, coupled with the depress- 
ing atmosphere in the homes, discourages 
nurses from accepting positions or staying 
any length of time when they do accept them. 

In spite of many unfavorable factors, the 
team found a group of psychotic and ii 
psychotic people who had succeeded in a 
ing advanced life. About 4 of those studi : 
were found to be in good physical health, bu 
few of the residents were in a satisfactory 
psychological condition. The peyeho oe 
sent a gloomy segment of the county aa 
population. Contemporary practices suc a 
occupational and recreational therapy a 
psychotherapy have not found entra H 
the principles guiding those in charge ee 
chotic patients. Other methods of trea He 
that require greater professional Mins : 
or technical equipment are not even CO! 
ered in connection with these psychotics. 


CONCLUSION 


ilot 
This survey demonstrates the value oip 
studies of the kind described. They es 
be followed by other thorough inves ae 
Until recently the state hospitals wer They 
sidered “end of the road” ni ent 
are now going through a new deve e dial 
We observe how slowly but firmly c" 


= 
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psychiatry in state hospitals is changing to an 
active, continuous, treatment psychiatry. The 
really “end of the road” institutions, with 
far fewer facilities than state hospitals, are 
the county homes. This lost sector of psycho- 
tic, semipsychotic, and nonpsychotic persons 
should be included in the sphere of interest 


of contemporary psychiatry. Our belief is 
strong that, in spite of many handicaps, psy- 
chiatry can help to relieve the unnecessary 
suffering of a considerable number of the el- 
derly residents and can stimulate the com- 
munity to solve this problem in a more satis- 
factory way than it is doing at present. 


INDIVIDUALIZING THE CARE OF THE AGING: 
HOLLIS E. CLOW, M. D., Wite Puains, N. Y. 


The attempts of aging persons to preserve 
their individual independence and personal 
identity are, by their behavior, forcefully 
brought to our attention as their major con- 
cern. Their fears of losing these values are 
often observed to precipitate emotional dif- 
ficulties long before there is actual physical 
or mental incapacity, 

The time and degree of aging are becoming 
more generally recognized as individual and 
variable and not chronological. We speak of 
“aging” because there is no definite time at 
which one is aged. Some persons are old at 
55 while others are physically well and men- 
tally elastic at 75. Our cultural attitude gen- 
erally places old age and sudden superannu- 
ation at retirement at about the age of 65. 
Although this conception is artificial its pres- 
ent importance is such that we shall need to 
accept it for our discussion, Many of the 
problems of people over 65 are not inevitable, 
but are imposed by this attitude. Social at- 
titudes may make individuals old before their 


The greatest need of the aging person is 
to feel that he is participating in life rather 
than merely existing, Increased longevity 
without work or interests, the gradual loss of 
friends, lonesomeness, and the feeling of not 
being useful or wanted is a cold and demor- 
alizing prospect. It is a common observation 
that individuals who have no sustaining in- 
terests in life after their retirement from work 
are very soon likely to become depressed, dis- 
organized, to go down hill rapidly both phys- 
ically and mentally, and may soon become a 
family and social burden, or die, 

Many people 
shown that they 


and do not wish to retire, Useful activity is 


tinuation of part-time or modified employ- 
ment in keeping with the person’s wishes 
and capacities. This allows a tapering off of 


1 Read at the Tooth annual meeting of The Ameri 
can Psychiatric Association, M: a 
Angeles, Calif. i o 
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employment with a gradual transition to re- 
tirement when this becomes desirable. The 
record of older workers is good. In many in- 
stances their psychological traits have been 
found of particular value on the basis of 
skill, experience, judgment, responsibility, 
and dependability. The older person may 
have less absenteeism and his caution often 
makes him less accident-prone than many 
younger people. A national advisory com- 
mittee on the industrial employment of older 
people has been formed by the American 
Geriatrics Society for the purpose of ad- 
vising industry and labor on the working 
capacities of older people as individuals. It 
is hoped that the present tendency to employ 
older people, made necessary by the demands 
of the international situation, will crystallize 
and continue after this emergency. 

Social recognition of the value and ust 
fulness of aging people with opportunities for 
employment and activity consistent with theit 
capacities and desires is necessary to solve 
the problems of our rapidly increasing aging 
population. In the United States, in 1950, 
persons 65 years of age or over num 
about 12} million, It is reliably estimated 
that this number will probably reach 17 to 
20 million by 1975(1) when a large propor 
tion of our population will be over 45: T 
necessity of supporting the young plus 
additional load of an increasing number 
capable aging people will be an enormous 
burden to those of middle life and an unsat- 
isfactory arrangement to those over the te 
tirement age. R 

The practice of psychiatry in which P 
are particularly interested is naturally ™ 
fluenced by the age and corresponding n 
of our population. The greater amount rs 
psychiatric attention was at first paid 
adults and then extended to children; ad a 
future, increasing attention will be pal 
the needs of the aging who will be more 
more with us. 

The aging person feels special need to wn 
serve his individual identity in the face & 
social threats of uselessness and inactivity pa 
well as those of organic dissolution. It 
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parent that the care of aging people, both 
sick and well, requires particularly individ- 
ualized attention to prevent and postpone 
personality disorganization and to stimulate 
and maintain their best level of functioning. 
It is far more helpful to think in terms of 
their capacities than their disabilities, al- 
though of course the latter must be under- 
stood and taken into practical account, 

There is a significant difference in indi- 
vidual problems of personal identity as ordi- 
narily experienced at various ages. The 
younger person strives for and expects to 
achieve individual independence; the emo- 
tionally mature adult has achieved these per- 
sonal values sufficiently to share them al- 
truistically with others. The aging person, 
however, when threatened by insecurity and 
dependency on family or society, often strug- 
gles asocially to conserve his individuality 
and self-interests for fear of their decline 
and irreparable loss. The fear of death often 
seems a lesser threat; one he can accept 
and, in some circumstances, one he seeks in 
a depressive suicidal attempt. The best way 
to assist the aging person is to promote his 
independence—help him to help himself for 
as long and to as great an extent as he is able. 

The care of the aging has many facets. 
These are a heterogenous group of indi- 
viduals. There are many people over 65 who 
are physically vigorous and psychologically 
alert, well adjusted, and emotionally com- 
fortable; in the future no doubt the propor- 
tion will be larger. For convenience the 
others who require special attention may be 
Considered in 3 categories. First, there are 
many persons without significant organic 
Meapacity who present emotional problems 
Usually of a psychoneurotic, depressive, or 
paranoid nature. Such common conditions 
are often precipitated by attitudes and ex- 
Petiences which, in a sense, could be con- 
re consistent with difficulties encoun- 
at their time of life. A second group 
Shows definite organically determined phys- 

or mental limitations that are not yet 
Faibletely disabling. Their difficulties are 
‘nied in content and degree and, of course, 
mal factors often play their part. Many 
oe physical limitations which affect sensory 
te! such as deafness or reduced vision. 
disease, high blood pressure, kidney 


disease, arthritis, cerebral arteriosclerosis, or 
beginning senile dementia may be present. 
There are many who do fairly well, perhaps 
with occasional mild periods of confusion or 
memory defect but who become much worse 
or even psychotic under the influence of toxic 
infectious factors or emotional stress. In a 
study of 100 patients consecutively admitted 
to the New York Hospital-Westchester Di- 
vision, who suffered from psychosis with 
cerebral arteriosclerosis, it was found that 
emotional disturbances were the most fre- 
quent factors that seemed to upset their 
limited adjustment(2). A third group con- 
sists of those aging persons who are so men- 
tally or physically impaired, or both, that 
they require continued care in a suitable hos- 
pital or perhaps a nursing home. 

It appears that many of the problems of 
aging could be prevented or at least post- 
poned, Generally, the first threatening situ- 
ation to arise is that of retirement. It is be- 
coming better understood that retirement is 
a phase of life for which preparation is neces- 
sary. The person who has cultivated no in- 
terests outside his work and who may be 
psychologically engrossed in an habitual, 
sometimes dull, and often compulsive strug- 
gle with life, is not well prepared for the 
more leisurely and casual habits of retire- 
ment. 

The rigid driving person may be found 
to have obtained compensation in his work 
for old feelings of inadequacies that he has 
forgotten, but he has kept on in his pattern 
of life without learning the meaning of his 
inability to relax. He does not realize that he 
is unprepared to retire and cannot compre- 
hend the difficulties of what he imagines will 
be a welcome relief from his cares. When 
retirement means, as it so often does, a loss of 
this emotionally charged compensatory oc- 
cupation, the person can scarcely avoid feel- 
ing impotent and upset. The physician may, 
if he is given the opportunity, help the patient 
prepare for the anticipated letdown or per- 
haps a more gradual retirement by exploring 
his personality requirements with him. Dr. 
Edward B. Allen has aptly expressed the idea 
that a person must retire not from something 
but to something(3). Education and various 
mental hygiene programs seem to induce 
more older people to consult a physician 
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sooner than was the case in the past. Pre- 
ventive medicine is a most important con- 
sideration in the individual care of the aging. 

Our second general group of aging people 
who show organically determined physical 
or mental limitations short of complete dis- 
ability often creates more difficult problems 
than the first partly because of increased 
conflicts over their dependency. Problems of 
finances, housing, and satisfactory activities 
are more acute because these people lack 
the capacity to meet the problems by them- 
selves, yet they retain a more or less vivid 
awareness of their dependence. One of the 
most difficult situations at this time may be 
the relationship between the older person and 
his family, with whom he is likely to live. 
The security of the home adds a great deal 
to the well-being of the aging person. Unfor- 
tunate conflicts, however, may arise within 
the family. The older members may wish 
more attention and participation in family 
life often extending to the point of trying to 
direct family activities as had been the cus- 
tom when the children were younger. The 
younger members, however, who are now 
supporting the home, may want less inter- 
ference. They may even be critical of many 
real needs of an older person such as for 
higher room temperatures, special foods 
which he can tolerate, of occasional physical 
complaints, or emotional lability, regarding 
them entirely as a means of gaining attention. 
If the older person comes to actively exag- 
gerate such needs as an instrument of hos- 
tility toward his family, the situation may ac- 
tually become intolerable on both sides, with 
deep feelings of aggressiveness and conse- 
quent guilt, especially on the part of the 
younger members, and increased helpless- 
ness on the part of the older, 

Families profit by making the effort to un- 
derstand the individual needs of aging mem- 
bers. Often advice of the family doctor, in 
whom all members have confidence, is ac- 
cepted. Such measures as separate quarters 
for the older person, the assignment of cer- 
tain regular chores which will make him feel 
useful, the expectation that he will join the 
family at meals or in certain social events, 
reasonable attention to his special needs, at- 

tempts to enable him to understand the 
changes in the customs and manners of the 


was the case with rural living, it may be 
possible to maintain an aging person in th 
household. He may not even wish to rer 


there. In such situations the family maj 


home and close contact with the family are 
usually beneficial in maintaining the mora 
and personality integration of the 
person. 

Social and economic situations are o 
importance to the aging person who is 
able to work because of his impairmen 
who perhaps has the ability but is unabl 
find employment. Among the problems 
sented by such people are those of disco 
ing and developing individual creative 
ities and hobbies. The physician, 
psychiatrist, must be completely familiar v 
the facilities of community services to n 
individual needs for suitable, available 
housing, financing, religious expression, 
reation, adult education, nursing homes, 
pitals, visiting nursing services, and 
attention which may be required. 

The aging person who has become gro! 
disabled either physically, mentally, or 
can be conveniently considered in the | 
group mentioned. In what ways can his 
sonality organization be maintained at 
highest possible level? Often a perso) 
is consistently mentally confused, who 
memory defects, poor judgment, emo 
variability, deterioration of personal #a 
and whose actions are difficult to influe! 5 
may need to be cared for in a hospital 
times in a nursing home. This is particulas 
true if there is, in addition, marked chroni 
physical disease. Frequently an ambiya 
family has to be reassured of the need 
this move even in extreme cases of disa 
since they are likely to feel guilty of ab 4 
doning the patient when he is helpless a! 
though when he was less obviously 
they may have expressed more exaspe 
and hostility. 

A well-regulated mental hospital p: 
is of great benefit in ameliorating th 
tions of even very deteriorated aging Pet 
when they are treated on a special halliy 
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functioning is geared to individual needs. 
The cases of 2 men patients are presented. 
They are discussed not for their uniqueness 
but because each indicates the effect of in- 
dividual treatment, both psychiatric and phys- 
ical, on stimulating and helping to preserve 
the personality of aging patients. The first 
patient was an individual showing marked 
organic mental deterioration but with good 
general physical health. The second patient 
had a functional mental disorder, a disabling 
physical condition, but little evidence of men- 
tal deterioration at the advanced age of 91. 


Case 1.—An 81-year-old retired successful pro- 
fessional man was admitted to the hospital because 
of many difficulties occasioned by gradually in- 
creasing disorientation, memory defect, poor judg- 
ment, restlessness, and repetitiousness for the pre- 
vious 5 years. He required constant nursing care 
and it was impossible to manage him at home. 

On admission his mental status showed a restless, 
uneasy man wandering aimlessly about the hall. He 
talked in a rambling manner, was disoriented for 
time, place, and person, and had gross memory de- 
fects, He could not remember the names of any of 
his associates and did not know where he was. He 
had considerable tendency to confabulate. 

Physical examination revealed an elderly male in 
good general health, with a firm, steady gait and 
quick vigorous movements. He had evidence of 
slight arteriosclerotic changes in his radial vessels 
and second degree changes in his fundi. His heart 
and lungs were normal. His blood pressure was 
"Ho, Neurological examination was negative. His 
Clinical laboratory examinations, including blood 
count, blood serology, urinalysis, and chest x-ray, 
were normal. The patient was considered to have a 
senile psychosis with simple deterioration. 

i Within a week following admission he had settled 
own comfortably on the hall. His personal ap- 
pearance, with some assistance, was excellent and 
well-groomed, He was inclined to be circumstantial 
in amiably talkative. He particularly enjoyed talk- 
an with his physician with whom he would walk 
‘round the hall on rounds, asking questions and 
impressively giving advice even though it did not 
Denain to the situation at hand. He continued to 
r OW gross recent memory defect but retained some 
See past events which he liked to dis- 
bein with his physician. Disoriented, he spoke of 
fei at a hotel, He occasionally stated that he was 
eed to his club for a few days but added signifi- 
‘tabs that perhaps he would not go. Altho 
ee to Concentrate sufficiently in occupati 
aren, he enjoyed walking and sitting on the 
Fihi s. He cooperated well on the hall routine 
its regular rules, habits, and freedom from 
confusion, 
ma this case his relation with the physician, the 
jind aides, together with the high morale of 
» Contributed to the patient’s ability to main- 


tain his best level of adjustment with a contented 
mind and a feeling of security. Individual attention, 
which has an emotional meaning even to a mentally 
deteriorated patient, often sustains him much better 
than highly complicated procedures which do not 
meet such needs. 


Case 2.—The patient, a married man of 82, was 
admitted to the hospital with a recurrent depression. 
He was a man with many civic interests. At the 
age of 66 he had been treated at this hospital and 
recovered from involutional melancholia. His 
family history revealed long-lived stock with no 
psychopathy but with several unstable relatives. For 
2 years the patient had been worried about financial 
difficulties and his future. His visionary and im- 
practical personality had resulted in several business 
failures. He had been an impulsive, self-reliant, 
egotistical person who did not learn by experience, 
He was subject to vacillations of moods, was opin- 
ionated and liked his own way. He endured dis- 
comfort poorly. 

Physical examination revealed a man of pyknic 
habitus who looked 20 years younger than his age 
and whose general health was good. His special 
senses were not particularly impaired except for a 
poor sense of smell. His hearing was good and his 
vision well corrected by glasses. He wore dental 
plates. His lungs showed moderate emphysema and 
blood pressure was %0, Clinical laboratory ex- 
aminations were within normal limits. 

Mentally he was depressed, preoccupied, and 
mildly agitated. He talked easily but was self- 
depreciatory, concerned with his sins, and at times 
retarded. He said he could not eat and that his 
bowels would not move. He confessed his guilt 
about present as well as past erotic thoughts and 
activities. His sensorium was clear and his memory 
intact. His insight and judgment were poor. He 
was considered to have manic-depressive psychosis, 
depressive type. 

Within a week following admission he was more 
alert and active but continued depressed. Six weeks 
after admission, electric shock therapy was given 
with the use of intocostrin, and in the next month 
he was mentally improved, There was some residual 
memory defect which completely disappeared in a 
short time. Three months later he left on an ex- 
tended visit, did some radio broadcasting and gave 
some lectures, but within 2 months again became 
depressed and wished to return to the hospital where 
he felt relieved. His condition has fluctuated some- 
what since that time but he has been content to re- 
main in the hospital. ‘ r 

Two years later he developed hematuria which 
required the removal of bladder calculi and he also 
had a partial prostatectomy for a benign enlarge- 
ment. His spirits were fairly high following these 
procedures. He enjoyed talking about politics. Al- 
though he often wished to stay by himself it was 
noteworthy that he was always eager to talk to his 
doctor. In 1949 he had a severe gastrointestinal 
hemorrhage with a mild state of shock due to peptic 
ulcer. It was decided to treat this condition con- 
servatively; after 3 months he had recovered with 
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no further trouble. Later in 1949, however, he had 
a left hemiplegia which left him incapacitated for 
most physical activities. Now, in spite of his hemi- 
plegia, and other difficulties, he reads voraciously, 
does some writing, enjoys making sharp and witty 
literary criticisms, and remains mentally clear at 
the age of 91. 

This patient shows the value of individual treat- 
ment in a rather crotchety person who is completely 
dependent upon his care, is likely to criticize it but 
nevertheless shows that he appreciates the many at- 
tentions that he receives, and has marked emotional 
dependence on the hospital and staff. Although 
physically incapacitated, with mild fluctuations of 
moods, he remains mentally clear. He is able to 
continue relatively comfortable at an optimum level 
of personality organization despite serious limita- 
tions at an advanced age. 


SUMMARY 


Fear of losing independence and individual 
identity precipitates emotional difficulties in 
aging people. These disturbances often occur 
long before actual incapacity. The time and 
degree of aging is individual. Our cultural 
attitude generally and artificially places it at 
retirement after the age of 65. Many prob- 
lems of aging are now imposed rather than 
inevitable. Such problems require individual 
attention to prevent personality disorganiza- 

_ tion and to stimulate the best level of func- 
tioning in those with different degrees of or- 
ganic physical or mental incapacity. 

Social recognition of the value and useful- 
ness of aging people with opportunities for 
‘employment and security consistent with 

their capacities and desires are necessary to 
solve the problems of a tremendously increas- 
ing aging population. Such advantages must 
be related to individual needs. Families need 


to understand their aging members, The 
physician, often a psychiatrist, must be com- 
pletely familiar with the facilities of commu- 
nity services to meet individual needs for em- 
ployment, financing, housing, religion, adult 
education, nursing homes, hospitals and med- 
ical attention. 

Individualized care supports the morale 
and personality integration of those in their 
own homes, homes for the aging, or in hos- 
pitals including those for mental disorders, 
An environment without too much change or 
too many new people often enables confused 
patients to maintain a relatively clear sen- 
sorium. The aging should not be submerged 
in routine but should be encouraged, when 
capable, in hobbies or productive chores. 
They should be allowed some cherished pos- 
sessions of their own for stability and reas- 
surance offered by continuity with memories 
of the past. Personal relationships are a 
great support. Short walks, sitting outdoors, 
and recreation evoke interest. Maintenance 
of health habits and personal appearance are 
essential. The cases of 2 aged hospital pa- 
tients are presented. 
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ANNUAL MEETING OF THE WORLD FEDERATION FOR MENTAL HEALTH 


The 1953 annual meeting of the World 
Federation for Mental Health was held in 
Vienna, August 16-22, In 2 specific ways 
this meeting was a distinct step forward in 
the development of that organization. First 
of all, it accomplished what was hoped in 
locating it in Vienna. An annual meeting is 
held in countries where there is good pros- 
pect of strengthening the national mental 
health association. In Vienna, the Austrian 
Association did itself proud in making excel- 
lent arrangements. The meeting provided that 
Association with a definite and concrete focus 
which tended to weld it together more 
strongly. The meetings of the Federation 
were held at the University of Vienna under 
the general leadership of Dr. Hans Hoff, pro- 
fessor of psychiatry. 

Public officials participated to an unusual 
extent, some of them appearing several times, 
and it was very evident that they were im- 
pressed by the needs and opportunities in this 
field. The meeting was attended by over 400 
Persons, many of whom were accustomed to 
thinking within the range of international 
matters, 

Tn addition to strengthening the national 
association for mental health, the annual 
meeting added new recruits to those already 
interested in world affairs. This came about 
peoaly in the group sessions. Heretofore, 
; ese working groups, of which there were 
a or so, concentrated on the production of a 
Ea: on one or another aspect of the field 

mental health. There is, however, some 
Eron as to the value of a report produced 
BR n a time by a group that had not 
in a together before. In the 1953 meet- 

8g the objective was somewhat changed, and 
age was thought of more as a means of 
S = the participants together to think and 

a n terms of world needs and conditions. 
ee is no question that in the past 4 or 5 

a meetings of the World 

oe = ave greatly increased the num- 
ing with ore who are capable of function- 
is broader perspective. 


It was interesting in some of the meetings 
to see a shift from local or national to inter- 
national perspective take place. In one ses- 
sion a participant began with the apparent 
feeling that he needed to stand as a spokes- 
man for his own country. As the meeting 
progressed, and he found that others were 
not being quite so provincial and promotional, 
his position also softened. There was a prob- 
lem with those who were not accustomed to 
free discussion. They apparently felt con- 
siderable anxiety at not being able to make 
speeches. In fact, some actually relieved 
their anxiety by making them. 

The scientific part of the meeting was pre- 
sented in either German or English, with 
translations into the alternate language. The 
meeting consisted of plenary sessions in 
which special topics were presented and dis- 
cussed. At one of the plenary sessions there 
was a review of progress in mental health in 
several continents. 

The formal program was considerably 
varied. One of the outstanding presentations 
was by Dr. Maria Pfister, a report of her 4 
years’ work with refugees. Of interest also 
is the fact that 3 delegates from Russia at- 
tended the meeting, bringing with them for- 
mal papers which were more appropriate for 
a professional meeting of psychiatrists. Nev- 
ertheless, a place was made for them. They 
spoke in German, with simultaneous interpre- 
tation into English, and their papers were 
translated into English, duplicated, and 
passed around to the audience. 

Among the presentations was an English 
film showing the psychological effects of hos- 
pitalization upon a child, in this case for re- 

of a hernia. As a result of this film 
many hospitals have changed their visiting 
privileges for parents in order that the psy- 
chological damage to the child may be mini- 
mal, Mental health associations elsewhere are 
interested in liberalizing visiting regulations 
in behalf of the mental health of pediatric 
cases. 

Another presentation showed the detrimen- 
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tal effects of institutionalization upon other- 
wise normal children. The accompanying 
film showed in these children behavior dis- 
turbances similar to those of idiots. We have 
tended to think of the rocking habits of idiots 
as an inherent part of the mental deficiency. 
It may instead be a superimposed characteris- 
tic brought about by their psychological isola- 
tion. This work may lead to some experi- 
mental approaches to the handling of children 
of very low intelligence, so that these pos- 
sibly reactive effects can be eliminated. In 
other words, we can begin to speak of ther- 
apy with the low-grade mentally deficient. 
Perhaps I should not say “begin.” This ap- 
proach to children of low-grade deficiency is 
not new in this country. The work of Dr. L. 
Pierce Clark has, however, been forgotten 
more or less for some 25 years and with this 
new impetus it may possibly revive. 

As I have said, participants in the annual 
meeting were divided into working groups, 
each of which had 3 sessions, I participated 
in the group on mental health problems of 
refugees. These problems are probably closely 
related to those of migrant workers and other 
displaced persons, e.g., Puerto Ricans, and 
the mental health work that has been done 
with refugees should be carefully inspected 
for potential values in meeting the problems 
of migrants, 

The program for the International Con- 
gress on Mental Health to be held in Toronto 
next year received consideration. In anticipa- 
tion of this Congress, the National Associa- 
tion for Mental Health of the United States 
is undertaking to convene a special commis- 
sion which will present a report on the men- 
tal health needs of the country. The first 
meeting of this commission will be held at 
the time of the annual meeting of the Na- 
tional Association in Cleveland, 

It is planned, subsequent to this Congress, 
for representatives of national associations 
to meet in order to draw out of the Congress 
experiences of value to national associations 
for mental health. 

The new President of the World Federa- 
tion is Professor H. C. Rumke, professor 
of psychiatry at the University of Utrecht 
and Rector of the University. The Vice- 
President, and President for next year, is 
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States, The undersigned continues as Treas 
urer. 

The following member associations 
represented at the Vienna meeting: 

American Neurological Association, A 
ican Psychoanalytic Association, Ameri 
Orthopsychiatric Association, American 
ciometric Association, Canadian Associati 
for Mental Health, Liga Mexicana de Sal 
Mental, Menninger Foundation, National 
Association for Mental Health, Nationa 
League for Nursing, and The American P! 
chiatric Association. 

The official duties of a delegate of a m 
ber association of the World Federation 
highly important, and their participation il 
essential, since they represent the basic 
thority of the organization. The national dele 
gations cast one vote for the Board of Dt 
rectors and officers. It should be recog 
that officers or members of the Board of 
rectors are not spokesmen for the coun! 
from which they come, for with a board of 
I5 persons it is impossible for all counttiés 
to be represented and each member of 
Board must, therefore, serve in an inte 
tional capacity. Dr. Paul Friedman, 
senting the American Psychoanalytic #8 
sociation, was chosen to cast the vote 0) 
members from the United States. i 

Elected to the Board for a 3-year tem 
were: Dr. Hans Hoff (Austria), Miss: 
Marwick (South Africa), Lady Norma 
(United Kingdom), and Prof. Pacheco } 
Silva (Brazil). Substitute members of 
Board elected for one year include: 


Dr. Bartemeier will continue to serve 
the expiration of his term next year. 
Board has, therefore, been broadened 
in addition to psychiatrists, it inclu ri 
psychologist, one layman, one public hea 
official, and one nurse. iat 
One important step taken was the € ‘tt 
lishment of a Committee of Honor to E i 
the sages of our field who have more ong 
retired, Six were chosen from te a 
States, two being members of The Am 
Psychiatric Association—Dr. William 4 
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and Dr. Ellen C. Potter. The others are Dr. 
Haven Emerson, Dr. C.-E. A. Winslow, Mr. 
Homer Folks, and Mrs. Clifford W. Beers. 
As to finances, the situation of the World 
Federation is as follows: For the year 1954 
there is assurance of $24,000 and for 1955 
$20,000. With a minimum budget of $64,000 


this means that a considerable amount will 
have to be raised if the Federation is to oper- 
ate with any degree of efficiency, or to under- 
take development of a program of consul- 
tation with member associations, provide 
information and other services. 

Gerorce S. Stevenson, M. D. 


THE MOB MIND 
Beliefs rest for the most part on foundations which arguments cannot reach—on feelings, 


habits, prejudices, the bias of interests and of 


wishes and of fears, and they change without 


reason when the substratum of feeling in which they are rooted changes. All history 
shows that revolutions of popular belief have not taken place gradually in consequence 
of the assaults of reason, but suddenly from no immediate help of reason, in consequence of 
a certain change of sentiment that has been insensibly brought about: the multitude which 
is shouting acclamations at its hero one day is howling execrations at him on another day, 
and could give not intelligent reason either for its adoration or its hatred, or for the change 
from the one to the other. The effect of mental infection, when enthusiasm is inflamed, is 


to cause multitudes to think and howl together, as jackals hunt, in packs. It is as 


with the 


spread of a conflagration; the heat of the burning part raises the adjacent parts to a tem- 
perature at which they easily catch fire, and so one earnest fool makes many fools. 


—Henry MAUDSLEY, ? 
The Pathology of the Mind 


PRESIDENT’S PAGE 


The American Psychiatric Association has 
worked for over a hundred years to improve 
the care and treatment of the mentally ill. 
The formation of the Committee on Certifi- 
‘cation of Mental Hospital Administrators 
is another indication that the Association is 
mindful of its goals and is alert to oppor- 
tunities to actualize them. 

At the time of the birth of the Association 
there was considerable divergence of opinion 
as to who should be the chief executive offi- 
cers of organizations or facilities which later 
became mental hospitals. Up to that time 
institutions for the mentally ill were under 
the control of church groups or political sub- 

_ divisions of government. The founders of 
this Association felt as we do now that it 
was in the best interest of patients that phy- 
sicians, and later psychiatrists, be the chief 
executive officers of mental hospitals. This 
Association has continued to maintain this 
basic principle. 

In the past, mental hospital administrators 
received their training by preceptorship. 
While this has produced many outstanding 
mental hospital administrators, it has not 
been able to meet the growing demand for 
psychiatrists with administrative ability. It 
has became apparent that the preceptorship 
method needs to be supplemented by more 
formal processes of training in the nonmedi- 
cal aspects of hospital administration. 

__. The Association has always regarded it as 
_ unwise and unsound to separate the “admin- 
istrative” from the “medical” aspects of 
mental hospital operations and to confine the 
physician’s responsibility to the latter. The 
American Psychiatric Association believes 
that all mental hospital operations have an 
important and direct relationship with the 
therapeutic progress of patients and that ac- 
cordingly only a physician should assume 
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total responsibility for them. TI 
is set forth without prejudice to 
body of laymen who serve as ski 
dispensable executive assistants 
sician-administrators of the ment 
of the United States and Canada, 

In 1951 it was brought to the 
the Council that if our policy re 
chief executive officers of mente 
were to be maintained, it was incum 
this Association to consider how m 
pital administration could be impi 
suitable recognition could be give 
intendents of experience and stat 
physicians could be certified as 
this field; and how this specialize 
medical practice could be made mo 
tive to young psychiatrists. 

An ad hoc committee was a 
study these problems. The 
through correspondence, confere 
questionnaires, thoroughly investi 
training standards and optimal q 
for mental hospital administrators i 
ied methods of certifying them as” 
On the basis of this committ 
mendation, the Council and the me 
of the Association on May 6, 1953) 
the establishment of a permanent 
on certification of mental hospital 
trators. The members of the commi 
appointed shortly thereafter by 
dent. The committee is now at work 
up policies, procedures, regulati 
methods for examination and ce 

This board, composed of eminen 
trists and consultants, under the 
Dr. Francis J. Braceland as P 
Dr. Crawford Baganz as secretary, 
sured of making an important 
to psychiatry in this continent. 


Kennetu E. APPEL 


COMMENT 


COLLEGE MENTAL HYGIENE SERVICES 


Since the turn of the century, there has 
been growing interest in, and demand for, 
mental hygiene services among American col- 
leges and universities. The trend has become 
progressively more marked during the past 
15 or 20 years. On the basis of a questionnaire 
survey in 1936, with almost 500 colleges re- 
plying, 93% indicated attention along mental 
hygiene lines to be an important need. Like- 
wise, 41% of these institutions reported 
some type of service of this kind already 
existing, and 45% more were interested in 
the establishment of such services. On the 
basis of a later survey,” 550 psychiatrists 
were found to be giving some time to work 
of this kind, although only 25 were full time. 
Further, it has been reported that at least 
10% of students request help of this type. 
Of significance also is it that in recent years 
there has been increasing interest in other 
countries, and especially in the British Isles 
where the matter has evoked considerable at- 
tention, but with still very little accomplished 
in a specific professional and organized way 
in dealing with the problem. 

The subject deserves serious consideration, 
Particularly in the light of the finding that 
es than half of all students who enter col- 
i do not remain long enough to graduate. 
‚owever, even in the United States where 
ee and activity have been of consider- 
site sation, the problem is very far from 
ne ao ved. ‘There are many institutions 
aa provision and, among those having 
ee acility, there is considerable diversity 
ae effectiveness, setup, and the type of 
ao involved, among others, psychia- 
i ae neral physicians, psychologists, so- 
o Sdent ue vious advisers, nurses, deans 

tents, interested faculty members. 

n view of the large number of collegiate 


instituti : 

—Sittutions and the relatively small number 
1 

eae T. Mental hygiene services for Col- 
ct. iggy, Civersities. Mental Hygiene, 21: 559, 
2T a 

ea Hole of Psychiatrists in Colleges and Uni- 

demic Faen, Be Sat 1950, Committee on Aca- 
i 1, Grou 
iatry, Topeka, Ronee the Advancement of Psy- 


of psychiatrists in the national community, 
it is rather unrealistic to proceed with the 
idea of providing exclusive psychiatric serv- 
ice for all, even if this were desirable. More- 
over, for most college budgets, the expense 
involved is prohibitive ; and besides, the usual 
training for psychiatrists is by no means spe- 
cifically preparative for this work, consider- 
ing the special nature of the clinical material, 
the age range, and the specific problems, de- 
mands, and exigencies of the college context, 
academically and otherwise. Further, with 
respect to many institutions, aside from 
budgetary considerations, there is not suffi- 
cient enrollment to justify full-time psychi- 
attic personnel, even if obtainable. It should 
be mentioned, too, that there has been in- 
creasing interest and entry of nonmedical 
workers into the field, more particularly psy- 
chologists and psychiatric social workers. 
Again, for these groups there are limitations 
in view of the nature of the preparation and 
the absence of the holistic experience gained 
through medical training. 

The point presents itself that this work 
perhaps may represent a special field in it- 
self, falling in the common ground between 
psychiatry and certain nonmedical spheres, 
as clinical psychology, psychiatric social 
work, and the various categories of guid- 
ance. The desirability is suggested therefore 
of defining a special professional area or 
category, which might be termed clinical 
counseling, based upon and drawing from the 
knowledge, thinking, and experience of all 
the fields mentioned and specifically geared 
to dealing with student problems. Toward 
this end, special training plans should be 
worked out, integrating in a functional inter- 
disciplinary way the pertinent aspects of the 
various areas involved, more particularly, of 
course, those of medicine, psychology, and 
social work. In this way, the medical and so- 
cial needs could be much more readily and 
fully met, and the specifically oriented psy- 
chiatrist utilized more on a directional and 
consultational basis and for special cases, 
part time or full time. 
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At any rate it must be recognized that a 
special professional need exists in the pro- 
gram for solving a very pressing and still 
rather confused problem. In principle too, it 
might be added, the foregoing might well 
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have bearing for other fields of social rela- 
tions as probation work, the pastoral func- 
tion, industry, and others. 

TARI 


NO PSYCHOSURGERY IN THE U.S.S.R. 


The following translation of an order of 
the Soviet Ministry of Health, appearing in 
the publication Neuropathology and Psychi- 
atry, has been provided by Dr. Ronald Har- 
greaves of the World Health Organization. 
Dr. Hargreaves sent this document to Dr. 
Bartemeier who had kindly transmitted it. It 
is clear enough for him who runs to read. 


ORDER or THE Ministry or HEALTH 
oF THE U.S.S.R. 


On the initiative of Prof. M. A. Goldber- 
ger (Gorky Medical Institute), Prof. A. S. 
Shmaryana (Central Institute of Psychiatry, 
RSFSR) and Prof R. Ya. Golant (Lenin- 
. grad Institute of Psychiatry) treatment of 
neuropsychiatric diseases by means of pre- 
frontal leucotomy was begun, although the 
theoretical, clinical, and experimental bases 
are inadequate. 

Trials of the therapeutic effectiveness of 
this method and study of its remote effects 
showed that it not only has no advantage 
over other methods of curing these diseases 
but causes undesirable organic changes 
which prevent further therapy. 

The Medical Council of the Ministry of 
Health of the USSR at its session on No- 
vember 30 of this year considered the ques- 
tion of prefrontal leucotomy as a therapeutic 
method and recognized this operation as be- 
ing theoretically unsound; the use of pre- 
frontal leucotomy for treating neuropsychi- 
atric illnesses conflicts with the basic prin- 
ciples of the physiologist I. P. Pavlov. 

In accordance with the decision of the 


Medical Council the Ministry of Health of 
the USSR of November 30, 1950: 

1. The use of prefrontal leucotomy for 
neuropsychiatric diseases is forbidden. 

2. It is the duty of the Ministries of 
Health of the United Republics, in control 
of health in counties, districts, and bor- 
oughs, stringently to enforce Point 1 of the 
present order and henceforth to prohibit the 
use of prefrontal leucotomy for the treat- 
ment of neuropsychiatric diseases in medical 
institutions. 

3. Control of the carrying-out of the pres- 
ent order shall be the responsibility of the 
Chief Administrator of muncipal institutions, 
Comrade D. D. Fedotov. 


Signed: E. Smirnov, 
Minister of Health of the USSR. 


Neuropatologiya i Psikhiatriya 
(1951) 20, IF 


Dr. Hargreaves quoted also a lengthy 
criticism of the theory of leucotomy by mi 
chaturyan which appeared in Neuropat i 
ogy and Psychiatry (20, (1) 18, he * 
wherein the opinions of numerous pe 
authors were cited. The misguided ten en 
cies of a few to listen to Western bate 
were exposed and castigated ; other ied 
was unanimous agreement that foreign” 
ries re psychosurgery were unsound an ings 
metrically opposed to the clear erat 
of Pavlov. The dutiful Soviet psychia r 
registered their unswerving adhesion A 
official version of Pavlovian doctriné E 
their emphatic opposition to the N 
capitalistic surgical adventuring of 
doctors. 


NEWS AND NOTES 


DeatH oF Dr. BRENNAN.—The many 
friends of Dr. Edward L. Brennan were dis- 
tressed to learn of his sudden and untimely 
death on September 27, 1953. He was in the 
private practice of psychiatry in Hartford, 
also director of the outpatient clinic at Saint 
Francis Hospital and attending psychiatrist 
at the Veterans Hospital, Northampton. Co- 
founder of the Guild of Catholic Psychia- 
trists, he was a diplomate of the American 
Board of Psychiatry and Neurology, and has 
been a fellow of The American Psychiatric 
Association since 1939. 

Dr. Brannan was born in County Carlow, 
Ireland. He attended Summerhill College 
and the National University of Ireland. He 
came to the United States in the late 1920's, 
joined the staff of the Vanderbilt Clinic in 
New York City as attending psychiatrist and 
was also an instructor at Columbia Univer- 
sity. He joined the late Dr. Burlingame in 
Hartford in 1938 and became a staff psychi- 
atrist and later executive officer of the Insti- 
tute of Living, 

Dr. Brennan was a hard worker and spent 
long hours in his office and his clinic. His 
love of his work was second only to his de- 
Votion to his family. His 2 children are fol- 
lowing him in the profession of medicine. 
On the conservative side of things psychi- 
atric, he was fully aware of everything that 
was going on in his specialty. The news- 
eh wrote his epitaph well when they said 
aa there were many people quietly depen- 
ee upon him” and it was known that he 
him TON of “little people.” He interested 
ae in his patients beyond their medical 
the Psychiatric problems and he treated 
l Her with kindness and charity. In his death 

te and psychiatry lost a sincere, hard- 
ne ing physician who lived up to all the 

S of his profession. 


Loe APPLETON H. Pierce Dires—Dr. 
vole, consultant in psychiatry at the mental 
Ae r clinic of the Veterans Administra- 
„2 otce at Miami since 1946, died in Leo- 


minster, Mass: 
at the age of eee September 25, 1953; 


Graduating from Harvard, M. Ed., 1889, 
and M. D., 1895, Dr. Pierce interned at the 
Worcester City Hospital. He was a medical 
officer and clinical director of the USPHS 
Hospital in West Roxbury, Massachusetts, 
from 1920 to 1924, then joined the Veterans 
Administration in Northampton where he 
remained 6 years, after which he served as 
manager of the VA in Coatesville, Penn- 
sylvania, until 1943, when he accepted the 
position of assistant superintendent of the 
Philadelphia State Hospital, in which post he 
continued until 1946. He published many 
articles on occupational and recreational 
therapy in the Veterans Administration. 

Dr. Pierce was a fine gentleman who im- 
pressed his associates by his sincerity and 
wisdom. He never failed any who needed his 
help. He was an examplar of the “art of 
living” the good life, and he endeared him- 
self particularly to those whose fortune it 
was to work with him. 


Tue ALLAN MEMORIAL INSTITUTE OF 
Psycuiatry.—On October 21, 1953, the 
new wing of the Allan Memorial Institute, 
which is an integral part of the Royal Vic- 
toria Hospital in Montreal, was formally 
opened. Built to meet the demands for treat- 
ment which come from all over Canada and 
beyond, the new building expresses the basic 
policy of the Institute—that of a completely 
open hospital and identical in this respect 
with the parent institution, the Royal Vic- 
toria Hospital. The enlarged Institute will 
be able to provide under optimum conditions 
the most advanced therapy available and par- 
ticularly psychotherapy. 

The old building is being extensively re- 
modelled to offer greatly increased ambulant 
services. The director, Dr. D, Ewen Cameron 
states that when the alterations and addition 
are completed, the new Allan Memorial In- 
stitute will be able to provide inpatient and 
ambulant services to about 250 patients daily. 


Dr. Noran Lewis Assumes New Post. 


—As of August 30, 1953, Dr. Nolan DCs 
Lewis resigned from the directorship of the 
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New York State Psychiatric Institute and 
the professorship of psychiatry in the Col- 
lege of Physicians and Surgeons, Columbia 
University, in order to accept the position of 
director of research in neurology and psychi- 
atry in the newly organized New Jersey Neu- 
ropsychiatric Institute at Skillman. Dr. 
Lewis took this action by reason of his wish 
to return to personal, intensive research, re- 
lieved of the onerous duties of hospital ad- 
ministration and teaching routine. 

Dr. Lewis has had a remarkable career as 
original investigator and reporter, teacher, 
administrator, and editor; and in his new 
post will return to the kind of work in which, 
from first to last, he has been most interested. 
Both he and the New Jersey service are for- 
tunate in the new association, 


GALESBURG STATE RESEARCH HOSPITAL. 
—On October 17, 1953, was dedicated the 
Thudichum Psychiatric Research Laboratory 
at the Galesburg (Illinois) State Research 
Hospital. This laboratory is named in honor 
of John Lewis William Thudichum, M. D., 
F. R.C. P. (1828-1901), founder of brain 
chemistry. Dr. Thudichum was born in Ger- 
many and went to England at the age of 23 
and remained there during the rest of his life. 
His pathfinding book, Chemical Constitution 
of the Brain, was published in 1884. 

Dr. R. J. Graff, superintendent of the 
Galesburg Research Hospital, and other dis- 
tinguished speakers presented a scientific 
program to mark the dedication ceremonies. 


Dr. Louis Casamasor HonoreD.—Dr. 
Louis Casamajor, professor emeritus of 
clinical neurology at Columbia University 
and consultant at the Presbyterian hospital, 
was one of 25 individuals who received dis- 
tinguished service awards in connection with 
the twenty-fifth anniversary of the Columbia- 
Presbyterian Medical Center, October 12-13, 
1953. These awards, first of the kind made 
by the institution, commemorated contribu- 
tions by Dr, Casamajor and his colleagues to 
the growth and development of the medical 
center. 

Dr. Casamajor was a member of the teach- 
ing staff of the medical center from 1914 to 
1948. He is a former president of the New 
York State Neurological Society, the New 
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York State Society for Clinical Psychiatry, 
and the New York Psychiatric Society, In 
1952, he was awarded the Congressional Se- 
lective Service Medal, 


YALE DEPARTMENT oF PSYCHIATRY.—In 
the notice (October issue) of the appoint- 
ment of Dr. Norman Cameron to the staff in 
psychiatry at Yale, an erroneous impression 
was conveyed. The Department of Psychi- 
atry is represented by 3 full professorships: 
Dr. Theodore Lidz is psychiatrist-in-chief of 
the Grace-New Haven Community Hospital; 
Dr. Norman Cameron, recently appointed, 
will continue at Yale his research in behavior 
pathology; Dr. Redlich continues as Chair- 
man of the Department. 


SoUTH AFRICAN MEDICAL JOURNAL — 
The September 19, 1953, issue of this publi- 
cation contains a number of summary articles 
on psychological medicine which are of con- 
siderable interest. These papers were read 
at the plenary session on psychological illness 
at the South African Medical Congress held 
in Johannesburg, September 1952. The con- 
tributions deal with psychiatric problems m 
South Africa, with mental hospitals and ex- 
tramural treatment facilities, psychological 
ills of childhood and psychological problems 
in surgery, and with the question of mind- 
body relationships. 


PSYCHOSOMATIC INSTITUTE AT To 
— Specialists in psychosomatic medicine ie : 
present a special 3-day institute on emotio i 
and the female reproductive system at Py 
Topeka psychiatric hospitals, Decem 4 
12, 1953. The institute, sponsored Ha of 
Menninger Foundation and the Univers! y 
Kansas Medical Center, will be E i 
with the cooperation of Winter Veterans i 
ministration Hospital, Topeka State Ha KA 
the Kansas State Board of Health, an 
Kansas Medical Society. ee A 

Enrollment is open to all practicing r 
cians in the Mid-West, but must be limite K 
80. Further information concerning At 
tration may be obtained from en ak 
ham, Extension Program in Medicine, 


help cover the program and adni 
costs. Complimentary enrollment 1 
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s and residents upon identification by 
hospital superintendents. 


W YORK STATE SCHOOLS oF PsycHI- 
| Nursınc.—The affiliation program 
dents in the New York State Depart- 
of Mental Hygiene schools of nursing 
en considerably expanded for those en- 
the 1953-54 class. Some 200 students 
ed at 13 of the Department’s schools 
enter as freshmen in 8 colleges and uni- 
ties in the state. They will attend college 
a week, taking same courses and en- 
ig the same privileges as the regular sci- 
udents. From the beginning of the 
course the arts of nursing will be 

at the home hospital. 


R. KrerscHMER Honorep.—In the Oc- 
"2, 1953, issue of the Deutsche Medi- 
he Wochenschrift, Dr. J. Hirschmann 
ii ingen is the author of a tribute to 

Ernst Kretschmer, professor of psy- 
in the University of Tübingen, on the 
ion of his sixty-fifth birthday (October 
53). He gives an outline of Dr. Kretch- 
5 professional career and emphasizes his 
contribution as a pioneer in the study 
Onstitution and its relation to mental dis- 
and in the general field of psycho- 
. Many colleagues and students, both 
ome and abroad, owe their training and 
ce to Prof. Kretschmer as director of 
| Neurologic Clinic of the University of 
n. His textbook of medical psy- 
y is an authority in German-speaking 
es and in translations in countries 
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Aw Execrric SHock FATALITY.—In the 
special mental hygiene number of the Dela- 
ware State Medical Journal (August 1953), 
prepared annually by the superintendent and 
staff of the Delaware State Hospital, Dr. 
George S. Rogg reports the case of a 50- 
year-old female patient who died 35 minutes 
after receiving her second electroconvulsive 
treatment. Several mental symptoms had 
been present some 4 months ; the patient was 
obese. There were large, superficial ulcers 
over both legs with moderate varicose veins. 
Postmortem examination showed a left pul- 
monary embolus of the diameter of a pencil, 
and 2 inches long, and was listed as the cause 
of death. l j 

The author suggests that while many pa- 
tients with varicose veins have been given 
shock treatment without following difficulty, 
it may be worth while to consider such pos- 
sibilities when varicose veins are present, 


NINTH INTER-AMERICAN MEDICAL CON- 
cress:—More than 2,500 doctors and medi- 
cal researchers from 22 nations of the West- 
ern Hemisphere will exchange information 
on the latest developments in medicine, sur- 
gery, and related fields during a 16-day medi- 
cal congress to be held in 6 South American 
ports and en route from New York to this 
year’s conference cities, Caracas, San Juan, 
Ciudad Trujillo, St. Thomas, and Havana. 
Over 700 U. S. representatives to the con- 
gress, sponsored by the Pan-American Medi- 
cal Association, will sail from New York, 
January 6, 1953, to meet with their colleagues 
in South America. N 

Further information may be obtained by 
writing Dr. Charles Crocker, Executive Sec- 
retary, Pan-American Medical Association, 
San Francisco, California. 


___ This world is a comedy to those who think, a tragedy ini who feel. 


‘oRACE WALPOLE, 
Letter to Horace Mann, 1772. 
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AtLAs oF ELECTROENCEPHALOGRAPHY, VOLUME II. 
Epwersy. By Frederick A. Gibbs, M.D. and 
Erna L. Gibbs (Cambridge: Addison-Wesley 
Press, Inc., 1952. Price: $25.00.) 


This is the second volume of a 3-volume atlas and 
deals entirely with the subject of epilepsy, not only 
electroencephalographic findings, but it also contains 
a wealth of clinical material of interest to anyone 
concerned with the diagnosis and treatment of 
convulsive disorders, 

After a brief historical survey and some general 
statements concerning the relationship of electro- 
encephalography to convulsive disorders, the authors 
discuss the neurophysiology of the seizure discharge. 
A brief review of neurophysiological terms and 
fundamental concepts is followed by a review of 
recent work on experimental convulsions and 
seizure discharges in animals. The effects of elec- 
trical stimulation are treated extensively as well as 
the influence of chemical substances and physical 
agents that excite or inhibit the convulsive phe- 
nomena. Efforts to stimulate in experimental ani- 
mals the various types of clinically recognized sei- 
zures are discussed in some detail. The authors next 
deal with the pathogenesis of epilepsy. They recog- 
nize that the precise biochemical basis of the dis- 
order remains obscure. This chapter, while highly 
theoretical, is a stimulating discussion and contains 
some ingenious diagrams illustrating their concepts 
of the pathogenesis of the disorder and of the in- 
fluence of a wide variety of factors that are believed 
to play a role in the epileptic state. 

The chapter on the clinical correlates of paroxys- 
mal cerebral dysrhythmia is a faithful presentation 
of the authors’ well-known point of view on this 
subject. Some of the statements concerning cor- 
relations between specific wave forms in the inter- 
reat pie ane specific clinical forms of epilepsy 

re not generally accepted 
workers in the field. nd ca es 

The clinical material on which the volume is based 
consists of 11,612 cases of which 5,638 were studied 
in sleep. Each of the diagnostic entities the authors 
recognize is then discussed in a separate chapter. 
These include, first, infantile spasms, the associated 
electroencephalographic abnormality of which the 
authors call hypsarhythmia. In other chapters the 
clinical entities and the electroencephalographic ab- 
normalities that are frequent accompaniments are 
given identical terms leading to continued confusion 
and requiring constantly qualifying legends in dia- 
grams, tables, and text. It is often difficult to tell 
whether the authors are referring to petit mal epi- 
lepsy as a clinical entity or the 3-per-second spike- 
and-wave pattern which the authors Persist in call- 
ing petit mal. This confusion of terminology is 
inescapable and is the reason most electroencephalo- 
graphers studiously avoid using terms applied to 

specific clinical entities when describing the shape, 
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frequency, and amplitude of waves seen 
This criticism of the terminology of the Gibb 
has been made so frequently in the past 
unfortunate that the authors have not s 
terms for the electroencephalographie abn 
that would clearly differentiate it from 1 
condition in grand mal, psychomotor, and 


tities of infantile spasm, Jacksonian and 
zures, and in thalamic and hypothalamic epi 
the electroencephalographic abnormalities tha 
authors have found to be present frequ y 
disorders are designated by purely descri 
The chapters on each of the clinical eni 
merated above are complete discussion: 
varieties of seizure as seen in this large gr 
tients. There are numerous excellent dia 
tables giving statistical data not only on the 
electroencephalographic abnormality but on 
incidence, types of auras, the presumed etii 
neurological signs and symptoms, and 
observations. The detailed classification 
many features of this large group of clini 
ties of convulsive disorders is one of greai 
the epileptologist. The text also includes a bi 
cussion of drug therapy as relating to each 
entity as well as a separate chapter on 
techniques, medical and surgical therapy. 

Valuable as the text is, the greatest com! 
the atlas affords is the many full-size rep 
of waking and sleep records seen in all of 
ties of clinical epilepsies. It is in the fi 
production of these abnormalities of el 
phalographic records that the book has i 
value, These tracings are the raw data 
never change no matter who wishes to arg 
the authors about terminology, interpretat 
therapy. ‘afl 

The bibliography, arranged alphabeti is 
tains close to 1,000 references and there is 
cellent index with references to the text 
plate number of the electroencephalograp! 
as well. The paper binding and printing 
class. { 7 

The book represents a work of which the 
may be justly proud. No electroencephal 
neurologist who is interested in the diag 
treatment of convulsive disorders should | 
this atlas, 


Rosert S. Dow, 
Portland, 


DIAGNOSTIC ELECTROENCEPHALOGRAPHY. ÆN 
M.D., Mortimer Ostow 
M.S. C.D., and Louis Greenstein, M: 
York: Grune & Stratton, 1952. Pi 


Electroencephalography is still in stage, 
growth. Its methodology, its specitic 
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nificance, its differential interpretation still depend 
a great deal upon individual approach and experi- 
ence. This is why each new trial to present a 
systematic account of EEG procedures and methods 
constitutes more than a didactic effort of conveying 
to the student the fundamentals of this method of 
neurological investigation. Almost every recent 
book in EEG summarizes a personal experience, 
analyzed through a prism colored by a particular 
neurophysiological or neuropsychiatric background, 
aiming to satisfy specific needs of a certain popula- 
tion of patients. The monograph written by Dr. 
Hans Strauss and his close associates, based on 
considerable firsthand information, gathered in a 
large hospital (New York Mount Sinai) with ac- 
tive neurological and neurosurgical departments, 
represents a valuble contribution, because of both 
the weight of their experience and the originality of 
their method in evaluation of EEG abnormalities. 
The first part of the book deals with the general 
aspects of electroencephalography: equipment, re- 
cording, artefacts, characteristics of the normal and 
abnormal EEG considered under different con- 
ditions, This chapter constitutes a successful 
attempt to help the beginner in his initiation to the 
EEG technic, An original classification of ab- 
normal records is offered, purposely underestimat- 
ing such unusual features as can be found in purely 
functional” disorders. Thus, fast activity and 7-per- 
second rhythm are presumably excluded from the 
criteria of abnormality. The beginner will find, 
however, in another chapter, the reference to inci- 
dence of fast activity in barbiturate intoxication and 
in Psychiatric disorders that may contribute to the 
evaluation of such records. The authors’ criteria of 
organic” abnormalities are based on both the 
Amount of delta activity above a certain critical 
level and the degree of asymmetries of the alpha 
thythm, 
re delta factor expressing the amount of delta 
r ythm from 6-per-second down is determined sep- 
oe! for each lead; its average value is compi 
rd each hemisphere, Samples of different types of 
i normalities, designated by an ingenious system of 
7al, are given at the end of the volume. 
ie ronounced and moderate focal, asymmetrical, 
id Ray shifting, and diffuse abnormalities 
aered as occurring either continually or in- 
ot 8 eee with or without bursts. Differentiation 
ia i ssn in regard to their frequency, 
edie ound of useful clinical significance. The 
at rite of spikes (which were only rarely pres- 
plainable cir population for some not entirely ex- 
tisti reasons) has not been submitted to sta- 
mae analysis, 
g re and third parts of this book are re- 
laik statistical elaboration of the incidence 
conditi erent abnormalities under various clini- 
and italie on the basis of the authors” experience 
gathered tt. compared with the reviewed findings 
S other laboratories. Personal data are 
the in numerous tables in which incidence of 
normality is gi p 
is is dai sien for each disease. 
the work, both ji y the most important part of 
or the beginner and experienced 
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electroencephalographer. It offers an opportunity to 
evaluate once more in the light of their experience 
the diagnostic possibilities and limitations of EEG. 
When one reviews critically the presented material 
from the standpoint of an individual EEG diagnosis, 
4 main conclusions emerge: (1) The presence of a 
normal record constitutes an argument of con- 
siderable weight both against the diagnosis of a 
gliomatous or metastatic supratentorial tumor or 
brain abscess. (The incidence of normal records is 
7—14% in patients with these disorders.) It would 
also constitute the same argument against the 
diagnosis of idiopathic epilepsy (incidence, 11% 
according to the authors). However, in view of 
the controversial definition of idopathic epilepsy, a 
more conservative figure of 24% found by the 
authors in combined idiopathic and symptomatic 
epilepsy seems to be more acceptable, particularly 
as they have not made systematic use of “activating” 
procedures. Conversely, the presence of an abnormal 
record would rule out the diagnosis of psycho- 

neurosis. Presumably this does not apply to 

obsessive-compulsive cases and those with “enceph- 

alo syncopes” (classified with epilepsies). (2) 

Whenever focal abnormality appears in patients with 

focal lesion of the convexity, whatever the etiology 

may be, the localizing value of EEG is very high. 

(3) The presence of a spike-wave pattern char- 

acterizes convulsive disorders but occurs only in 

about 20% of epileptic patients. (4) The finding 

of any other type of abnormality considered in itself, 

although occurring with different frequencies in 

various clinical conditions, does not permit one to 

make any specific clinical diagnosis. 

The last finding is familiar to every experienced 
electroencephalographer but much less so to the 
clinicians, The work of Strauss ef al. offers a 
statistical basis for its validity. For instance, in a 
differential diagnosis between the supratentorial 
gliomas and the vascular lesions, the presence of a 
normal record or of a record characterized by a 
marked asymmetry of alpha rhythm, favors a 
vascular etiology. However, if one faces an ab- 
normal record with delta activity, statistical differ- 
ences of incidence of various types of abnormality 
are not sufficient to make an individual diagnosis. 
Thus focal abnormalities are found in 66% of the 
abnormal records in patients with cerebral throm- 
bosis and in 80% of abnormal records in patients 
with supratentorial space-occupying lesions regard- 
less of the type. Corresponding figures for high 
degree focal abnormalities are 20% for the cerebral 
thromboses, 35% for supratentorial meningiomas, 
and 66% for supratentorial gliomas and metastases. 

In inflammatory diseases of the brain, asymmetri- 
cal focal abnormalities are found in about 25% of 
the abnormal records taken from patients with 
meningitis and meningoencephalitis as against 40% 
jn brain abscesses, the differential diagnosis there- 
fore being difficult. Diffusely abnormal records are 
found in 16% of the referred cases with systemic 
infectious diseases, 30% of the cases with cardio- 
vascular disorder (with failure), 10% in diseases of 
the lungs (with cyanosis), all presumably without 
cerebral pathology. One may compare with these 
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figures the total incidence of abnormal records in 
cerebral disorders: in Iuetic encephalopathy, about 
30%; multiple sclerosis, 6%; congenital diffuse 
cerebral defects, without epilepsy, 45% ; acute ence- 
phalitis, 67%; and chronic epidemic encephalitis, 
20%. 

Records with bursts of delta activity are found 
with equal frequency—about 50% of all cases—in 
either aqueductal glioblastomas or idiopathic epi- 
lepsy; also, with lower incidence, (10-20%), in 
cerebellopontine tumors, dystonia, meningovascular 
lues, narcolepsy, congenital encephalopathy with 
convulsions, and in behavior disorders of children 
and adolescents. Generalized bursts of spike-and- 
waves are found in 12% of cases with grand mal 
epilepsy, 25% of cases with petit mal epilepsy, and 
13% of cases with a diffuse congenital cerebral 
defect (with seizures). 

The reviewer puts emphasis on these findings, 
which illustrate the difficulties of an individual EEG 
diagnosis; one must be deeply indebted to the: au- 
thors who, without overstressing this point, have 
rendered a public service by showing in their 
Diagnostic Epilepsy these fundamental diagnostic 
limitations of EEG, Obviously there is room for 
further progress through a wider application of 
activation techniques and of a more painstaking 
differentiation of the distribution of the focal pattern 
on the surface of the head in cases with vascular 
and space-occupying lesions. It remains that the 
diagnostic possibilities of the EEG are subordinated 
to a complete clinical appraisal of the patient’s 
condition. Only then, what represents a mere sta- 
tistical probability on the basis of the authors’ 
tables may become a quasi certitude in the light of 
the clinical picture, and vice versa. 

i The authors conclude by stressing once more the 
importance for the electroencephalographer to be 
informed about the specific diagnostic problem pre- 
sented by the patient referred to him and express 
their hope that their monograph, by showing what 
the electroencephalographer can and cannot do, will 
Contribute to a better integration of EEG into the 
total practice of medicine. 
i W. T. Lrerrsow, M. D., Ph. D, 
Hartford Hospital, 
Hartford, Conn. 


Tue PSYCHOPATHIC DELINQUENT AND CRIMINAL. By 


George Thompson, M. D. (Springfield: C. C. 
Thomas, 1952.) 


This little volume is ambitious in its scope. It is 
described by its author as “an attempt to apply the 
scientific method of statistical evaluation to large 
numbers of cases” and as “an attempt at complete 
objectivity and freedom from inhibitions resulting 
from acceptance of ‘authorities’.” When one views 
this effort objectively, it is apparent that methodo- 
logically it falls far short of its author’s mark, It is 
anything but scientific. Surely, in a study in which 
the hypotheses are so novel and unorthodox, one 
has the right to ask for carefully presented factual 
data in their support. These are either wholly lack- 
ing or so sketchily presented as to be nearly 
valueless. 


In the chapter entitled “The Evidence,” we have 
such unsupported statements as “psychopathic per- 
sonalities often appear to develop in the most whole- 
some environments,” and “we see numerous ex- 
amples” of normal individuals developing into psy- 
chopaths following cerebral trauma. In order to 
support the thesis that organic injury to the neryous 
system plays a prominent role in the production of 
psychopathy, there is an incidence table of “Neu- 
rological Signs Found Among 280 Delinquents,” in 
which are listed such vague and tenuous data as 
“altered deep reflexes, pathological reflexes, altered 
superficial reflexes, abnormality of cranial nerves, 
associated glandular and other physical disorders, 
and left handedness.” 

The author’s definition of “psychopathic person- 
ality” is a very loose one: “that personality devia- 
tion characterized by an inability of the afflicted 
person to adjust adequately and consistently to 
social standards.” The basic physiopathology is 
postulated as “malfunctioning engrammes in dien- 
cephalic-cortical pathways, permitting periodic re- 
leases of discharges from diencephalic centers to 
manifest themselves through abnormal pathways 
into the cortex.” This is produced by 2 factors in 
every case, “psychogenesis and cerebral injury, 
which may be of any type whatsoever as long as it 
adequately disrupts the neuronal pattern basic to 
personality function.” The organic factor may also 
be hereditary, of a “recessive genotype mode of in- 
heritance.” The author conceives of the basic pet- 
sonality defect of the psychopath not as his inability 
to form meaningful and satisfying relations with 
others but “an inability to develop an adequate ‘The 
cept of time, particularly with regard to self.” The 
book does not satisfactorily explain this concep! d 
but apparently it is held to be the chief factor bi: 
the psychopath’s inability to postpone imme 
gratification and his inability to learn by ene 
In further explanation of this theory, the aut i 
makes the very pessimistic and, I trust, imc 
observation: “A review of almost anyones Bis 
likely to bring to him a sense of depression 
almost anyone but a psychopath.” REE 

Although the author observes that pe aie 
sodes in the psychopath are evanescent, he hod 
cates the use of either electroshock or ine ag 
in their treatment. He believes that chen © t 
chiefly with phenobarbital and dilantin, 18 er, but 
treatment for the basic psychopathic disorachy the 
foresees the time when psychosurgery W" 
chief therapeutic agent. ia +h he af 

Many of the author’s assumptions, which Saers 
parently believes to be shared by f oe t manic- 
are open to serious question, €g- f alcoholism 
depressive insanity is a common cause 0: ate 
and “therefore contributes in marked degre delin- 
incidence of the so-called cases of payco ion and 
quence,” that pathological alcoholic pEr: “es indis- 
psychomotor epilepsy are in many MS toerotism is 
tinguishable, that a high degree of a e person- 
found among “patients with the epilepto 
ality syndrome,” etc, TIN con- 

This book on the psychopathic criminal Kan the 
siderably more value than De River's 
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sexual criminal, a piece of charlatanry with special 
appeal to sado-masochists, brought out recently by 
the same publisher. At least, Dr. Thompson pre- 
sents some interesting speculations, but unfortu- 
nately they are unsupported by adequate data. 
MANFRED S. GUTTMACHER, 
Baltimore, Md. 


SPEZIELLE PATHOLOGIE DER KRANKHEITEN DES ZEN- 
TRALEN UND PERIPHREN NERVENSYSTEMS. By 
Gerd Peters. (Stuttgart: Georg Thieme Ver- 
lag, 1951.) 

This German textbook gives in a concise manner 
a comprehensive account of the pathology of the cen- 
tral and peripheral nervous system, including most 
of the rarer conditions. Of particular value are the 
introductions to the larger subdivisions which offer 
a general survey over the subject before the indi- 
vidual diseases are discussed, similarly the conclu- 
sions following some of the chapters. Discussions 
of the pathogenesis help the understanding of the 
disease process. Discussion of the clinical pictures 
is generally kept very short but a fairly extensive 
chapter deals with the hypothalamic-hypophyseal 
syndrome. The illustrations, which were inten- 
tionally reduced to keep the price of the book low, 
are adequate, 

This book will be interesting to the pathologist 
as well as to the neurologist and psychiatrist, espe- 
cially since much of the literature is drawn from 
German sources which might not be familiar to all 
readers on this continent. 

C. L. Aszxanazy, M.D., 
University of Toronto. 


FUNDAMENTAL CONCEPTS IN CLINICAL PSYCHOLOGY. 
By G. Wilson Shaffer and Richard S. Lazarus. 
a York: McGraw-Hill, 1952. Price: 

.00, 


Shaffer and Lazarus describe their book as “an 
effort to present a systematic and integrated group 
of topics that are fundamental to satisfactory move- 
a in the clinical field. The emphasis of the book 
ri a on theory and methodology and is there- 
a rected both to the beginning student in clini- 
sa chology and to the person who has developed 

: ie gimpetence with clinical techniques.” 
me e first chapter the authors attempt to present 
es pagos the historical background of clinical 
fee ology, its current status and professional prob- 
this n excellent chapter on methodology follows 

pa e ssarily, superficial survey. 
nas next 5 chapters deal with the nature and 
ou cae of intelligence and personality. 
temin HET this section clinical psychologists are 
Sa of their responsibilities for research that 
iq, correct and enlarge their concepts of person- 
fee and of the need to examine their 
aera 5 such research is to be effective, A re- 
fini eet widely used tests of intellectual 
effects ing ollows with some consideration of the 
retical oa their construction of different theo- 
RN m of the nature of intelligence. 
uthors conclude that although the important 


theoretical approaches to the nature of personality 
differ in terminology, their concepts are quite 
similar, and that it probably does not matter 
whether one prefers the psychoanalytic or the 
stimulus-organism-response theories. The efforts of 
Mowrer, Dollard, Miller, and others to reconcile 
these 2 appoaches are barely mentioned. 

Surprisingly little attention is paid to the prob- 
lems of unconscious motivation nor is there any 
suggestion that they might be studied by research 
methods. It is rather grudgingly admitted that 
“almost all clinical psychologists assume, at least, 
that human behavior may be determined by proc- 
esses of which the individual is totally or partially 
unaware.” The projective tests are described as a 
product of the depth psychologists “who choose to 
understand behavior in terms of complex motiva- 
tions (many of which are considered to be uncon- 
scious.)” The projective approach to the study of 
personality is, however, considered valid since lab- 
oratory research demonstrates that a subject’s needs 
will affect what he perceives. Special attention is 
given to the need for research to validate and im- 
prove the main projective tests. The tendency to 
introduce new projective techniques with virtually 
no information to substantiate their value is ade- 
quately deplored. This section of the book, while 
a thorough and stimulating discussion, is to some 
extent marred by a rather irritable quality in the 
chapter on projective tests, occasional mixed meta- 
phors, and the use of the term “personologist” 
which it is to be hoped will not be generally 
adopted. 

Of the remaining 7 chapters 5 are devoted to 
the description of major theories and techniques 
of psychotherapy, one to physical and chemical 
therapies and the last to “the clinician in action.” 
The tone of the book changes sharply at this point. 
In the chapters on psychotherapy there is little of 
the emphasis on research that characterizes the 
treatment of other topics. However, there is an 
obvious attempt to inform the beginner of methods 
of psychotherapy other than Freudian psycho- 
analysis and nondirective counseling. The work of i 
Adolph Meyer here receives attention which is 
unfortunately rare in texts addressed to psycholo- 
gists. The chapter on the physical and chemical 
therapies is brief. Studies made by psychologists to 
aid in evaluating these types of treatment are 
mentioned rather than reviewed. The last chapter 
considers briefly the psychologist’s role in teaching, 
training, research, and clinical practice in various 
types of institutions, The book closes with 5 case 
histories that include quite complete reports of psy- 
chological examinations, 

Though this book might be used to introduce 
beginning graduate students to clinical theory and 
practice, it is likely to be of most value to advanced 
graduate students or professional workers who wish 
to organize their information on personality and 
intellectual functioning. 

Marcarer Mercer, Px.D., 
Saint Elizabeths Hospital, 
Washington, D. C. 
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PHEOCHROMOCYTOMA AND THE GENERAL PRACTI- 
TIONER. By Joseph L. DeCourcy, M.D., and 
Cornelius B. DeCourcy, M.D. (Cincinnati: 
DeCourcy Clinic, 1952.) 


The purpose of this book is to draw to the at- 
tention of everyone, and especially the general prac- 
titioner, that the presence of a pheochromocytoma 
should be considered in every case of essential hy- 
pertension. The authors do not mean, of course, 
that it is very common but to miss one is. They 
address the book, naturally, to the general man in 
practice because he sees so many people with 
essential hypertension of the ordinary varieties 
that he is in a more vulnerable position psycho- 
logically than the specialist who is more usually in 
touch with the unusual and the rare, and these 
things are closer to the surface of his consciousness. 
Nevertheless, it is a book that everyone can profit 
by. They emphasize that pheochromocytoma is a 
“great mimic” among hypertensive disorders, and 
short statements from many writers illustrate this 
truth, 

The clinical symptoms and signs that make one 
suspect the condition as well as those of the most 
typical cases are very clearly described and ex- 
amples are given without skimping. The all-im- 
portant means of confirming the suspicion and the 
older and newer methods are gone into thoroughly. 
The difficulties and dangers of some of the older 
tests and the points that confuse the issue are con- 
sidered carefully as by those who know how diffi- 
cult it is to be sure of interpretation of any tests 
that are easy to describe in books. The tests that 
has proved of real value are carefully detailed. Mis- 
taken diagnosis such as psychoneurosis, thyreoid 
disease, etc,, are depicted in case histories. These 
are of value because of the care taken to show that 
the mistakes were apparently reasonable, like those 
many of us have made. The pathology and physi- 
ology of adrenal medullary tumors in general, and 
pheochromocytoma in particular, are described and 
the explanation and description of individual symp- 
toms that this tumor produces are analyzed in an 
interesting and really helpful way. Finally, the 
surgical considerations occupy the last chapter and 
the personal experience of the authors is obvious, 
The bibliography contains some 361 references. 
Although the book is not large, it is most inter- 
estingly and accurately written and therefore val- 
uable. It achieves its purpose, 

Trevor Owen, M.D., 
University of Toronto. 


Cynernetics. Transactions of the Eighth Confer- 
ence, 1951; Transactions of the Ninth Confer- 
ence, 1952. Edited by Heinz von Foerster. 
(New York: Josiah Macy, Jr. Foundation, 
1952, 1953. Price: $4.00 per volume.) 


These 2 volumes embody the papers presented in 
2 additional conferences in which the Macy Founda- 
tion attempts to extract as valuable data as it can 
from the assembly of scholars from diverse disci- 
plines on the subject of cybernetics. Among the 


noteworthy contributions of the 1951 volume 
be mentioned the experiment described by 
Bayelas (economics, social science, Massach 
Institute of Technology) at the 1951 conferet 
In this experiment, several “communications 
works” were set up with groups of people under 
taking a simple task: determining which sym 
is common to a number of cards when each per 
sees only 1 card. They communicate by sendin 
written messages along pathways designated by the 
given pattern, as: in a circle; radially to and from 
a central person; along a line. From this apparently 
fruitless, simple game there are astonishing develop: 
ments: a more or less successful effort by the sub- 
jects to deduce the configuration of the network in 
which they are; the emergence of a kind of leaders 
ship at one position; sharp differences in moi 
and (inversely) in efficiency, with aggressiveness 
or apathy leading some of the people to play 
or tear up the messages instead of trying for a 
solution. It is shown that the extent of information” 
about such a “social relation” and degree of co 
dence in the information affect the tolerability 
the relation, and that information that seems me 
ingful in one part of a relation may be useless 
the recipient. 

On more familiar ground, Kubie relates some 
personal and clinical experiences with partly cone 
scious communication, with hypnosis, and with t= 
conscious memory. Claude Shannon (Bell Telephone” 
Laboratories) of the mechanical chess-player de- 
scribes a machine that can learn to solve a mazer 

The 1952 conference begins with Gregory Bates 
on humor (as at least a nominal topic from wie) 
to study communication more broadly) and 
includes a categorization of feedback supposed 
entering into emotion, effects of lobotomy on UU 
octopus, and growth of a sort of helmet ina crusta- 
cean. “Homeostatis” is restated in primitive mal 
matical terms by an English student who aa 
actually perfected a machine called a “homeos! vil 

When Kubie tells of his 80-year-old patients he 
face problems dating from the age of 4; wie p 
English scientist explains that a through-il 
through circular system, like the brain, “a & 
connected either normally or in reverse to il 
fectors, then fundamental attitudes an 


d informatio 
of a cogent sort are being exchanged and some! ihe 
is bound to follow, given time. The concept OP A 
black box, a mechanism unspecified with o! Taing 
input and output known (the human brain ues t0. 
subject to this kind of consideration), contin 


appear and is valuable. e of 
But 9 conferences have not shaken of Satie 
the misconceptions that embarrass cy! ‘ 


Aside from a persistently airy use of Bees feed 
is no doubt that misapplication of the ake is the 
back, circular systems or reverberation, © erences 
most serious handicap faced by these co! h 
the one most uniform source of RE 
McCulloch, as chairman, is distinguis 

cious management of 30 geniuses, 
for citing old and new experiment 
geniously pertinent to the discussion. x 
table, however, that not even he can exi 
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when “feedback” is tossed about so loosely. 

All these efforts may be looked upon as painful 
attempts to bring into cybernetics some clearly 
focused light from contemporary science. Valuable 
as these attempts are, it appears that this clear focus 
still eludes us, and will do so for some years 
to come. 

H. A. La Burt, M.D., 
Creedmoor State Hospital, 
Queens Village, N. Y. 


Conversation AND Communication. By J. A. M. 
Meerloo. (New York: International Univer- 
sities Press, 1952. Price: $4.00.) 


This book merits only the briefest review. It is 
not a rational or scientific discussion of conversa- 
tion and communication, and its amorphous content 
can scarcely be epitomized. The general thesis is 
that language is not a product of the conscious in- 
telligence, but rather of the dark and devious proc- 
esses of the libidinous unconscious, an oral-anal 
exercise which neither says what it means nor 
means what it says. The work contains certainly 
much that is true, sometimes arrestingly stated, 
but little that is new. It is full of psychoanalytic 
Poeticisms, undemonstrable assumptions, and fanci- 
ful conceits. The imagery, often rich, varies from 
the scatological to the esoteric. For example: 

‘Stuttering is the letting out and keeping in of 
words, accompanied by an internal play with the 
emotional concepts involved. The result is a con- 
fusing ‘word constipation? Yes, truly a constipa- 
tion—for the guilty, civilized, neurotic words are 
Sometimes unconsciously compared to and asso- 
ciated with dirt, feces... . . Here we may speak of 
a real anal language” (p. 48-9). 
evan when speaking nonsense] we are warmed 
nie elighted because we are together in a play 
Nera rules. A feeling of comfort and well-being 
TERR us, a notion of being safe and well de- 
ARH We are caught up in the ecstasy of life 

r became word” (p. 239). 

E ie ok will afford amusement and instruction 
ahd ayman. It offers but little to the serious 
nd informed reader. 
Rotanp P. Mackay, M.D., 
Chicago, Ill. 


ERON ANNUAL Report on Stress. By Hans 
Te Ye and Alexander Horava, (Montreal: Acta, 
nc., 1952.) 


eae Selye has collaborated with Dr. 
fort on St the preparation of a Second Annual Re- 
atures Meet This volume has even more of the 
ography Ns an extensively cross-referenced bibli- 
st 29 an had the First Annual Report. The 

Pages are devoted to a description of biblio- 
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graphical methods used in the book and in answer- 
ing comments and criticisms of previous publica- 
tions by the senior author. A list of neologisms and 
definitions, and a discussion of the more general 
features of the physiology and pathology of stress 
take up about 15 pages. The remainder of the 
book is given over to detailed, systematic reference 
lists of the relationships of metabolic systems and 
particular organs to various types of stress. The 
descriptive text is very brief indeed, so that its 
value lies in facilitating “the task of finding specific 
information on any one probelm,” One hundred and 
seventy-five pages of references with titles, that 
were not included in the previous yolumes, are fol- 
lowed by the index. 

The purpose of the book is to be an index and 
guide to recent literature in this wide field. The 
Second Annual Report on Stress fulfills this purpose 
and will be of undoubted value as a reference work, 

E. A. Setters, M. D., 
Department of Physiology, 
University of Toronto. 


PsycnoLocy. By Ross Stagner and T. F. Karwoski. 
(New York: McGraw-Hill, 1952. Price: 
$5.00.) 

This volume is written as a textbook for the be- 
ginning student in college courses in psychology. 
Psychology is defined here as the study of human 
behavior and experience and the frames of reference 
for the book are scientific, experimental, and bio- 
logical. There are 3 main sections to the text— 
dynamics, cognition, and personality. Under dynam- 
ics are considered biological drives, emotions, and 
social motives ; under cognition, sensing, perceiving, 
association, conditioning, problem solving, remem-, 
bering, thinking, and intelligence ; under personality, 
foundations, conflict, and maturity. The last 3 chap- 
ters might be expected to be of the most interest 
to psychiatrists. Yet of necessity in a book of such 
broad range only passing reference can be given to 
psychiatric theory and fact and, unfortunately, in 
such a sketchy manner as to be somewhat mislead- 
ing. For example, the authors write: “a neurosis 
is a form of personality disturbance serious enough 
to make it difficult for the person to carry on his 
usual activities, but not serious cnough to require 
institutionalization, [while] a psychosis is a break- 
down which involves loss of contact with reality 
and, consequently, the possibility of behavior harm- 
ful to the individual himself or to others, hence 
usually requiring care in a hospital.” Such deficien- 
cies may be excused in view of the broad coverage 
of the book. It would probably be more of value to 
psychiatrists to read the earlier chapters of such a 
book as this from time to time to keep abreast of 
the developments in psychology. 

Paur E. Huston, M. D., 
Iowa City, Iowa. 


IN MEMORIAM 


ROBERT GAUPP? 
1870-1953 


The news has reached us that Prof. Robert 
Gaupp, the outstanding and internationally 
known psychiatrist, died on August 30, 1953, 
at the age of 82, in Stuttgart, Germany, 
where for some years he had been living in 
retirement. Wi Ht a 

He had studied with Wernicke in Breslau 
and worked with Kraepelin in Heidelberg 
and Munich before he went to Tiibingen, 
where he held the chair in psychiatry and 
directed the Psychiatric Clinic from 1906 to 
1936. He continued Kraepelin’s work but 
also developed new lines of investigation and 
made valuable contributions to the problem 
of individual character and psychosis. Gaupp 
had a remarkable, all-round personality and 
was interested not only in psychiatry but also 
in the border sciences related to psychiatry. 
Among his numerous and valuable books and 
papers is the extraordinary study on the mass 
murderer Wagner(1913), which offered for 
the first time a different and highly signifi- 
cant outlook on personality and psychosis. 
Gaupp was an efficient therapist and a great 
teacher. A large number of his pupils— 
Kretschmer, Reiss, Storch, Kurt Schneider, 
and Brodmann—published their first papers 
at his clinic and under his guidance. 


1 The accompanying photograph of Prof. Gaupp 
was taken in 1950 on his eightieth birthday. 
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After his retirement in 1936 he remained 
active and interested in everything that was 
going on in psychiatry, in Germany and 
abroad as well. He continued to make con- 
tributions to psychiatric literature, among 
them: Von der Ethick des Arates (On Doc- 
tors’ Ethics) and the important Letter to 
Karl Jaspers on the occasion of his seventieth 
birthday. In this letter, which was published 
in Medizenische Klinik, February 20, 1953. 
Gaupp gives an appreciative outline of Jas- 
pers’ lifework, with particular regard to the 
changes that Jaspers made in the successive 
editions of his General Psychopathology. He 
was a great admirer of Jaspers and paid un- 
qualified tribute to the younger man whom 
he hailed as the rare type of philosopher- 
psychiatrist and as a guiding spirit in the 
“exact, profound, and highly responsible 
cogitive study of general psychopathology, 

Gaupp’s plan to write a history of | 

a emaine' 
pean psychiatry has, regrettably, 1 
unfinished, He leaves a lasting influence 0” 
German psychiatry and will be remember 
with gratitude and affection by his pupils Ee 
friends all over the world. He has been "5 
fully regarded in these latter days as 
Grand Old Man of German Psychiatry: 

Wittram Maver, M.D. 
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SUBSEQUENT NATION-WIDE EFFECTS OF WORLD WAR II 
NAVY PSYCHIATRIC TRAINING PROGRAM + 


ELMER L. CAVENY, Carrain MC., USN, Beruespa, MD., 
AND 


EDWARD A. STRECKER, M. D., PHILADELPHIA, Pa. 


In time of a national emergency, as war, 
wherein there is a large increase in the over- 
all military service personnel, the vital and 
urgent need for psychiatrically trained per- 
sonnel becomes acute, To fulfill the dire need 
for Navy psychiatrists in World War II an 
intensive training program was officially es- 
tablished at the U. S. Naval Hospital, Phil- 
adelphia, whereby the multiple civilian teach- 
ing institutions of that metropolitan area 
were extensively utilized. 

Intensive neuropsychiatric training courses 
were started in October 1942 and continued 
at regular 3-month intervals until March 
1946. During that period some 250 medical 


" Officers completed the course. Except for the 


first 2 small groups, most of the enrollees 
Were physicians recently commissioned from 
Civilian life, and for the war emergency 
period. This meant that the majority would 
Probably be returning to their respective com- 
Munities upon demobilization. In addition, a 
Point worthy of note, after the third or fourth 
class the volunteers for the course fell well 
below the desired quota. As a result it be- 
came necessary to select at random a goodly 
Number of the enrollees. The exact percent- 
e of those volunteering and of those se- 
ps for the course was not obtained, but a 
oa than fair estimate would place con- 
erably more than half of the total enrollees 
On the selected basis. 
ace authors during recent months com- 
Sr the 3 survey by the questionnaire method 
Berm; group of physicians in an attempt to 
Eor ne the subsequent effects of such a 
fro a Program: as to its influence on the 
ful onal careers of the participants ; its 
ain en urgent nation-wide need for psy- 
emergen, ; and, in the event of another such 
Bist be whether a similar program would 
SR both as to the immediate need 


IR 
i ad at the ro8th annual meeting of The Amer- 


ican Psychiatri AR HA 
May S Association, Atlantic City, N. J» 


for the military service and for the ultimate 
nation-wide civilian benefit. 

It is not the purpose of the present report 
to go into the organization of that course per 
se, but it should be emphasized that well- 
established and recognized teachers © and 
teaching institutions went into making up 
that training program. The U. S. Naval 
Hospital at Philadelphia is in the unique posi- 
tion of being surrounded by 5 Class A Medi- 
cal Schools, Under the general directorships 
of one of the authors (E. A. S.) the facilities 
of all these medical schools cooperated in the 
teaching program. 

A questionnaire sheet of items was, as far 
as addresses were available, mailed to all 
physicians enrolled in the course. A personal 


Jetter signed jointly by the authors, one as 


Consultant in Psychiatry to the Surgeon Gen- 
eral of the Navy, and the other as Chief of 
the Naval Neuropsychiatric Treatment and 
Training Center, U. S. Naval Hospital, Phil- 
adelphia, was sent along with the question- 
naire briefly stating that we were reviewing 
certain aspects of that training program ; par- 
ticularly, that we were attempting to trace the 
effect of such a program on the subsequent 
professional careers of medical officers who 
were assigned to that short-term intensive 
course. We also assured them that the in- 
quiry. was not in any sense aimed at procure- 
ment of medical personnel in event of another 
emergency but was solely for the purpose of 
securing data that may be helpful in reformu- 
lating procedures if circumstances dictate the 
need for them. 

The extent to which that group had infil- 
trated the United States is vividly portrayed 
geographically by Fig. 1. Thirty-six states 
and the District of Columbia are represented 
jn the return, The 20 Navy medical officers 
are not included geographically. New York 
leads with 31, Pennsylvania follows with 21, 
California with 12, Illinois and Massachu- 
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SUBSEQUENT EFFECTS OF NAVY TRAINING PROGRAM 


setts with 9 each, and Ohio, Texas, and Wis- 
consin with 7 each. ? 
Table 1 summarizes the situation in re- 
spect to questionnaires sent out and returned. 
The percentage of return is something more 
than a mere statistic. It is generally recog- 
nized that a return of about 50% in question- 


MAP 167 
ARMY=NAVY 20 
UNSPECIFIED _ 2 

T89 


Fic. 1.—Geographical distribution, 


TABLE 1 
Questionnaires Marep AND RETURNED 


Total Physicians Registering for Course... 250 
Questionnaires not sent (not listed in 
directory, deceased, remote places,)..11 


API INOT PAISE 239 
Returned (“Unclaimed,” “No Forward- 
ing Address,” etc.).. a...an 18 
Total “Live” Questionnaires.............. PER 
Total Questionnaires Returned.. 189 
Percentage of Returns.................... 86% 


naire surveys is as much as can reasonably be 
anticipated, and 70% is very exceptional. The 
return in this survey of 86%, therefore, be- 
speaks unusually high interest on the part of 
those who participated in the Philadelphia 


training program, a point that is further 


demonstrated in analysis of the data from, 


Several separate items of the questionnaire 
and of their numerous supplementary com- 
ments. 

_ The first item on the questionnaire, “What 
is the nature of your medical Practice at the 
present time?” was a question deliberately 
presented without being constructed into 
specific categories, thus giving the physician 
latitude in describing the situation (Table 2). 
This chart reveals the general fields of prac- 
tice reported in the 189 returned question- 
naires. It is significant that more than half 
(55%) of those who received training in that 


course have continued in the field 
psychiatry. This is especially i 
since the data to be presented later f. 
items indicates that the course re 
the starting point in neuropsychiatry { 
majority of those presently engaged 
specialty. The group of 103 (55% 
tinuing in the field of neuropsychiat 
further broken down reveals th 
their specific professional activiti 
(Table 3). 


TABLE 2 


Nature or Practice Topay 


Neuropsychiatry 
Gen. practice... 
Internal medicine.. 
Other: 

Pediatrics 


TABLE 3 


BREAKDOWN ON THE 103 (5590) CONTINU! 


Private practice 
VA, state or county. 
Navy 
Psychoanalysis .. 
Mental hygiene clinic, 
Child psychiatry....... 
Private mental hospital 


TABLE 4 

INFLUENCE oF PROGRAM IN DETERMINING ® 
OF PRESENT PRACTICE 

Yes No 

No. No % No % 

NP group... 103 72 70 24 a 
Others. ..... 8 16 19 ÓI 7 


The questionnaire item, “Dida 
NP training program have any 1 
determining the nature of your pres H 
tice?” brought forth the responses 
4. It is of particular interest that 
two-thirds (70%) of those now 
psychiatry practice ( 103) state W 
tensive training course influenced, 
ward following their present soa A 
proximately one-third of those w pi 
“Yes” indicated by added commei” 


. 
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that the course served to crystallize their in- 
terest in neuropsychiatry or definitely turned 
their preference away from other prospective 
fields of practice, and into neuropsychiatry 
channels. Of the others (86), the 16 (19%) 
were likewise as positive that the course con- 
vinced them that their primary interest lay 
in fields other than neurospychiatry. Among 
those of the NP group who answered 
“Doubtful,” there is clear evidence to the 
effect that most had already had considerable 
training in this field, and were already estab- 
lished in neuropsychiatry practice. Under 
those circumstances it would scarcely be ex- 
pected that the short training program would 
exert much influence in the matter since the 
issue had already been decided. 


TABLE 5 


Answers To Question, Have You Founp THE 
N-P Trarninc HELPFUL IN Your PRESENT- 
Day Practice? 


T Emphatic Yes Doubtful 
'ype of —— aN 
practice No. No % fo. % No % 
E ee. 103 10 10 83 80 10 9 
Gen, prac... 29 11 38 3754 O REARS 
Int, med... 22 16 73 5 27 oa 
Mio 35 #15 45 20 55 

Total .... 189 52 28 126 66 m 6 


Analysis of the item, “Have you found the 
NP training helpful in your present profes- 
sional activity ™ brought forth many qualified 
and amplified answers. Excepting a rela- 
tively few “No’s” most answers were either 

Emphatic Yes” or simply “Yes,” and the 
Ss have been grouped accordingly (see 

able 5). 
th oe no surprise should be occasioned by 
yet that the NP group did not respond 
A eit or as favorably as the other 
aca Obviously, the 3 months’ course 

er consideration constituted only a small 
Ph et of the training of this group and 

Sit could scarcely be expected that the 
We Specialists would assign it a major role 

ai or larger professional activities. 
pe 4 ew who have answered “Doubtful” 

ila added comments to that effect. 

fi y of vivid contrast the responses 
ne other groups placed very high value 
ike iig received in the intensive 
- This is particularly to be noted 


among the internists, nearly three-quarters 
of whom are emphatic in their statements, 
and often accompanied by additional com- 
ments recommending that all specialists in 
internal medicine should undergo a similar 
course of training. Those specializing in ob- 
stetrics and gynecology and in pediatrics 
were almost as emphatic. 

Analysis of the item, “Prior to that time 
(Philadelphia Training Course) had you ex- 
perience in NP?” brought forth a large dif- 
ference of judgment as to what constituted a 
proper basis for a “Yes” or a “No” answer. 
For example, in various instances the answer 
“Yes” was given with supplemental notations 
like, “One month as interne,” or “Course in 
medical school.” On close analysis of the ma- 
terial from this question the figures in Table 
6 are considered to be fairly accurate with 


` TABLE 6 


ANSWERS TO Question, PRIOR TO THAT PROGRAM 
Hap You Hap Exrertence IN NP? 


Yes No 
Type of practice No. No. % fo. 
N-P .. ‘ 56 54 47 46 
Gen. pr: 9 31 20 69 
Int. med, 5 17 17 83 
Misc. 1311283 24 67 
Total 8&1 44 108 56 


the exception of the NP group, where actu- 
ally the “Yes” figure is probably lower and 
the “No” figure is probably higher. While 
the tabulated data show that of the group 
remaining in neuropsychiatry only 46% gave 
“No” answers, supplemental entries reveal 
that about 15 of those who answered “Yes” 
did so on the basis of a brief rotating intern- 
ship, a course in medical school, or even a 
vague statement as, “Always interested but 
no formal training.” Thus, it is clear that 
some of the “Yes” answers should be pretty 
heavily discounted, thereby leading to the 
conclusion that in a high percentage the Navy 
program actually represented the first sub- 
stantial systematic exposure to neuropsy- 
chiatry for the group who continued in NP 
practice. This is further supported by data 
from another item in the questionnaire, 
whereby two-thirds of the present NP group 
indicated that they regarded the course as 
“basic orientation” rather than a “refresher.” 


A 


SUBSEQUENT EFFECTS OF NAVY TRAINING PROGRAM 


-Answers to the question, “Have you had 
NP training subsequent to that of the Phil- 
adelphia program,” have been tabulated in 
- accordance with the type of present-day prac- 
tice of these physicians in Table 7. The data 
here presented refer only to actual training 
undergone after termination of wartime Navy 
duty. That 89% of those remaining in NP 
have had further training is gratifying but, of 
_ course, not surprising, Data from another 
item reveals that at least 46% had no NP 
training prior to the Philadelphia course, and 
data from still another item showed ‘that 
hearly two-thirds (64%) of the now NP 
group considered the course as “basic orien- 
tation,” A total of 23 indicated that they 


TABLE 7 
N-P TRAINING SUBSEQUENT TO THAT PROGRAM 
Yes No 
Type of practice No. % No. % 
ih a Aaa aay ah 92 89 R: 
Gen. prac. Hy Bin 0 26 90 
Int. med 3. 15 19 85 
Mise Diane enn Buco 3I 9I 


* 3 of these were established in N-P before program 


were undergoing psychoanalytic training and, 
_as already indicated, 9 are primarily engaged 
„in that type of practice. It is to be noted that 
only 9 out of the 86 (11%) of those pres- 
ently in practice other than neuropsychiatry 
reported NP training since the war. One of 
. those actually served a 3-year residency in 
NP, and is now completing training in pa- 
thology and neuropatholo; ; another had a 
` I-year residency at the Mayo Clinic; a third 
an 8-month residency in a VA hospital. The 
remaining 6 mention lecture courses or semi- 
nars, Among those who answered “No” 
were several who added comments indicating 
a desire for additional training but a lack of 
time or opportunity for it. _ 

American Board certification is indicated 
by 35% of the NP group: 7 certified in both 
psychiatry and neurology, 21 in psychiatry 
alone, and 3 in neurology alone. However. 
from personal knowledge and various com. 
ments made on questionnaires it is felt that 
this figure is not all inclusive of those 
certified. 


SuMMARY 


I. Questionnaires were sent t 
who were enrolled in the Navy's 
intensive training courses in neui 
during World War II. Of th 
questionnaires sent to 36 states 
trict of Columbia there were 
or 86%. So 

2. The returns indicate that 1 
of the group have continued to d 
practice of neuropsychiatry. 

3. About 85% of the group 
neuropsychiatry indicate almost 
tention to psychiatry while onl 
state their time is given mostly to 

4. More than two-thirds of 
neuropsychiatric group report 
training course influenced the nat 
present practice. 

5. Ninety percent of the p 
psychiatric group stated that they i 
training helpful in their present pra 
but one physician in fields other th 
chiatry stated that the training 
in their present practice—over half 
emphatically so. iE 

6. Prior experience or training inr 
psychiatry was indicated by 4 
whole group, but detailed analysis’ 
ments shows that such training 
quite limited, About two-thirds 
the total group regarded the trat 
orientation.” a 

7. Subsequent neuropsychiatric : 
following demobilization, is reported 
of the continuing neuropsychiatm 
35% of whom indicate Board certiigamig 

Cea 
Concrusion 


An intensive short course in 
try definitely has its effects om 
physicians. In general, it makes © 
psychologically minded and app 
the psychiatric aspects of yan 
with which they are confronte 
gram exerts a distinct influence 
fessional careers of the participa 
course will provide an adequate 
Navy neuropsychiatrists to 
emergency, the participants 


nt 


n 
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ing demobilization will be a source for much 
needed psychiatrists throughout the country. 

This study has led to the further conclu- 
sion that a similar training program could 
readily be instituted and conducted by other 
facilities in need of psychiatric help, and in 


so doing make more physicians think of psy- 
chiatry as a career. Further, various “Foun- 
dations” interested in relieving the tremen- 
dous psychiatric burden that exists in the 
country today might channel their aid to 
such an undertaking. 


MENTAL ABNORMALITIES IN CRIMINALS BASED ON 
BRIGGS LAW CASES: 


PETER B. HAGOPIAN, M.D.,? Boston, Mass. 


INTRODUCTION 


In 1921 the enactment of the Briggs Law € 
was acclaimed as an important legislation of 
the year(1) to provide for an investigation 
and impartial psychiatric examination of 
those accused of a serious crime or repeated 
crimes. It was pointed out that this law 
would tend to stop the flow of recidivists to 
penal institutions ; recognize the importance 
of attempting to understand a chronic of- 
fender ; and make available to the courts im- 
partial psychiatric opinion before the state 
had gone to the expense of a trial. Over- 
holser’s(2) comments are well expressed in 
the following quotation: “A wealth of edi- 
torial newspaper comments, from Boston to 
Los Angeles, has been accumulated, and 
many articles in legal journals and treatises 
have praised the principle of the Briggs Law 
in such terms as ‘the most progressive legisla- 
tion on the insanity law and one of the great- 
est steps in the introduction of medical 
thought into the Law.’” In a recent review 
of the laws to eliminate the battle of the ex- 
perts in criminal insanity cases, Weihofen(3) 
noted that statutes in at least 20 states and the 
Federal Rules of Criminal Procedure now 
expressly authorize the trial courts to appoint 
experts to examine the defendant and make 
a report. Further, in making suggestion for 
an optimum procedure that might be syn- 
thesized to include the advantages of all the 
state laws in the country on this subject, he 
states, in part: “Ideally, of course, the Briggs 
Law device should be extended to cover all 
persons charged with crime. The more lim- 


ited coverage is suggested only to meet the 
objection of expenses.” 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N.J., 
May 12-16, 1952. 

2 Assistant Commissioner of Massachusetts De- 
partment of Mental Health. 


8 Section 100A, Chapter 123 of the General Laws 
of Massachusetts. 
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PREVIOUS PSYCHIATRIC FINDINGS 


Overholser(2), basing his findings on a 
previous study and analysis of annual Briggs 
Law cases, showed that the positive abnormal 
findings varied from 10.6% (1934) to 25.7% 
(1928). Guttmacher’s article(4) on the 
medical aspects of the causes and prevention 
of crime states that a fifth to a third of of- 
fenders show important psychiatric abnor- 
malities, An abstract(5) of a study centered 
on 102 sex offenders of various types at Sing 
Sing states: “Not one man among the 102 
offenders could be classified as normal, either 
emotionally or socially.” In a previous paper 
(6) I reviewed the literature and summarized 
some of the statistical findings in the routine 
examination of the Briggs Law cases. N 
teen percent of the 500 cases reviewed shoy 
some mental abnormality. Overholser’s re- 
cent review(7) of the literature establishes 
the fact that there is widespread interest 1 
the various aspects of forensic psychiatry, i 
well as appreciable variation in the psyc 
atric findings of the offenders. 


STUDY OF BRIGGS LAW CASES 


Because of the importance that is attache? 
to Briggs Law and because of vart 
abnormal psychiatric findings reporte! aoe 
various sources, it was thought advisal es 
make a study of all the Briggs Law se 
available in the files of the Departmen 
Mental Health of Massachusetts. aye 

Thirty years have elapsed since ti this 
effective operation of this law. Duta ups 
period more than 14,570 cases have ie 
the attention of the Department; 48i y 
in the annual reports. The cases 10’ foe 
were considered under the following 
Ah : 
see As to Crime.—All the available record 
dividually reviewed and all the « “ast 
Table 1 shows the types of crimes, ot 
tion between the sexes, and the per 
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of each crime in 6,092 cases. The crimes ac- 
counting for less than 1% each of the total 
were considered collectively (5.5%). The 
nomenclatures of the crimes are shown as 


higher when the cases are first reported to 
the Department. The final information on 
the doctors’ examination report reduces the 
number of the “unknowns.” 


TABLE 1 
CRIMES 
Sex 
Crimes Male Female Total A 
Murder: ishe slanten sags epee aren 279 I4 293 48 
Manslaughter ...... 57 4 6r I 
Breaking and entering 2,121 I 2,122 34.8 
Larceny. sds cete hee 954 6 960 15.8 
Robbery 733 . 733 Ia 
Sex offense: 607 13 620 fod: 
Assault with dangerous weapon. 241 4 245 4. 
Motor vehicle violation........ 171 oo 171 28 
Assault to rob........ 165 I 166 ey, 
Forgery W.scwesy ees 122 4 126 os 
Assault and battery. 108 3 III 1.8 
86 2 88 1.4 
64 ie 64 LI 
Receiving stolen goods 54 oe 54 
Conspiracy .......... 47 7 54 $ 
Escape from confinement 50 .. 50 Remainder 
Unlawful poss. of drugs. 26 I 27 5:5 
Drunk BNT) 24 on ae 
Unknown (not classified 21 .. al 
Kidnaping ............ 14 * 7A 
Violation of probation. 10 2 SA, 
Driving to endanger. 10 .. 10 . 
Vagabond .......... 9 . 9 
Cont. to deling. of minor. 7 I 8 
Extortion e 8 ce 8 
Perjury ...... 6 .. 6 
Disturbing peace. 5 .. 5 
Neglect of family 4 .. a 
Nonsupport ........e.s008 4 .. 4 $ 
bt. money under false prei 3 .. 3 
Obstructing justice......... 3 .. 3 
ell. mort. prop.. .. 3 Ou 3 
Oss. explosives........... 2 ae A 
Access. after fact—murder... 2 a 2 
Ccess. after fact—transp. liquor... I we (a 
per. steam boiler without license. I j z 
EY EALE a apeoe I w 3 
Attempting homicide. I z z 
arboring criminal... A =e i 
srep. age, etc., to phys. I E 
Defrauding ma T. a I BY 3 
Bootlegging ...... I oe x 
Impersonation Officer A EA I iz aby 
Totals T T 6,029 63 k60 
: (08.7%) (1.3%) oy 


a were recorded on the examination re- 
oe es the accused was charged with 
ee a One crime, only one crime (usually 
Other St one mentioned) was recorded. One 
Ue ent may be made on Table 1. 

y the number of “unknowns” are much 


Because of the present-day special interest 
in sex offenses and the contemplated laws for 
the special examination of such offenders, it 
was felt advisable to specify the sex offense 
in more detail as shown in Table 2. Here 
again the types of sex offenses forming less 
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than 1% of the total were considered collec- 


l tively (4.2%). a 


2. As to Opinion—Of the 6,092 cases re- 
ported above; 17 of these were not used be- 
cause the accused refused examination, and 
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MENTAL ABNORMALITIES IN CRIMINALS 


is not suffering from any mental disease or 
defect that would affect his criminal respon- 


sibility. The opinions expressed in the re- 


maining 1,252, or 19% of the 6,591 cases, 
were classified as follows: definitely psy- 


TABLE 2 
SEX OFFENSES 
Crime Male Female Total % 
Sex Offenses 
Not specified 2 213 34.3 
Rape, assault to rape.. 144 144 23.3 
Sodomy—unnatural act.. 68 68 IL 
Abuse of female child. 67 67 10,8 
Lewd and lascivious. 36 Fe 36 58 
Abortion 18 10 28 48 
Incest ..... 26 ae 26 42 
Adultery .. 12 we 12 10 
House of ill fam 6 es 6 Remainder 
Accosting opposite sex. 4 I 5 42 
Cohabitation ..... 3 is 3 
Bigamy ..... 3 Š 3 
Polygamy ..... 2 ° 2 
Lewd and obscene pictures. 2 èt 2 
Indecent exposure. . 2 S 2 
Illegitimacy 2 4 2 
Intercourse with feeble-minded woman. . I .. I 
Potala s AEREE CAIA 607 13 620 
(97.9%) . (2.1%) 
TABLE 3 
Resutts or Briccs Law EXAMINATIONS 
Mental 
Age Groups EA L Geet, aaa: dae, i Ovhee 
Unknown .... 40 2 5 3 os - Ke 
14 or less.. 6 Arty ae x . a S 
EAn aa 820 2 39 103 100 7 Ey 
20-24 .. = 1,382 7 72 100 97 Bt P 
25-20 . 1,061 12 73 6r 63 tes 
30-34 730 14 45 33 32 S i, 
35-39. 478 6 44 27 20 3 if 
AY Agi 337 9 20 19 19 A 2 
45-49 ... 205 9 30 5 6 f 
50-54 140 5 20 7 8 2 A 
55-59 » 65 6 30 2 6 = 
60-64 . 48 2 14 ae 2 $ 
65-69 ... 14 2 i I o 
70 and over... 13 6 zA Rt oD — 
see ge pee = — p5 I 
Totale SRE Ak 5,339 82 403 361 353 53 s 
ENL : ded 
the examiners did not express an opinion in  chotic, 82, or 1.2% ; examiners rec of 
these cases. To the remaining 6,075 cases observation in a mental hospital bee ne 


were added the results of psychiatric exam- 
inations of the 516 murder cases examined 
between 1921 to 1938 under this law, making 
a total of 6,591 cases used in this study. In 
5,339, or 81%, the reports were to the effect 
that, in the examiner’s opinion, the accused 


mental symptoms in 403, OF 0. / or 

minded in 361, or 5.5% ; borde popathic, 

5.4% ; and other conditions OF ee in 

Sexual) 53, or 0.8%. All these Tale 3, 

various age groups are shown 11 ed on the 
Other facts of interest are not 


Se 
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perusal of this table. Of the 17 who refused 
examination, 14 refused to give their ages. 


` The oldest offender examined was 88 years 


old; the youngest was 13, The number of 
the youngest offenders is small because of 
the provisions of another Massachusetts state 
law.* 

3, As to Analysis and Comparison of the 
Findings—The positive mental findings 
based on the Briggs Law examinations of the 
accused would indicate that those accused 
of crimes show greater percentage of mental 
deviation, defect, abnormality, and mental ill- 
ness than the general population. For in- 
stance, the population of Massachusetts is 
4,600,000. The number of committed psy- 
chotic patients is 25,000 or 0.54%, as against 
1.2% in the study group. Even if some allow- 
ance were made for those who might be com- 
mittable as psychotic but are free in the com- 
munity, still the incidence of psychotics in the 
general population would not be as high as 
shown in this study. 

Y Again, it may be noted that the rate of defi- 
nite feeble-mindedness in this study is 5.5% 
whereas estimates have been made placing 
the number of mental defectives in the gen- 
eral population at approximately 2% (8). 

The positive findings in this study must be 
taken as minimal because the examiners are 
not required to make a diagnosis. They are 
required to report their medical-legal opinion 
only, as to whether or not the accused is 


suffering from any mental abnormality that - 


would affect his criminal responsibility. Un- 
der the heading of “other conditions” there 
ty only 53 cases or 0.8%. Included under 
this heading were conditions such as “psy- 
chopathic,” “sexual psychopath,” as recorded 
on the examination report. Usually psychop- 
a 1s not recorded as such because psy- 
Chopaths are held responsible for their acts. 


GENERAL CONSIDERATIONS 


ue following criticisms of the Briggs Law 
Ze to be noted. (1) Noncompliance with 


Re 
Section 74, Chapter 119, G. L. 

any le Proceedings shall not be begun against 

except fo etween seven and fourteen years of age, 

hee ee punishable by death or imprison- 
elingue; ife, unless proceedings against him as a 

requ. nt child have been begun and dismissed as 
tured by section sixty-one. 


the Briggs Law does not invalidate the trial. 
(2) Disposition of the cases need not be post- 
poned until an examination can be made. (3) 
Some defendants, on bail, do not come in for 
examination when requested, or at times the 
arrangement made by the court for the ex- 
amination is such that the examiners and the 
accused cannot convene at the right time and 
right place. For the percentage of cases re- 
ported but not examined, see Table 4. (4) 


TABLE 4 
Cases ReporTep BUT Nor EXAMINED 


No. cases No. cases Ofn not 
reported not examined examined 

533 74 13.9 
490 78 15.9 
488 39 8. 
613 71 11.6 
817 80 9.8 
2,941 342 11.6 


The prisoner may come to the examination 
room, but he may refuse examination. (5) 
Nothing in the law prevents the defendant 
from hiring his own experts in an/attempt 
to contest the finding of sanity by the 2 psy- 
chiatrists assigned by the Department. 

Against all such minor criticism one may 
safely make a few appropriate comments: 
(1) The battle of the experts has been a rare 
occasion in Massachusetts since the passage 
of the Briggs Law in 1921. (2) These criti- 
cisms attest to the proper flexibility of the 
law so that the defendant may not feel that 
his inalienable rights are taken away from 
him. (3) It allows the courts to show im- 
partiality—to the opinions of the experts. (4) 
The referral of the case is statutory and auto- 
matic. It does not leave the initiative for 
such examination to a defendant who may be 
mentally sick, helpless, uninformed and who 
may have had no counsel and in whose case 
mental illness had not been suspected or rec- 
ognized. 

SUMMARY 


1. The Briggs Law is a state law of Mas- 
sachusetts, providing for automatic examina- 
tion of those who are accused of a serious 
crime or repeated crimes. 

2. Since its first effective operation in 1921, 
there have been 14,570 cases reported for 
examination. 
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3. Opinions expressed in 6,591 cases have 
been studied, investigated, and tabulated; 
19% showed some mental abnormality. 

4. Incidence of mental abnormality is 
greater in the criminal population than in the 
_ general population. y 
5. General comments relative to the opera- 
tion of the law are made. 
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REVIEW OF PSYCHIATRIC PROGRESS 1952 


HEREDITY AND EUGENICS 
FRANZ J. KALLMANN, M.D., New York, N. Y. 


Although recent progress in genetic in- 
quiries into the etiology of psychiatric dis- 
orders may not have substantially pushed 
back the frontiers of psychiatry during the 
past year, there was a trend toward formal- 
ized recognition of established principles and 
research procedures of psychiatric genetics. 
Appreciable efforts were made to find accept- 
able solutions to complex pathogenetic prob- 
lems of behavior deviations through broad 
interdisciplinary approaches. There seemed 
to be a growing realization that “in order to 
understand the etiology of abnormal behav- 
ior we must understand the biology of human 
health, and in order to understand the basic 
principles of health and to attain or preserve 
a healthy way of life, we must delve into the 
substratum of gene action as well as into the 
subconscious” (1). f 

The development toward cooperative re- 
search and guidance activity in the province 
of psychiatric genetics was reflected, for one 
thing, in the selection of the subject of the 
1952 Salmon Lectures (Heredity in Health 
and Mental Disorder) delivered by this re- 
viewer, It was also indicated by comprehen- 
sive publications such as The Biology of 
Mental Health and Disease of the Milbank 
Memorial Fund(2), the second edition of 
Recent Progress in Psychiatry(3), and the 
16th Cold Spring Harbor Symposium on 
Genes and Mutations(4). Moreover, there 
Were many fine biologically oriented contribu- 
tions to interdisciplinary symposia, especially 
those of the American Psychopathological As- 
Sociation on “Depression” (in press), the 
New York Academy of Sciences on World 
Population Problems and Birth Control(5), 
the Eastern Biometric Society on “Human 
population Genetics” (in press), and of the 
i Merican Society of Human Genetics on 

veral topics of special psychiatric interest 
(6), including Jervis’ report on “Genetic 
cdg in Mental Deficiency,” and this re- 
lewer’s address on “Human Genetics as @ 


Science, as a Profession and as a Social- 
Minded Trend of Orientation,” along the 
lines of some of his other publications (7- 
10). Similar trends were apparent in the 
Atlantic City round table on “Psychiatric 
Guidance in Problems of Marriage and Par- 
enthood” (11), and in a large series of ge- 
netic textbooks and monographs, notably 
those of Dunn and others(12-15) on general 
topics, and those of Benda and others(16- 
19) on specialized medical subjects. 

The genetic problems of growth, instinct, 
and behavior were competently dealt with 
(20-23) while Kretschmer’s popular mono- 
graph Körperbau und Charakter appeared in 
its twentieth edition, The following reports 
were added to the outstanding Scandina- 
vian series of medico-genetic monographs : 
Borberg’s on the genetic aspects of tuber- 
ous sclerosis and neurofibromatosis(24), 
Brandt’s(25) and Levison’s(26) on pro- 
gressive muscular atrophies and dystrophies, 
respectively, and that of Sjogren et al.(27) 
on the genetics of Alzheimer’s and Pick’s 
diseases. Finally, 3 new European periodi- 
cals devoted to medical genetics were pub- 
lished under the editorship of Gedda in Rome 
(Acta Geneticae Medicae et Gemellologiae), 
Giordano in Padua (Folia Hereditaria et 
Pathologica) and Franceschetti in Geneva 
(Journal de Génétique Humaine). Perhaps 
it was a reflection of the turbulence of our 
times that the death on October 22, 1952, of 
Professor Ernst Riidin, one of the founders 
of psychiatric genetics, went practically un- 
noticed. 

Numerous reports in the past year dealt 
with the etiology of schizophrenia—the type 
of psychosis in regard to which Ridin made 
his outstanding contribution in the early part 
of this century—and most of them tended to 
support the genetic theory of this disease. 
Some examples were the studies of Oltman 
et al.(28) on the frequency of broken homes 
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in schizophrenic and normal family units, of 
Modonesi(29) on Rorschach findings in rela- 
tives of schizophrenics, of Knoll(30) on the 
| families of patients with paranoid psychoses 
in the involutional period, and the anthropo- 
metric investigations of Elsisser(31), Szew- 
cayk(32), and Kline and Oppenheim(33). 
The genetic aspects of “neurotic person- 
ality factors” were explored by Eysenck and 
Prell(34). by means of a carefully planned 
twin study (25 pairs each of the one-egg and 
two-egg varieties), in which neuroticism 
was defined as a factor extracted by fac- 
torial analysis from a battery of personality 
tests. This neurotic factor was assumed by 
the investigators to be a biologic unit based 
largely on heredity (80% of individual dif- 
ferences observed). Other interesting twin 
observations were reported(35-40) on such 
diversified subjects as microcephaly associ- 
ated with porencephaly, epilepsy, Paget’s 
disease, and various methodologic aspects of 
: the twin study method. 
In the field of population dynamics, far- 
Teaching significance was attached to Jala- 
visto’s study on the inheritance of longevity 
(41); the work of Fraser and Fainstat on 
various causes of congenital defects (42) ; 
Snell’s theory concerning the importance of 
hybrid vigor in the rise of civilized popula- 
- tions (43) ; the investigation of McElroy and 
Swanson into the mechanism of mutational 
processes(44) ; and Sieve’s preliminary re- 
port on a safe and reliable antifertility drug, 
_ Phosphorylated hesperidus, which can be 
given orally and apparently taken indefinitely 
without toxic effects or permanent inhibition 
of fertility (45). Of specialized medico- 
genetic interest were the studies of Neel (46) 
and Falls and Neel(47) on the inheritance of 
sickling and retinoblastoma, and Penrose’s 
theory of fetal Susceptibility to mongolism 
being a simple recessive trait with a gene 
frequency as high as 1 in 5 but with a pene- 
trance as low as I in, 27, bringing the inci- 
dence of the trait to about 1 in 600 births 
(48). According to this theory, maternal 
age factors would control the expression of 
the trait, and penetrance tend to be greater 
when the mother is herself homozygous for 
the gene and potentially, but not actually, a 
mongoloid. 
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NEUROPATHOLOGY, ENDOCRINOLOGY, AND BIOCHEMISTRY 
ORTHELLO R. LANGWORTHY, M.D., BaLtmore, Mo. 


Certain broad new fields of investigation 
are discussed in the literature of the past 
year, Experiments offer the possibility of 
controlling glial proliferation in injured por- 
tions of the central nervous system, thus 
permitting the regeneration of severed con- 
duction pathways. Windle and his associ- 
ates(1, 2) have found a substance that favors 
regeneration in the transected spinal cord of 
cats and dogs. Anatomical regeneration as 
early as 30 days after operation occurred in 
at least 75% of animals in which therapy 
with a bacterial polysaccharide (pyromen) 
was instituted at the time of surgical transec- 
tion. This therapy led to inhibition of glial 
scarring and proliferation of a loose matrix 
at the site of transection. Sprouting neurones 
usually traversed the lesion along the proc- 
esses of reticular cells. Electrophysiologic 
studies demonstrated conduction in the lateral 
columns across the site of transection. There 
appeared to be restitution of 12% to 25% of 
fibers stimulated in these tracts. Close ap- 
proximation of the ends of the severed cord 
at operation was related to the degree of 
Structural and functional recovery. Using 
Pyromen therapy the central stump, of the 
Severed temporal branch of the facial nerve 
was implanted into the temporal cortex. The 
Peripheral nerve fibers and neurones of the 
cortex intermingled indistinguishably. The 
sare barrier is the most important factor 
SE successful regeneration in the 
in tal nervous system. Freeman(3) work- 
; g on similar problems found a high per- 

tage of functional regeneration. Bailey (4) 


has used pyromen in a variety of neurological 
disorders of the patient to inhibit glial forma- 
tion in lesions of the nervous sýstem. This 
work is still in the early experimental stage. 

Another significant experimental study 
dealt with cerebral changes produced by 
multiple minute emboli.' There is a growing 
feeling among neurologists that certain ob- 
scure neurological diseases are related to 
vascular changes. Swank and Hain(5) stud- 
ied the effect of microscopic-sized emboli 
upon the cerebral vascular system and paren- 
chyma. These small emboli produced micro- 
infarcts and areas of demyelination in which 
a visible number of axis cylinders remained 
and a piloid gliosis resulted. Certain an- 
esthetics appeared to facilitate the movements 
of emboli through the blood vessels. Fever 
seemed to relax the vascular system and 
allowed the emboli to pass even more rapidly. 
The emboli caused increased permeability of 
the vessels to trypan blue. This occurred first 
in the arterioles and then in the venules. 
Later marked distortion and irregularity of 
the diameter of the lumen of the cerebral 
arterioles was seen, possibly on the basis of 
perivascular glial changes. The constrictions 
of the lumen of the vessels may be of patho- 
logic significance. Fowler and Zeckel(6) 
suggested that Ménière’s syndrome is a psy- 
chosomatic disorder, occurring in association 
with vascular phenomena in the labyrinth. 
Patients with a certain predisposed person- 
ality type react to emotional tensions by the 
development of vascular spasm with sludging. 
In support of this theory- they published 
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photographs of the ocular fundi showing 
spasm of the blood vessels in the retina. 

There has been great interest in the painful 

phantom limb and the papers by Kolb and 
his associates(7-9) have contributed enor- 
mously to the understanding and treatment 
not only of pain in amputees but also of many 
other chronic painful conditions. Cron- 
holm(10) studied the factors that influence 
the occurrence and properties of the phantom 
limb. Bors(11) discussed phantom limbs in 
patients with spinal cord injury. There is no 
telescoping effect or shrinkage of the phan- 
tom asin the amputee. The surgical approach 
to the relief of pain has often been unsatis- 
factory owing to the fact that it is based on 
a faulty hypothesis. It assumes that pain 
stimuli are carried in nerve bundles as water 
runs in pipes and that section of the nerve 
pathway will relieve the pain. One of Kolb’s 
patients had 27 operations without relief and 

` subsequently became a morphine addict, 
Within a year White(12) recommended 
chordotomy for the control of pain in the 
phantom and Erickson et al.(13) discussed 
removal of the postcentral cortex for the 
same purpose. Kolb showed that the per- 
sistent complaint of pain as it occurs in many 
chronic diseases has a phobic and compulsive 
character and thus a significant psychologic 
meaning in terms of the personal and social 
life of the patient. In order to understand a 
patient’s problem of pain it is necessary, 
’ therefore, to distinguish between a complaint 
of pain which often represents dread, anxi- 

| ety, and apprehensive anticipation of pre- 
viously experienced sensation of pain, anda 
perceived painful sensation. The complaint 
of pain may become a symbol for an associ- 
ated painful emotional state. Kolh found 
certain special problems in the group of 
amputees. Many of them were concerned 
about the disposal of the extremity that had 
been removed. An unusual number had pre- 
viously, been closely associated with other 
amputees. Kolb has used his understanding 
to obtain clinical improvement in patients 
with pain following recent amputation, 

The year's literature adds certain new in- 
formation concerning multiple sclerosis, Mil- 
ler(14) found that approximately half of the 
patients with multiple sclerosis became ill 
before the age of 25 and less than 10% at 
the age of 40 or over. In older patients the 
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early exacerbations occur at shorter 
than in younger patients and the dis 
more likely to be steadily progressive, 
tic paralysis is more likely to occur inp 
with advanced age of onset; cereb 
turbances are more frequent at an 
of onset. The disease is seldom disab 
fore it enters a steadily progressive 
Older patients become disabled a 
shorter duration of illness than do 
ones. Alexander(15) has developed 
ing method for the quantitative evaluat 
neurologic involvement and disability i 
tiple sclerosis. This quantitative ap 
permits objective evaluation of the cot 
the disease in time, with or without t 
both in individuals and in groups. 
ler(16) found no evidence that preg 
occurring during a regressive or stati 
stage of multiple sclerosis, will have an; 
rimental effect. Cogan et al.(17) sho 
that paralysis of both medial rectus mus 
on attempted conjugate lateral gaze with 
other evidence of third nerve paralysis 
entity known as internuclear oph 
plegia. It is relatively common and 
invariably due to multiple sclerosis. 
Many papers deal with the aging 
Eros(18) found that the primary chang 
the arteries in cerebral arteriosclerosis 
alterations in the elastic tissue. One 


the elastica ; another by primary dege 
of the constitutionally hypoplastic €l 
Freyhan and Woodward(19) stated | 
senile psychoses are associated with a 
cant reduction in the cerebral oxygen ul 
tion on the basis of increased cerebro 
resistance and its resultant significant 

tion in blood flow through the brain. £ 
et al.(20) found that cerebral blood flow é 
oxygen utilization were not significantly 
fluenced by histamine. Cerebral vascular 
sistance was moderately reduced by this am 
Simon et al.(21) stated that the li 

levels of a group of patients diagnos 
psychoses with cerebral arteriosclerosis 
play little significant difference from 4 8 
of normals of similar age. Gregory\ 
treated the psychoses of senility witi 
tinic acid and reported favorable 
Fisher(23) described a case of sev 
dementia in which post-mortem € 4 
revealed a virtually complete occlusion OF * 
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cervical portion of both internal carotid ar- 
teries. Elvidge(24) described the syndrome 
resulting from thrombosis of the internal 
carotid artery. Swanson(25) stated that 
cerebral arteries respond to disease or injury 
by spasm distal to the damaged area. Efforts 
should be made to overcome the spasm and 
diminish irreversible cerebral changes. Twit- 
chell(26) studied restoration of motor func- 
tion following hemiplegia. The steps in 
recovery begin with simple and then more 
complex proprioceptive reactions. These be- 
come modified by contactual reactions each 
of which is soon adapted to the purpose of 
the will. Poppen et al.(27) stated that the 
production of brain stem hemorrhage is, in 
most instances, associated with a supraten- 
torial expanding lesion and a tentorial pres- 
sure'cone. Usually there is also a foramen 
magnum pressure cone, The pressure cones 
cause blockage of venous drainage of the 
brain stem with resulting hemorrhage. Ep- 
stein(28) described primary massive pontine 
hemorrhages occurring as a terminal event 
in patients with severe hypertensive vascular 
disease. The clinical picture is characterized 
by sudden onset, deep coma, bilateral neu- 
rologic signs, and rapid fatal issue. Can- 
non(29) showed that subtentorial lesions of 
the brain often produce hemorrhages in the 
pons and midbrain, most frequently in the 
dorsal portion, often extending in the direc- 
tion of surrounding fiber tracts and occasion- 
ally the course of penetrating vessels. 

In the field of muscular diseases significant 
Studies of endocrine function have been made 
in patients with dystrophia myotonica. Nad- 
ler et al.(36) reported endocrine changes in 
3 cases of dystrophia myotonica consisting of 
increased urinary secretion of gonadotropin, 
aspermatogenesis, small testes, and decreased 
urinary secretion of 17-ketosteroids. This 
was thought to be associated with primary 
dysfunction of the semeniferous tubules, the 
function of the Leydig cells being normal or 
slightly disturbed. Den Hartog Jaeger(3!) 
pistes that pronounced abnormality of 

e hypophysis is the primary cause of the 


Pathologic changes in dystrophia myotonica. , 


à € found an increase in the basophil cells and 
crease of the eosinophil cells of the hypoph- 
pe He also observed moderate secondary 

etrograde changes in the motor ganglion 


cells of the cord and especially in the facial 
nucleus of the medulla. Arieff and Kirsch- 
baum (32) found that electrical reactions and 
electromyography in dystrophia myotonica 
show accommodation abnormalities resem- 
bling denervated muscle. Orr and Minot(33) 
developed a method to detect and identify 
ribose in the urine. Patients with progres- 
sive muscular dystrophies, myotonia con- 
genita, and amyotonia secrete d-ribose in the 
urine. Sherman and Boshes(34) reported 
weakness of the bulbar muscles in certain 
cases of muscular dystrophy. Reese(36) 

studied the effect of a 10-day course of intra- 
muscular ACTH in 7 patients with dystro- 
phia myotonica. In all cases the injections 

produced a marked feeling of well being. 

The disorder was not markedly improved. 

Torda and Wolff(37) produced partial re- 

mission of long duration in 10 of 15 cases of 

myasthenia gravis by administration of 500 

mg. of ACTH. 

Bakay(38) pointed out that radioactive 
isotopes are being used with increasing fre- 
quency to localize brain tumors. There is a 
higher concentration of some isotopes in the 
tissue of the neoplasm than in the normal 
brain. Bakay injected radioactive phosphorus 
into rabbits by intravenous and intracisternal 
routes, The maximal concentration in the 
brain was reached 12 to 24 hours after in- 
travenous injection and 30 to 60 minutes 
after intracisternal injection. At maximal 
concentration the phosphorus deposit was 20 
to 5o times as high after intracisternal in- 
jection. More phosphorus concentrated in 
the pituitary gland after intravenous than 
after intracisternal injection. Sweet (39) has 
studied the utilization of isotopes in the 
management of intracranial tumors. 

Psychiatrists have been unusually inter- 
ested this year in studying drugs that produce 
or alleviate abnormal emotional states. Sack- 
ler et al.(40) gave a summary review of 
biochemotherapeutic developments in psy- 
chiatry. In another review Lindemann and 
Clarke(41) considered modifications in ego 
structure and personality reactions under the 
influence of drugs. Rome and Braceland( 42) 
studied the psychological response of patients 
to ACTH and cortisone. They stated that the 
mood is invariably changed in the direction of 
elevation. Lidz(43) found that euphoria oc- 
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-~ curred only in patients who showed striking 
therapeutic improvement. Brody(44) sug- 
gested that the particular psychodynamics of 
the individual personality play a considerable 
part in determining the emotional response 
that will be elicited by treatment with corti- 
sone and ACTH. Cleghorn(45) reported a 
70% incidence of mood deviation among 156 
patients receiving ACTH or cortisone for a 
wide range of mental conditions. He felt 
that euphoria was probably effected metaboli- 
cally rather than psychologically. Savage 
(46), Rinkel et al.(47), and Hoch et al.(48) 
have studied the effect of lysergic acid. This 
drug produces psychotic phenomena and al- 
terations of autonomic function. 
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sociates combines a comprehensive review of 
the pertinent literature with a summary of 
10 years of personal experience(2). Several 
general reviews have been published (3-6). 


TECHNIQUES AND METHODS 


A new “spaciograph” was demonstrated 
(7). This equipment permits one to obtain 
a rapid succession of tracings representing 
the profiles of the brain potentials considered 
versus space (along a chosen line on the sur- 
face of the scalp) instead of traditional re- 
cordings of potentials versus time. The use 
of DC amplifiers has been rewarded by the 
disclosure of the long-lasting steady poten- 
tials (1-4 seconds) following strychnine 
spikes(8) as well as of the occipital oscilla- 
tions synchronous with moving objects in the 
visual fields(g) ; the use of multi-channel 
cathode ray oscillograph, by a better analysis 
of after-discharges(10). y 

The tse of the stroboscope triggered by 
the subject’s electroencephalogram increases 
significantly the diagnostic possibilities(11, 
12). A new method of photic “driving” has 
been developed (1 3): a rhythmic change in 
the size of a dimly lighted geometrical form 
instead of an intermittent change in the 
brightness of the light. Intermittent auditory 
stimuli have been also used for the detection 
of musicogenic epilepsy(14). Various sleep- 
inducing drugs have been used (Dormison, 
15; Chloralose, 16; Paraldehyde, 17), How- 
ever warnings were voiced against an in- 
discriminate use of sedation(18, 19) par- 
rai in children below 5 years of age, as 

sedative may change the tracing. Methods 
of the electrophysiological studies of sub- 
ti a areas in chronic animals and in man 

dol described (either directly through im- 
Planted electrodes(20) or by a wireless ex- 
citation (21 ; see also 22 and 23). 


Basic RESEARCH 
A 
CTIVATING RETICULAR SYSTEMS 


Rake remarkable past descriptions of a 
of the Core in the mediocephalic portions 
aae brain, the excitation of which 
A ws Sleeping animal and desynchronizes 
Ocorticogram has been confirmed in 


m 
onkeys(24, 25). Stimuli applied to the 


Sensor b 
y nerves activate these areas through 


the collateral fibers emerging from the cor- 
responding sensory tracts, Destruction of this 
core is followed by a comatose state(26). 
These structures must play an important role 
in awareness and attention. 

2. A high-amplitude rhythmic 10-30-per- 
second activity, which may last for hours, 
was observed in rhombencephalon(27, 28) 
of cats and monkeys following the intrave- 
nous or topical strychninization. Electric cur- 
rent and nitrogen mustard may produce an- 
alogous effects. The existence of a reticular 
internuncial system common to cerebellum, 
brain stem, and spinal cord, responsible for 
this activity was suggested. The electro- 
corticogram was occasionally depressed dur- 
ing cerebellar discharges. Conversely, cor- 
tical convulsant activity could prevent in 
certain cases the appearance of a paroxysmal 
rhombencephalogram. Thus, a mutual an- 
tagonism between 2 systems could be con- 
sidered. 


RHINENCEPHALON 


The uncal region and the tip of the tem- 
poral lobe have been found to have a low 
threshold for after-discharge in man (29, 30). 
A contralateral spread of this after-discharge 
stresses the epileptogenic vulnerability of 
this area, and explains the frequency of 
“temporal epilepsy” (31-34). Other struc- 
tures of the rhinencephalon were shown also 
to have a low epileptogenic threshold (35, 
10). On the other hand, a recent disclosure 
of a specific relationship in man’s uncal re- 
gion to consciousness(36) was confirmed 
(37), the area being shown to involve also 
the subcallosal region and the insula, A 
stimulation of the amygdaloid nucleus in 
animals produces changes in behavior as- 
sociated with electrical 7 areal 

sleep-like states, attention, rage). It is 
me ced a that this area, having rich 
connections with the diencephalon, may prove 
to be one of the most significant focal struc- 
tures related to behavior, either normal or 


pathological. 


DRUGS AND STRESS 

In cats injected with subthreshold doses of 
strychnine, anoxia produces bilateral syn- 
chronous convulsive discharges of subcortical 
origin (mostly hypothalamus) (40). This 
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could be interpreted as a manifestation of a 
cortico-subcortical disbalance. Thus, a de- 
crease of the cortical activity would favor a 
'hypothalamic-cortical “upward discharge.” 
Another report shows that stress-inducing 
drugs or conditions (insulin, epinephrine, 
and hypoxia) produce, in cats and monkeys, 
a selective increase of the electrical activity 
in the posterior hypothalamus that is inter- 
preted as the factor activating the pituitary- 
adrenal system. Administration of ACTH 
reduces a spontaneous hypothalamic response 
(41). The slowed EEG of the adrenalecto- 
mized rat is restored by ACE and by preg- 
nenolone but not by DOC. These findings 
were correlated with changes in blood flow 
and oxygen consumption(42). Thyroidec- 
tomized rabbits show significantly prolonged 
after-discharges following a cortical stimula- 
tion; these discharges are increased by 
intravenous adrenalin and decreased by 
Yohimbine(43, 44). Intravenous DFP (cho- 
linesterase inhibitor) usually evokes seizure 
patterns in different areas of the brain of 
rabbits in the following order (45) : thalamus, 
caudate nucleus, limbic cortex, and motor 
cortex. Simultaneous activity is often ob- 
served in the thalamus together with the 
limbic cortex and in the caudate nucleus 
together with the motor cortex. Topical ap- 
plication of acetylcholine on the human 
cortex produces paroxysmal discharges (46). 
A dissociation of the responses of the cortex 
and various subcortical areas in response to 
the inhalation of CO, was noted in another 
teport(47). Periodic suppression of electri- 
cal activity was observed in man during in- 
halation of CO,(48). Intracarotid Metrazol 
in barbiturated cats often produces wave- 
and-spike formations in the homologous cor- 
tex while intravertebral Metrazol produces 
only rarely such a pattern(49). It was con- 
cluded from this study that it is unlikely that 
in the cat the thalamus is particularly con- 
cerned with the production of wave-and- 
spike discharges (see also 50 and 51). 


EPILEPSY AND MENTAL FUNCTIONS 


The effects on the electroencephalogram 
of the flickering light and of an intermittent 
sonic stimulation were studied in regard to 
both epilepsy and emotional disorders. 


EPILEPSY 


Photic stimulation in the metrazolized ani- 
mal is followed by a period of fluctuating 
facilitation oscillating with frequency of the 
order of 10 per second, the whole cycle last- 
ing for about one-third of a second(s2), 
If repeated pairs of stimuli are applied in 
metrazolized animals and man at a frequency 
of 3 per second, wave-and-spike formations 
appear in the cortex (frontal as well as oc- 
cipital) (53). The same phenomenon occurs 
where auditory stimuli are used(54). In the , 
light of these studies, wave-and-spike dis- 
charges express an oversynchronized re- 
sponse of the neuronal systems to the ade- 
quate parameters of stimulation, the optimum 
stimulus frequency being about 3 per second, 

With higher frequencies (optimal fre- 
quency: 15 to 20 per second), bilaterally 
synchronous spikes appear in the central and 
frontal areas ; they are associated with myo- 
clonic jerks. These spikes should be dif- 
ferentiated from the muscle artefacts origi- 
nating in the orbicularis oculi(55). The 
appearance of epileptic response in the an- 
terior cortex is considered to be due to a 
sudden “irradiation” through the reticular 
diencephalic system(56). However, the pres- 
ence of the motor cortex is critical for su 
radiated response(57) (see also 58, 59). 
Thus, the presence of a low diencephalic 
threshold and of a susceptible cortex may be 
essential for the genesis of reflex epilepsy 
and, one may state, of any other type i 
epilepsy with an obscure focal onset. It A 
significant that the specific studies rev a 
diffuse sensitization of the cortex to Meri 
in epileptic monkeys with epileptogenic ate 
due to the implanted pellets of alum cr! as 
(60). A summary of electroencephalogstt T 
research in epilepsy during the past de 
was published (19, see also 61). 


MENTAL FUNCTIONS 


in the 
An extensive study has been inte E 


detection of anxiety by the effects ot "i s 
ing light under normal and stress coni A 
(62, 63). The presence of second pe ae 
susceptibility to fast frequencies, an ations 
quency of induction of subjective Fr : 
of dysphoric nature were correla jective 
anxiety. In psychiatric patients, subj 
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feelings may take the form of previously 
experienced symptoms. On the other hand, 
correlations between the verbalizations of the 
patient and the Rorschach findings were stud- 
ied(64, see also 65). Another analogous 
report suggests that these methods may be 
used for therapeutic purposes with selective 
frequencies of flicker (66). 

On the other hand, auditory stimuli applied 
during sleep were found to be followed by 
bursts of “positive spikes” in patients with 
psychopathic behavior(67). Also, appro- 
priate verbal stimuli in obsessive patients 
with spike discharges produce effective 
changes related to focal EEG abnormalities 
(68). Such spikes were observed in a great 
number of psychotic patients(69, see also 
70). 

Thus the refinement of the “functional 
electroencephalography” (during stimulation 
and sleep) bears new promise for future 
investigation of mental patients. 

Hixon’s symposium has finally appeared 
(71). Together with Ashby’s challenging 
monograph, Design for a Brain(72), this 
“most important thing” (73, see also 74, 
75) leads the reader into a fascinating search 
for an electronic model of the robot-en- 
cephalon that exhibits an “adaptive be- 
havior.” Electroencephalographers will like 


this robot; it has a simple electroencephalo- 
gram. 
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CLINICAL PSYCHOLOGY 
FREDERICK WYATT, Pxu.D., ANN Arsor, MICH. 


In ‘last year’s review of this field(19) 
Progress was suggested to follow several 
major lines of ideological development: a 
tenewed interest in perception ; communica- 
tion with a special endeavor toward con- 
ceptualizing the events of communication 

o! according to mathematical models; group 
behavior and affect; and the relationship 
between the individual and his cultural en- 
vironment, which for some time to come may 
well be psychology’s foremost methodological 
and systematic problem. The suggestion was 
made in that review to regard clinical psy- 
chology as an integral paft of psychology as 
a whole; a subject matter by virtue of spe- 
cific problems (the study of patients, or of 
people at large in the complexity of their 
normal interaction with others) ; of specific 
techniques useful for that purpose (diagnos- 
tic psychological techniques or “tests”), and 

,of a cumulative adaptation to that whole 
orbit (clinical experience), but not a field by 
itself, or a “science” of its own. As before, 
it seems important to emphasize that what- 
ever clinical psychology has to offer derives 
from psychological theory and sometimes 


from its more esoteric recesses; while, in 
turn, the observations that clinical psycholo- 
gists are making in the complexity of es 
action provide psychology as a whole He 
material for extensions of its theoretic 
framework, an 

The following review will limit itself toa 
number of books that appear characteristic 
for the progress of psychology as the sa 
of behavior, or, as I would prefer to call 4 fi 
the science of behavior and experience. i 
plied in either definition is the need to pi 
sider contributions from other fields of Sra 
science, which incidentally add to the ma oh 
standing of personality as much as psy' AR 
ogy does. The selection is also made We 
view to its significance for psychiatry: Ha 
a period of self-conscious Cage ae 
chologists seem to become increasing rh for 
cerned with a systematic framewor alte 
their efforts that might encompass a m 
tude of approaches and viewp 
systematic theory. This goal seems a 
at hand. In the meantime, progress i 
noted in recognizing the need for a” pn 
ination of the assumptions on which so" 


1953] 


REVIEW OF PSYCHIATRIC PROGRESS 1952 


501 


experimentation has been based in terms of 
theoretical models and even of such general 
considerations as are suggested by the philos- 
ophy of science. Marx(10) brings together 
a good collection of present-day writing in 
psychological theory. Helson’s(5) volume is 
more ambitious. It gathers up a number of 
contributions concerning individual subjects 
” of psychology with a view to the theoretical 
-implications of the methods and concepts 
peculiar to that subject. There are chapters 
on personality, feeling and emotion, thinking, 
intelligence, fatigue and efficiency, learning, 
and many others. The new Handbook of Ex- 
perimental Psychology(17) will be indis- 
pensable for any more serious investigation 
in the traditionally “experimental” subject 
matters of psychology. 

Humphreys reviewed and evaluated what 
experimental psychology has learned about 
thinking (6) in a scholarly monograph. The 
effect of cerebral mechanisms on behavior 
was the subject of a symposium that brought 
together some of the best known experts in 
this field. The proceedings were reported by 
Jeffress(8). Von Neumann, McCulloch, 
Lashley, Kluver, Kohler, and Halstead con- 
tributed papers, which were discussed and 
augmented by others. 

The most decisive problem of present-day 
psychology probably lies in the relationship 
of collective, group-derived to individual- 
dynamic and developmental concepts. An at- 
tempt to clarify their relationship is presented 
by Parsons and Shils(12) in a collection of 
Papers to which, beside the 2 authors, All- 
oie Kluckhohn, Murray, Sears, Sheldon, 
pionen, and Tolman contributed. Arising 
=e the principal framework of sociology, 

arsons’. The Social System(11) offers a 
a eis of sociology and psychoanalytic 
Par that should have effect also on formu- 
Bly in the theory of personality. A chap- 
ee book on the sociology of medicine 
this Io of special interest to the readers of 
as OuRNAL. In a different perspective a 

mpendium on content analysis by Berelson 
o summarized and. organized a technique 
eae with the new specialty of com- 
its ete research, which again because of 
Sie scope applies to many 
38 that tee and psychological subjects, such 
E covert trends in written documents, 

~ Of the interpretation of responses to pro- 


jective tests. Pollak’s Social S cience and 
Psychotherapy for Children(13) demon- 
strates the practical import of sociological 
and anthropological concepts in psychother- 
apy in the procedures of a child guidance 
clinic. This book does a good deal more for 
the practical integration of sociological con- 
cepts into psychiatric work than most of the 
theoretical urging toward such a union in 
recent treatises. The large and complex , 
armamentarium of social research is pre- 
sented in methodological detail by Jahoda, 
Deutsch, and Cook’s Research Methods in 
Social Relations(7), thus providing the re- 
search worker with another useful handbook. 
Specifically in the field of clinical psychol-. 
ogy (as defined before) a textbook in the 
form of a compendium compiled by Ander- 
son and Anderson(r) contains a number of 
fine contributions on the use of projective 
techniques. The third volume in Beck’s 
series on-the Rorschach Test(2) has several 
chapters in which the author expands upon, ` 
or modifies, his earlier position toward the 
interpretation of the test, and 5 case studies 
that will be especially instructive as they are 
reported in great detail and at considerable , 
length. Shneidman and Joel’s book on the 
Thematic Apperception Test(16) brings to- 
gether a variety of approaches to the clinical 
use of directed phantasies.. For summary in- 
formation on the status of diagnostic psy- 
chological methods a new yearbook, Progress 
Reports in Clinical Psychology, edited by 
Brower and Abt(4), will recommend itself. 
In this connection the Annual Review of 
Psychology, edited by Stone (18) should also 
be mentioned. This review, which is now in 
its third year, reports progress in psychology 
detailed according to subfield or subject mat- 
ter. The quality of the review is generally 
high. However, because of the wide scope of 
the enterprise, the writing has to be very con- 
centrated and for the “insider,” so that con- 
siderable knowledge of the field is necessary 
to make the most of these reports. d 
Three books that seem to me to be among , 
the most significant contributions of this year 
aptly express the scope of psychology as well 
as of its methodological polarities. They have 
in common that, while contributing to their 
subject, they offer structural and methodo- 
logical suggestions reaching beyond it. Redl 
and Wineman’s 2 volumes on “the disor- 


502 


ganization and breakdown of behavior con- 
trols” (14) and on “techniques for the treat- 
ment of the aggressive child” (15) represent 
insightful clinical reasoning based on exten- 
sive observation for which psychoanalytic 
theory provided the premises. While serving 
as the principal framework for understand- 
ing of the behavior problems under study 
and for their therapeutic management, psy- 
choanalytic theory became subject to some 
important extensions itself. Kelly and Fiske’s 
monograph(g), on the other hand, presents 
an adaptation of the traditional approaches 
of psychology: systematic inquiry through 
experimental design and quantitative (statis- 
tical) corroboration, to a new problem— 
namely, the selection of professional people 
of a special cast, and the validity of estab- 
lished techniques of psychological diagnosis. 
The books by Redl and Wineman report 
experiences gathered largely at Pioneer 
House in Detroit, a total treatment home for 
children with severe behavior pathologies. 
While the authors seem to talk simply about 
what makes the children whom they studied 
act the way they do, and explain on these 
grounds why attempts at rehabilitating them 
are so easily frustrated, they propose im- 
portant advances, not only for diagnostic 
and therapeutic practice, but also for theory. 
There are new ideas about the psychology of 

` the delinquent child, especially about the 
tricky interaction of ego and superego defects 
So prone to be oversimplified by a distant and 
Superficial observer, Equally important are 
the consequences of these ideas for a more 
adequate therapeutic Management of these 
children, as well as for our knowledge of 
the structure and functioning of the ego and 
for psychoanalytic ego psychology at large. 
The 2 books abound with such ideas, They 
amplify what in ego psychology is still rather 
vague and largely sustained by inference and 
unqualified assumption, by introducing and 
implementing concepts such as that of hyper- 
function of the ego, or of “treatment shock,” 
and by relating them to the effects of groups 
upon the individual through concepts such 
as that of “group contagion.” 

Kelly and Fiske’s volume(g) contains 
“the report of a five-year research program 
directed at the evaluation of techniques for 
the selection of professional personnel.” The 
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profession studied is that of clinical psychol- 
ogy: “What specific functions does a clinical 
psychologist carry out and how can we meas- 
ure his competence in these functions?” 
Many of the findings of this study are equally 
relevant for other professions: how can the 
apprentice be selected who is likely to become 
an efficient and desirable specialist later on? 
Kelly and Fiske’s book presents the most 
systematic and detailed effort toward an 
answer to this problem to date. A variety of 
psychometric devices and projective tests 
were checked and compared with interviews 
and with the ratings of the students’ super- 
visors. Differential qualifications for diag- 
nosis, psychotherapy, and research were 
examined, and the effect of training situa- 
tions and of teaching programs considered. 
The personality of the successful clinical psy- 
chologist, as shown by evaluations after a 
3- and 4-year interval, was the main focus 
of the study. Aspects of the intellectual com- 
ponent of professional success were defined 
in their relationship to factors in the range 
of adjustment and to social skills. Notwith- 
standing its contribution to the subject mat- 
ter, part of the significance of this study may 
well lie in suggestions that, as it were, arise 
as by-products but point to a variety of far 
cerns in present-day psychology. Many 0 
the methodological explorations reported in 
this book will facilitate and stimulate a 
search in the general field of vocationa 
selection and success. In turn, there a 
suggestions on the interaction of po 
people in small groups (e. g, staff oe dif- 
ences), on the quality and relevance Ot, ar 
ferent types of observation, on the par 
and gradients in the self-image of & bbs 
sion, and last but not least, on the noe 
quantitative examination of complex fully 
psychological conditions. Wa + 
organized and clearly written, this pr fat 
virtue of its compactness and metho a BA 
sophisticátion, is not easy to read. ute! 
descriptive common-sense account i adie 
sults should help to make it useful a 
teresting to a wider audience. 
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GENERAL CLINICAL PSYCHIATRY, PSYCHOSOMATIC MEDICINE, 
PSYCHOTHERAPY, AND GROUP THERAPY 


PAUL H. HOCH, M.D., anp NOLAN D.C. LEWIS, M.D., New York Ciry 


This year, as in the past, we have selected 
a number of papers that we believe are of 
most interest. The selections are, of course, 
subjective and because of the limitation of 
space many equally important studies had to 
be omitted. 

Two cases of denial syndrome, usually 
described as “anosognosia” are reported by 
Guthrie and Grossman(1). They made the 
interesting observation that the denial syn- 
dromes were related to the premorbid per- 
Sonality organization of the patients. They 
expressed doubt as to the validity of the 
hery that anosognosia is a focal symptom 
lue to lesions interrupting the thalamocorti- 
cal pathways in the minor cerebral hemi- 
oe They rather believe that this syn- 
‘ pee is psychogenetically determined even 

ough it occurs in an organic setting. 

: A pods of denial of illness was also made 
X athanson et al.(2). They found that, 

eY consecutive cases of hemiplegia, 
ne a denial of illness. They arrived at 
ve conclusion that denial of illness was al- 
bak associated with an organic mental syn- 
ait and occurred in a much higher pro- 
i a of cases of left hemiplegia, but that 
tite pata with lesions of the “domt- 
sich emisphere. $ Associated phenomena, 
ies. tationalizations, confabulations, du- 
ue ons, denial of the existence of an ex- 
ity, denial of other illness, were observed 


in their cases. The problem of denial of ill- 
ness should be further investigated because it 
is still not quite clear if this is an organic 
syndrome or essentially a denial on a psy- 
chic level that occurs on top of an organic 
lesion. Cases of denial of sickness where no 
organic lesions are present must be used for 
comparison. 

Weiss(3) discusses studies on neurocir- 
culatory asthenia, He suggests that the term 
neurocirculatory asthenia should be dropped 
because it does more harm than good. Weiss 
states, “It calls attention to a part and the 
disorder is one of the whole. It implies some- 
how that the circulation is at fault,” while 
actually neurocirculatory asthenia does not 
exist without a neurosis or character disturb- 
ance. He suggests that we should define it as 
a psychiatric disorder and not a circulatory 
one. 

Bonner et al.(4) studied different opera- 
tive procedures for the relief of pain. They 
used bilateral leukotomy, bilateral lower 
quadrant frontal leukotomy, unilateral leu- 
kotomy, and orbital gyrectomy. Following 
bilateral leukotomy the patient showed 
marked psychological changes, which con- 
sisted mainly in deterioration of the patient’s 
behavior and impaired judgment. The dis- 
turbance was most severe immediately after 
operation and improved as time went on. 
Patients who had a lower quadrant leukot- 
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omy showed apathy postoperatively. These 
patients improved with passage of time, but 
in One patient the symptom was still promi- 
nent 36 months after operation. Unilateral 
leukotomy produced psychological changes to 
a lesser degree, the most common being slight 
flattening of affect, decrease in the amount of 

“ spontaneous speech, and at times inappro- 
priate affect. These symptoms improved later 
on. The authors also discussed the changes 
occurring after bilateral excision of orbital 
cortex. They believe that patients leukot- 
omized for pain seem to suffer more mental 
deficits than those leukotomized for psy- 
choses, These findings will have to be care- 
fully investigated. It will depend upon the 
symptomatology of the psychoses if deficit 
after psychosurgery is more or less, com- 
pared with pain patients. Here, of course, a 
quantitative factor also enters—will a smaller 
operation produce less deficit than a larger 
one? 

Holmes and Wolff(5) examined the mus- 
cle participation in the behavior of 65 sub- 
jects with backache and of 10 subjects with- 
out backache. They found a skeletal muscle 
hyperfunction characterized by a sustained 
increase in motor and electrical activity in 
persons who showed a backache syndrome. 
This occurred in situations that threatened 
their security and produced apprehension, 
conflict, anxiety, and feelings of resentment, 
hostility, humiliation, frustration, and guilt. 
In the above-mentioned situations these per- 
Sons complained about pain in the back, neck, 
and extremities, Strenuous activity and trauma 
increased the etiologic significance in the 
genesis of the backache syndrome if difficul- 
ties in social and interpersonal adjustments 
were present. They believe that the genesis 
of the backache syndrome is related to the 
mappropriate utilization of a protective re- 
action. pattern, The participation of the 
skeletal musculature in an “action” pattern 
of behavior is of psychiatric importance. 

Multiple psychotherapy is advocated by 
Dreikurs et al.(6). They defined multiple 
psychotherapy as “all forms of therapy where 
several therapists treat a single patient simul- 
taneously.” This procedure offers the benefit 
of the combined knowledge and experience 
of different therapists. It was also found that 
such an interview conducted by multiple 


therapists reveals more of the patient’s per- 

sonality than if done by one individual, The 

consultant therapist is useful in preventing or 

the breaking up of the therapeutic impasse, 

They also found that the use of 2 therapists 

hinders the development of countertransfer- 

ence and offers the therapists more op- 
portunity to manipulate the relationship. 

Interpretations given by one therapist are 

reinforced by concurring with interpretations 

given by the second therapist. The authors 

feel that multiple psychotherapy has impor- 

tant implications in the fields of teaching and 

research. Experimentation with such methods 

is important in finding out the best way to 

teach psychotherapeutic techniques and to 

determine in a more conclusive way than is 
known today what therapeutic factors are 

operating in psychotherapy. It is possible 

that many ideas that the therapeutic relation- 

ship is disturbed if another person is present 

will have to be reviewed. Most likely it will 
depend to a large extent on the dynamic 

organization of a patient and also on the 

therapists as to how far this method can be 

used generally or only with selected cases. 

It is suggested by Garfield and Kurz(7) 
that the difficulty with the use of group ther- 
apy with psychotic patients is the ther a 5 
lack of experience and reluctance to j 
responsibility. The main obstacle is the wA 
apist’s belief that the patient is helpless i 
inaccessible in his regressed state. $ e 
authors believe this assumption is a defensive 
maneuver on the part of the therapist. TR 
are interesting observations but should r 
be construed to indicate that the dont 
of a patient to group psychotherapy depe 
only on the attitude of the therapist. sig 

Tt has been assumed that certain psy i 
somatic sicknesses, for instance, peptic uce 
are rare among hospitalized payee 
tients, and speculated that because se 
individuals are psychotic they are less ye 
to use somatic channels for the oe al 
of their conflictual tension states. Cana 
studies on the occurrence of psychosom ae 
sicknesses in psychotics are of great hi i 
tance. West and Hecker(8) examin lea 
group of patients and found that peptic The 
is common among psychotic pa gen: 
incidence of peptic ulcer in mental fe statis- 
eral hospitals is within a comparable = 


a 
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tical range and perhaps even higher in mental 
hospitals. These studies show that many of 
the patients do not have or do not communi- 
cate subjective complaints or that the com- 
plaints are obscured by irrelevant or de- 
lusional productions. It would indicate that 
the lower incidence of peptic ulcer is based 
more on the difficulties of the diagnosis ina 
psychotic patient rather than on actual 
evidence. 

Every year new drugs are advocated for 
the diagnosis and treatment of mental dis- 
orders, Ling and Davies (9) recommend the 
use of methedrine. They used it in 140 cases 
of psychoneurotic illness and found it espe- 
cially valuable in chronic anxiety states, 
neurodermatitis, and posttraumatic anxieties. 
They found that the drug increased the free 
flow of material. In, some patients methe- 
drine facilitated psychotherapy, but in others 


the intravenous use of barbiturates. It would 
be interesting to find out why one patient re- 
sponds better to one drug than to the other. 
None of these drugs is specific insofar as 
clinical symptomatology and psychodynamic 
material go, and none in a general sense 
could be considered superior to the others. 
In last year’s literature several papers 
dealt with bromide intoxication. Tillim(10) 
believes that owing to the recent tightening 
Of restrictions on the sale of barbiturates 
there is a possibility of an impending rise in 
the incidence of bromism: He believes that 
in some psychiatric clinics the incidence of 
bromide psychosis is about 2%. He believes 
that nothing is gained by defining several 
varieties of bromide psychosis because dif- 
ferent clinical pictures are due to the under- 
lying prepsychotic personality. It is impor- 


ages 
Se on him that first invented sleep!” said 
like =a T anza, “It covers a man, thoughts and all, 
the thir oak; it is meat for the hungry, drink for 
ot, to heat for the cold, and cold for the 
t th is the current coin that purchases cheaply 
e pleasures of the world. » 


oe the past year, sleep has come into 
lit Own in the psychiatric and psychosomatic 
erature, and scores of papers (too few 


the same results were obtained better with © 


tant to emphasize that bromism could show 
not only the picture of an acute organic re- 
action like a delirium but also that of a 
Korsokoff psychosis. About half of the pa- 
tients received their bromides on prescrip- 
tion of the physician and therefore their 
disorders were not due to self-medication. 
Levin(11) who has paid considerable at- 
tention to this form of toxic psychosis again 


- calls attention to its importance. He believes 


that the actual incidence of toxic psychosis 
is higher than the hospital statistics indicate. 
He points out that experiments undertaken 
to show that no psychosis occurred even 
though the blood bromide level was raised 
to 150 or more are not valid because psy- 
chosis occurs only if the high bromide intake 
is maintained for a certain period of time 
on a high level. 
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from the U. S. A.) were devoted to the sub- 
ject. Prolonged or intermittently prolonged 
sleep is now being widely used not only in 
the treatment of neuroses and psychoses, but 
in the management of acute coronary insuf- 
ficiency (1), hypertension (2, 3), dysentery 
(4); fractures(5), dermatoses(6), postop- 
erative convalescence(7), asthma, stuttering 
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(8), peptic ulcer(9, 10), rheumatism (11), 
and other conditions in which exhaustion, 
tension, autonomic imbalance, or disorders 
of innervation are supposed to play a role. 
Its history has recently heen reviewed by 
Norry(12), and several new articles on its 
theory and technique have appeared (13-20). 
If we can credit the literature, we are 
neglecting a valuable technique that is said, 
for example, to induce roentgenologically 
verifiable recovery in most cases of peptic 
ulcer. Along similar lines some workers 
are combining insulin treatment(21) or 
electronarcosis(22) with barbiturate sleep, 
or giving patients simultaneous injections of 
alcohol and sodium amytal(23), as well as 
continuing experimentation with different 
wave forms for electrocoma(24). 


THALAMUS AND MIDBRAIN 


The hierarchy of nervous organization 
can be pictured as a pyramid, with the grosser 
and simpler reflex functions relegated to the 
cord and the finest, most complex intellec- 
tual functions mediated by the cortex. Inter- 
posed between these, in midbrain and 
diencephalon, are the focal points for the 
more intricate vegetative, complex uncon- 
Scious or emotional integrations that fuse 
with and modulate the intellectual functions 
(25). It is in these subcortical centers that 
the derangements and deficiencies that induce 
psychoses are so often said to lie. Neo- 
plasms within the midbrain induce early 
and prominent mental changes(26). It has 
long been known that changes in conscious- 
ness can be induced by both stimulation and 
damage of the thalamus. Intermittent brief 
stimulation of the lamina medullaris interna 
of the thalamus induces real sleep with typi- 
cal electroencephalographic sleep records 
(27). Cats with diencephalic lesions develop 
akinetic and apathetic behavior(28). In a 
comprehensive discussion of this whole topic 
Cairns concludes that damage to the thalamus 

~ and hypothalamus produces sleep-like states 
and akinetic mutism as well as a special type 
of dementia (29). From this point of view 
it is interesting to note the frequent attempts 
to demonstrate an activation of these sub- 
cortical structures by the shock treatments 
(30). Pollock has recently reviewed the 
available data to conclude that electroshock 
treatment owes its efficacy primarily to its 


effect on thalamic and other subcortical cen- 
ters(31). The benefits of encephalopneumo. 
therapy(32) or Speransky’s spinal pumping 
may be due to a similar effect on periventric. 
ular structures(33). Sherwood(34) re- 


ports that he enlivened several mute and in- . 


accessible patients by the injection of cho- 
linesterase, procaine, and other inhibitory 
substances into the frontal horn of the 
lateral ventricle. 


PITUITARY AND ADRENALS 


Nowadays, with so much interest centered 
on pituitary-adrenal relationships, it is not 
surprising that the shock treatments are be- 
ing re-examined from this point of view, but 
the experimental] data are sometimes con- 
tradictory or inconclusive, and case selection 
seems to play an important role. Along with, 
the neural stimulation of the diencephalon, 
hormonal readjustments must certainly be 
implicated. Freudenberg(35) believes the 


insulin resistance of chronic schizophrenics ' 


may be due to some hyperpituitarism, and a 
hyperglycemic factor has actually been dem- 
onstrated (though not yet isolated) in the 
urine of some schizophrenics (36). In Cush- 
ing’s syndrome, which can be regarded pt 
type of adrenocortical hyperfunction, t 

mental disturbances may be quite severe an 

have been related to the psychoses induced n 
ACTH(37). The fact that Bikers iin 
output in schizophrenia is said to be inae ja 
also seems pertinent (38). Although ivi 

acute male schizophrenics show a very Av fd 
adrenocortical responsiveness after ee 

tration of ACTH, glucose, or electros on 
in chronic cases no such response 18 rise 
anxiety states were also found to be stri a 
unresponsive in the same test se ia 
40). Cortisone tends to promote euph but 
nonschizophrenic individuals (41-43)> 5 
Rees and King(44) found a 4-day cou ca 
treatment of no value in schizophrenia. a 
Karnosh, and Stecher(45), a i 

ployed it for 1 to 4 weeks, even in t “i oi 
temporary exacerbations, and foun es 
definite value in severe and chiens aa 
In a recent discussion of these oti 
ships, Friedlander (46) suggests t! at p cate 
sive adrenocortical exhaustion 15 4 onsive- 
of chronic schizophrenia, so that resp a 
ness to ACTH is a precondi 
siveness to electroshock. Berce 


1(47) 
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the occasional thyrotoxic states induced 
electroconvulsive treatment to the absence 


sf the antithyroid cortisone factors. Jens(48) 
“found desoxycorticosterone therapy very 


‘helpful in a miscellaneous group of 21 psy- 


, chotic patients. It may be recalled that 
schizophrenics as a group have long been 
“mown to have increased urinary output. 
Forizs(49) has revived the treatment of 
" schizophrenia with the antidiuretic posterior 
ituitary hormone and claims significant 
" ameliorative changes. 


MULANTS AND SEDATIVES 


Another link in the chain of events is 
Supplied by the acetylcholine mechanism. 
fhe frontal cortex of the chronic deteriorated 
schizophrenic seems to contain too much 
 cholinesterase(50). Glasson and Rabinowicz 
(51) claim there are consistent familial pat- 
__ ferns of cholinesterase values that are related 
psychotic susceptibilities. The cholinergic 
adrenergic properties of the blood do not 
er in psychiatric patients(52), though 
lolinesterase values of the blood serum are 
said to drop in the course of treatment( 53): 
Sargant(54) reports encouraging results 
with acetylcholine injections in severe tension 
hobic states in mildly obsessive person- 
ities. In an interesting animal experiment 
it has been shown that repeated small doses 
~ Of acetylcholine induce a depressed refrac- 
_ toty state of the denervated rat diaphragm 
that can be reduced or abolished by sympa- 
“thomimetic drugs such as adrenaline or 
ephedrine (5 5). Related drugs of the benze- 
drine type are being used intravenously for 
sient stimulation in psychotherapy (56), 
combination with amytal in the treatment 
of depression (57), or in larger doses (20-40 
g.a day for several days) in the manage- 
~ ment of schizophrenic excitement (58). 
= Th an important contribution, Funkenstein, 
tlt, and Solomon(s9) have been able 
) show that depressed patients tend to give 
Be mephrine type of blood pressure reac- 
ie to mecholyl injections, characterized by 
ed drop, while schizophrenics dis- 
ý 7 a nor-epinephrine type of reaction, with 
ay a transient drop of the blood pressure. 
ee thors believe that only patients with 
4 ae type of reaction are responsive to 
\ “ttoshock treatment. It should be men- 


$ 


tioned in this connection that anxiety states 
are said to be associated with increased nor- 
epinephrine production(60). 

Carbon dioxide is another powerful cen- 
tral nervous system stimulant, Inhalation of 
a 30% CO, mixture is a very distressing 
experience, especially for neurotics, who have 
a special sensitivity to CO2(61), but it ap- 
pears to be of value in the treatment of both 
neuroses and psychoses (62-64). Busse and 
his associates are attempting to prolong the 
period of CO; administration to 25 minutes 
by allowing the patients to breathe pure oxy- 
gen for 15 minutes in advance (65). 


SHOCK TREATMENT 


Spinal compression fractures occur in in- 
sulin shock treatment, about half as fre- 
quently as in electroshock, and for similar 
reasons(66). Succinyl-choline-iodide(67) or 
chloride (68) is described as the ideal protec- 
tive relaxant for electroshock since its action 
is self-limited to one or more minutes and no 
antidote is required. Alexander (69) de- 
scribes a glissando technique with mainte- 
nance of the electric stimulation, which elimi- 
nates the clonic phase altogether without 
impairing the therapeutic value of the pro- 
cedure. Sargant(70) thinks that in many 
cases one electroshock treatment a week is 
adequate: 

Birkmayer and Preissecker(71) recom- 
menda few electroshock treatments for the 
relief of milder menopausal symptoms such 
as flushes and palpitations. Recent figures of 
Prout and Hamilton(72) indicate that elec- 
troshock is surprisingly safe for patients over 
6o years of age. It is even reported to al- 
leviate the paralysis of some hemiplegics 
(73), though it can undoubtedly produce 
brain damage as well (74). In spite of this, 
intensive treatment several times a day, for 
several weeks has proven to be of real value 


"to severely regressed schizophrenics (75)- 


The whole recent literature on electroshock 
treatment has been well summarized by 


Brickenstein (76). 


VITAMINS 


The varied role of nutritional factors in 
psychiatry has recently been reviewed by a 
French author(77)- Nicotinic acid would 


“~~ 
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appear to be of value in the psychoses of 
senility (78, 79) especially those of recent on- 
set in individuals below the age of 65. Vita- 
min B,2 is recommended by Ross and Ernst 
(80) combined with rest and dietary meas- 
ures in a depressive syndrome associated with 
liver tenderness and frequently impaired 
liver function. Leibowitz and Gorman(81) 
report a case of deliroid reaction in a viral 
hepatitis and remind us that Wilson’s classi- 
cal description of hepatolenticular degenera- 
tion is no longer regarded as specific: not 
only the basal ganglia but the cortex may be 
involved, and mental as well as neurological 
changes may occur. Moreover, such changes 
are found not only in cirrhosis, but in infec- 
tious hepatitis and other liver diseases, as well 
as experimentally induced liver disorders. 
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The damaging effect of major prefrontal 
lobotomy upon the personality of patients is 
leading to more limited and selective opera- 
tions. Foremost in the contributions on this 
topic is the report by Greenblatt and Solo- 
mon ( 16) upon a comparison of bilateral with 
bimedial and unilateral lobotomy. Bimedial 
lobotomy is far superior as regards over-all 
improvement, mental status, initiative, and 
object cathexis. All lobotomy operations were 
followed by reduction in anxiety, tension, and 
hostility, while disorganization and work ad- 
justment were less effectively aided by any 
eaten. Obtaining relief without sacrifice 
E esirable personality characteristics may 
p quantitative matter, since quite satis- 
TA a results are reported after rostral leu- 
R y(20), orbital undercutting (22), and 

ansorbital lobotomy (4). These and other 

Cee operations are to be preferred in all 
pie submitted to psychosurgery. Less 
aes. results in severely psychotic pa- 
ae been obtained after bimedial un- 
ace ing (22), and resection of the anterior 

area(27). 

ay Sond report of the Columbia-Grey- 
TAn, SNo) is confusing and disap- 
aA variety of operations upon un- 
the PAN patient material probably lies at 
ne ve this failure. Stereoencephalot- 
ven 3 as made some progress in the past 
ie no outstanding results in psychotics 
BaP on z reported. Many aspects and opin- 
te pos © the effects of psychosurgery 
ves ed in the proceedings of the First 
ongress of Psychiatry(2), and of 


73. Leroy, R. Rey. méd., 7:85, 1952. 
ce Allen, I. M. New Zealand M. J., 50: 350, 
* 1951. 
75. Garrett, E. S., and Mockbee, C. W. Ohio 
M. J. 48:505, 1952. 
76. Brickenstein, R. Med. Mschr., 5:597, 1951. 
77. Aschkenasy-Lelu, P. Encéphale, 41 : 45, 1952. 
78. Moore, D. F., et al. J. Clin. Exper. Psycho- 
pathol., 12: 249, 1951. - 
79. Gregory, I. Am. J. Psychiat., 108 : 888, 1952. 
80. Ross, B. D. and Ernst, G. Acta Neuroveget., 
4:74, 1952. d 
81. Leibowitz, S., and Gorman, W. F. New Eng. 
J. M., 246: 932, 1952. 


: PSYCHOSURGERY 
WALTER FREEMAN, M.D, Pa. D, Wasiincton, D. C. 


the Third South American Congress of Neu- 
rosurgery(3), but these have scarcely more 
than historical interest because of the long 
delay in publication. A Swiss journal 
gathered together a lively symposium on the 
ethical and moral aspects of lobotomy (8) 
written by “consultants” from several coun- 
tries. Not in this symposium, but among 
the objectors may be found Winnicott (31) : 
“May I have space to proclaim my absolute 
belief that the human being has the right to 
suffer, and even to commit suicide, intact— 
that is to say with the brain, the somatic basis 
for his psyche, intact.” The British Medical 
Journal(7) editorializes : “If the patient com- 
mits suicide, then the brain is destroyed in 
its entirety ; and this would seem a high price 
to pay for the temporary preservation of a 
small part of it....- Tf the soul can sur- ` 
vive death, it can surely survive lobotomy.” 
Next to suicide, and ahead even of the dra- 
matic aspects of war, crime, and alcoholism, 
the greatest blot upon the public conscience 
is the mental hospital with its suffering and 
violent inmates. 
Theories concerning frontal lobe function 
continue to be published. Arnot(1) believes 
the frontal lobes aid in the persistence of 
emotional states, chains of thought, motor 
actions, and motor inhibitions. Barahona 
Fernandes(2) insists upon destruction of 
pathological foci responsible for the symp- 
toms, and asserts that improvement occurs 
through regressive syntonization. DalBianco 
(4) believes that severing the neural circuits 
causes agnosia for symptoms and displace- 


510 


REVIEW OF PSYCHIATRIC PROGRESS 1052 


ment of the ego into the background. 
Golla(15) thinks that patients have lost the 
power of representing their personality in 
‘time as an enduring entity, whilst still retain- 
ing the power to plan ahead in their business 
and social relations. The outstanding change, 
according to Landis(18), is one of affect and 
not intelligence. He stresses the phenomenon 
of anguish, which is removed by lobotomy. 
Zubin(33) agrees with this, saying that the 
evidence points distinctly to the frontal lobes 
as mediating anxiety “but there is no evidence 
- for their mediation of intelligence.” Ry- 
lander (21), however, finds the ability to han- 
dle intelligence tests reduced, although less 
so after operations on the lower quadrants. 
Specific syndromes have been attacked 
with varying results. Epilepsy(32) has re- 
sponded in a minority ; organic mental syn- 
dromes scarcely at all(29). Criminality and 
psychopathy(26) have shown modest im- 
provement, Auditory hallucinations have 
been attacked by operations in the inferior 
parietal(r3) and amygdaloid (11, 25) re- 
gions. An ingenious theory concerning the 
latter organ is that this is a motor nucleus 
highly developed in chiroptera and cetacea 
who orient themselves by sonar. In man, it 
would seem, the amygdaloid nucleus may 
transform ideational activities into the tem- 
porally organized movements of the vocal 
musculature, which, in abnormal states, are 
perceived by the hallucinated patient as 
audible speech. Wikler et al.(28) found the 
physical aspects of morphine abstinence 
without the psychological aspects in drug ad- 
dicts after lobotomy. 
The Malamud behavior scale has been used 
by Freeman(10) in a study of prognosis. 
The more prominent the symptoms of anxi- 
ety, obsessive thinking, and self-directed 
violence, the better the eventual social adapta- 
tion ; while the preponderance of such symp- 
toms as hallucinations, disordered thought 
Processes, and externally directed violence 
‘makes for an inferior eventual result, The 
paradox arises that the patients most fre- 
quently lobotomized belong to the latter 
group. Freeman suggests that the resolution 
of the paradox lies in the objectives sought 
by operation, namely the relief of unbearable 
anguish that causes patients to behave in this 
ungovernable fashion. When the distress is 


overcome, patients can conform to 
pital environment, “sleep on a bed ra 
under it,” even though they are unfit fo 
charge. Other authors stress the impor 
of favorable change in the social b 
even though there may be various defe 
affect, intelligence, and social respo 
after operation. As Davidson(5) says: 
were not so much interested in psychol 
testing as in clinical improvement 


are mainly social criteria.” Klotz(17) $ 
“The procedure itself is of prime imp 
in enabling severely incapacitated pati 
become more accessible to therap 


transorbital method. Davis(6) fin 
method economical and safe in the hos 
in India. Freeman(12) operated up 
patients in 12 days with 4 deaths ant 
usual 30% discharge rate. Wilson et al. 
performed 400 transorbital lobotomies 
Trenton State Hospital with similar f 
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CHILD PSYCHIATRY. MENTAL DEFICIENCY 
LEO KANNER, M. D., BALTIMORE, Mb. 


CHILD PSYCHIATRY 


The year 1952 marked the inauguration 
of the American Academy of Child Psy- 
chiatry, established “for the purpose of 
stimulating and advancing medical contribu- 
tions to the knowledge and treatment of psy- 
chiatric problems of children.” This is the 
first time that physicians specializing in child 
psychiatry in this country (all of them mem- 
bers of The American Psychiatric Associa- 
tion), are uniting for a common goal. It may 
therefore be of service to report the (as yet 
unpublished) tentatively formulated “aims 
and purposes,” which are as follows: (1) To 
provide a forum for the free and full discus- 
sion of all matters relative to the advance- 
i of child psychiatry. (2) To delineate 

e scope of the practice of child psychiatry 
m to encourage the recognition of this prac- 
TEES psychiatrists and other members 
a e medical profession. (3) To encourage 

nd support high standards of training and 
pese in child psychiatry. (4) To stimu- 
ao to enter this branch of psy- 
en (5) To promote and advance the 
nite es in the areas of prevention, treat- 
ae research, and teaching in child psy- 
ae y. (6) To honor those physicians who 
child made considerable. contributions to 
Psychiatry, 
A similar event had taken place a few 


months previously in Germany where, under 
the leadership of Professor Villinger of 
Marburg, the Deutsche Vereinigung fuer 
Jugendpsychiatrie was founded, with ap- 
proximately the same perspective. 

The issues involved in teaching the prin- 
ciples of child psychiatry to medical students 
were given special attention at the Confer- 
ence on Psychiatric Education, held in June 
1952 at Ithaca, New York. The American 
Board of Psychiatry and Neurology has re- 
viewed (and revised) its standards for the 
approval of centers for the training of physi- 
cians who wish to specialize in child psy- 
chiatry, greater emphasis than heretofore 
being placed on affiliation with medical 
institutions. 

Clinical opportunities for the psychiatric 
orientation of pediatricians are still scarce. 
The leaders in the specialty are doing their 
best to whet the appetite for the inclusion of 
psychiatric insight in hospital and private 
practice. The ‘American Academy of Pediat- ` 
rics, in -its annual convention (October 
1952), offered I section, meeting, 2 round 
tables, and 2 seminars dedicated to this pur- 
pose; its official journal, Pediatrics, reported 
discussions of accident prevention C 
speech defects 2) 5 preventive psychiatry (3; 
4), and problems of mental deficiency (5). 
The Journal of Pediatrics continued its regu- 
lar series of articles on “psychological as- 
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pects of pediatrics.” Fischer(6) published 
the results of a study of the status of the sec- 
ond-born child in sibling rivalry situations. 
Bauer(7) discussed attitudes of young pa- 
tients with rheumatic fever. Faucett and Jen- 
sen(8) told of an 11-year-old boy addicted to 
the inhalation of gasoline fumes and helped 
by psychotherapy in conjunction with sodium 
amytal interviews. There were also papers 
on everyday problems of the preschool child, 


_ cluttering, the integrated treatment of a 


young child with a speech disorder, and 
‘group therapy of parents of physically dis- 
abled children. This array of presentations 
appearing in less than a year in 2 journals 
indicates the great desire that pediatrician: 
have for psychiatric information, f 
Books,—The past 12 months have brought 


` a bumper crop of books and monographs 


dealing with issues of child psychiatry. 

Special attention should be called to a 535- 
page volume(g) edited by Koupernik. It 
contains 67 contributions by French, British, 
Belgian, Portuguese, Swiss, and Swedish 
authors, covering many aspects and giving a 
good account of the work done in the field by 
contemporary Europeans. 

From psychoanalytically oriented quarters 
came Volume VII of The Psychoanalytic 
Study of the Child(10), which includes a 
symposium on “the mutual influences in the 
development of ego and id”; the report of a 


- - 2-year study(11), undertaken by the Jewish 


Board of Guardians, on “the development of 
mutually beneficial liaison between the be- 
havior sciences and... . child guidance” 
(a well-presented formulation of things 


` known before the study was begun) ; a book 


by Silverberg(12) that shows originality of 
thought (always welcome even though many 
readers may not always agree with the 
author) ; an eloquent discussion of aggres- 
sive behavior of children by Redl and Wine- 
man(13), with somewhat puzzling enumera- 


‘tive tendencies (22 instances of the break- 


down of behavior controls ; 34 specific items 
of “delinquent defenses”; 6 special “sick- 
nesses of the conscience”). 

Witmer and Kotinsky(14) deserve credit 
for editing a full, lucid, and beautifully or- 
ganized account of the fact-finding report of 
the Midcentury White House Conference on 
Children and Youth: “In it are set forth the 
chief facts and theories, as currently con- 


ceived by many competent scientists z 
fessional workers, regarding what is 
for the healthy development of perso 
in childhood and youth.” Detailed cı 
tion is given to the implication of th 
“for the conduct of the various so 
tutions important to children’s wel 
for professional practice in relation to 
institutions.” r 

Bender published an edited compilati 
reprints under a title(15) that joli 
matical sensitivities. Selected “te 
are discussed in detail, with interpr 
often decreed ex-cathedra and ini 
more with the interpreter’s orientat 
with the patients’ total life situation, 
ing inferences are drawn, a bit too 
cally,” from fractional performances 
take-it-or-leave-it basis. i 

Three books intended for lay consump! 
are worth mentioning. Moloney(16) 
a plea for promoting relaxation in 
less pediatric obsessiveness, and room 
(Cornelian Corner) procedures in ob: 
hospitals; his wholesale indictment 0 
stetricians is regrettable, as is his Cass 
like warning about the mental outlo 
America’s future. The Gluecks(17) 0 


parents,” helping them to rely on gen 
and to shed the anxieties and in 
foisted on them by contemporary “sca 

“must” literature. Bl 

Periodicals—The publication of I 
Academic Lecture(19), given at the 
American Psychiatric Association 
marked an important event. Levy, te 
the present status, gave a thoughtful 
of trends from a historical perspec 
concluded with an emphasis on E 
pline of the data of observation; 
hope that “we shall see a closer affi 
our field with the hospital and the 
clinic.” Levy’s statements wer 
mented by 3 discussants (20-22). 

A symposium in The Nervous Chi ; 
with pediatrics and child psychology: : 
especially pleasing to find in it an 
paper by a pediatrician on the use 
“crutch” (placebos, sedation, vitamin 
ics,” etc.) in pediatric practice (23) i 
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symposium, on manic-depressive states in 
childhood, is rather disappointing insofar as 


the diagnosis in most cases cited is very de- . 


batable, centering mostly around “moodi- 
ness” and “overactivity” ; those in seatch for 
literature on the subject, which is very scarce, 
will find there papers by Harms, Hall, Sadler, 
Schachter, and Despert (24-28). 

Psychosomatic problems were discussed in 
a number of articles. Wolff and Bayer (29), 
using enuresis and obesity as examples, spoke 
of 3 mechanisms through which pathologic 
_ stimuli find expression: (1) disturbance of 

homeostasis; (2) pathologically conditioned 
reflexes; (3) symbolic conversions, Rhodes 
(30) described the relation between emo- 
tional disturbances and allergies. Wellisch 
(31) did not hesitate to assign to the eyes 
the role of “a frequent phallic symbol” and, 
with this in mind, roamed through ophthal- 
mology, to discover, for instance, that 
chalazion, blepharitis, and conjunctivitis 
may be produced by “secondary infection of 
an erogenic zone.” Sapienti sat. 

From Europe came the first reports of ob- 
servations of early infantile autism. Van 


Krevelen (32, 33) described a case from Hol- * 


land ; he decided to consider the condition as 
oligophrenic rather than schizophrenic. Stern 
(34), who saw one such child in France, 
expressed puzzlement about nosology and 
heredity. Creak(35), reporting from Eng- 
land, suggested that, for the time being, 
autistic children should be regarded as a 
homogeneous” group requiring further 

Study, 
Stuttering was the subject of studies by 
Wischner(36) (experimental approach to 
€xpectancy and anxiety), Moncur(37) (as- 
> of parental domination), Bloodstein 
nad (mothers of stutterers and non- 
i erers were asked to “diagnose” recorded 
Aen; and Glasner and Dahl(39) (pro- 
la program). Two important articles, 
ai Case illustrations, on elective (psycho- 
8 nic) mutism in children were published by 

isch(40) and by Tramer(4r). 

me ya Hess(42) had 4 observers rate 
tion ae Tesponses in 3 periods of observa- 
rai uring the postnatal hospital stay; cor- 
eee between the ratings was high, also 
ion with mothers’, self-evaluation, 


preference for prolonged breast feeding, and 
average menstrual flow of 5 days or more. 


MENTAL DEFICIENCY 


Benda’s Developmental Disorders of Men- 
tation and Cerebral Palsies(43) is not just 
another textbook of mental deficiency. At 
least in this reviewer’s judgment, it stands 
out as a fundamental contribution, with a 
“new orientation” that the author, in the 
first sentence of the first chapter, declares to 
be an issue of major importance. There is a 
successful attempt to integrate neuropathol- 
ogy, psychiatry, and sociology, with emphasis 
in each condition on where the emphasis 
specifically belongs. The elimination of the 
alleged distinction between severe mental in- 
adequacy and psychosis is a new and fruitful 
departure. 

The American Journal of Mental Defi- 
ciency has continued to function as the chief 
depository for workers in the field. The 
October issue is devoted in its entirety to 
the vocational rehabilitation of the mentally 
handicapped, the programs in New York 
City, Michigan, and Minneapolis receiving 
special attention, The April number contains 
a symposium on children with mental and 
emotional disabilities held in celebration of 
the twenty-fifth anniversary of the Wayne 
County Training School. Psychotherapy of 
the mentally deficient is discussed by Menzel 
(44) and by Sarason(45). 

Zabarenko and Chambers(46) found that 
glutamic acid did not produce significant gain 
in mental functioning. Schwoebel (47), who 
studied 10 children, concluded that, under 
the influence of the drug, all “presented in- 
creased impetus in thought, motor activities 
and attention; intelligence remained unin- 
fluenced.” Usdin and Weil(48) found no 
appreciable difference in the intellectual de- 
velopment of 43 children who were apneic 
for 3 or more minutes after birth and 43 
children of a control group. 
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NEUROSYPHILIS 
WILLIAM H. TIMBERLAKE, M.D., Boston, Mass. 


It seems well this year to review some of 
the important experimental work as well as 
the results of therapy in syphilis. 

The obscure period between primary and 
secondary symptoms and the tertiary symp- 
toms of syphilis is being clarified by Frazier, 
Bensel, and Keuper(1). By experimental 
transmission of spirochaeta pallida from one 
rabbit to another via blood, they have demon- 
strated the persistence of spirochetes in the 
blood not only 4 years after the donor rabbit 
had become asymptomatic, but even after the 
serology of donors became negative. The 
spirochaetemia is probably intermittent. In- 
fection of only one recipient in paired rabbit 
innoculations suggests that the number of 
organisms is often small. 

The numerous serologic tests for syphilis 
depend upon the amount of a nonspecific 
reagin (reactor) that is present. Minute 


amounts are present in normal people a 
many processes beside syphilis may pie i 
the amount to the point where it 1S detec if 
by serologic tests as they are usually ae 
ardized to detect syphilis. The pa 
cation procedures, inasmuch as they a in 
upon the same reagin, are of no mee BA 
1949 Nelson and Mayer(2) intro 
first specific test for syphilis, the trep es 
immobilization test (TPI). It demon ge y 
the presence of a treponema specific RE i 
that, under standardized conditions, Tae 
izes treponema pallida. Magnuso”, that the 
son, and McLeéod(3) have shown ing anti- 
appearance of treponema-immobilizi ae 
bodies does not parallel the patie nd $0 
immunity to experimental sy! hilis or nor 
there are probably other circulating 
humoral antibodies. 


3 tients, 
Miller ef al.(4), studying 425 ie ; 
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found the treponema immobilization test 
negative in all nonsyphilitic patients, even 
those with other conditions that would be ex- 
pected to cause false positive serologic tests 
for syphilis (STS). Among 123 patients 
with proved syphilis, only 6 had a negative 
TPI and all 6 were adequately treated early 
cases. Although it is thus evident that the 
TPI becomes negative a certain time after 
adequate early treatment, one should not con- 
tinue treatment merely to reverse the TPI. 
The TPI was positive in the serum of all 
proved later cases of syphilis (10 congenital, 
33 central nervous system, and 8 cardiovas- 
cular). The TPI in the spinal fluid was posi- 
tive in all 10 of the proved central nervous 
system cases in which it was examined. 

Durel, Sausse, and Borel(5) in France, as 
a result of 1,000 observations, confirm the 
specificity of the TPI test as have several 
American reports of previous years. They 
examined the cerebrospinal fluid in 58 pa- 
tients with proved neurosyphilis and in all 
the TPI was positive. They found, as others 
have here, that in untreated early syphilis 
the STS is apt to become positive before 
the TPI. 

Probably the most important application of 
the TPI test has been the report of Moore 
and Mohr(6) on the biologic false positive 
Serologic test for syphilis. They describe the 
Previous criteria and list the several recog- 
nized causes of biologic false positive sero- 
logic tests, They estimate that among certain 
Population groups in this country, on routine 
STS, half the seropositive reactors may be 
false positive. They exclude from their 
further discussion the “acute” biological 
tae positive reactors whose STS was posi- 
a soon after various nonsyphilitic infec- 
Thon and remained so for less than 6 months. 
ae remaining positive more than 6 
Sa : were termed “chronic.” Testing 300 
that eae patients with TPI, they found 
hee H former standards about 15% had 
te called latent and 15% had been called 
santa positive erroneously. Among those 
se by TPI to be biologically false 
fac e, the false positive reaction was 
Ht a manifestation of a serious underly- 
lagen ae sometimes of the group of col- 
(ie Iseases (disseminated lupus erythema- 

» periarteritis nodosum, rheumatoid 


arthritis, rheumatic fever, and sarcoid). This 
report confirms the observation of Zellmann 
(7) on the high incidence of presumed false 
positive STS in patients with collagen dis- 
eases. It is therefore important to distin- 
guish between syphilis and the biologically 
false positive reaction and, when the latter 
is identified, to search carefully for its cause. 

As Duke-Elder(8) points out, topical ap- 
plication of cortisone is of immense advan- 
tage in blocking the acute evidence of 
inflammation or the subacute exudative phe- 
nomena in early interstitial keratitis due to 
syphilis and so prevents the occurrence of 
damage to the eye. However, it does not 
cure the underlying process. Unless adequate 
antiluetic treatment is given, the keratitis 
may relapse when cortisone treatment is 
stopped. 

Cortisone in the experimental syphilis of 
rabbits or spirochetosus of chickens was 
demonstrated by DeLamater, Saurino, and 
Urbach(g) to cause a marked increase in 
organisms in the blood stream. This should 
make one hesitate to give cortisone or ACTH 
to patients who have active syphilis. 

Heyman, Sheldon, and Evans(10) review 
their work on the Jarisch-Herxheimer re- 
action. They find the histologic skin changes 
the most sensitive evidence of this reaction, 
which occurs when the spirochetes are de- 
stroyed by the appropriate antibiotic, chemi- 
cal, or immune serum. As they point out, 
the reaction is being reported after antibiotic 
treatment of such nonspirochetal diseases as 
brucellosis, leprosy, and anthrax. In syphilis 
the Jarisch-Herxheimer reaction is not 
merely due to the effect of breakdown prod- 
ucts of the spirochete because it can occur in 
early syphilis after penicillin doses too small 
to cause an appreciable decrease in the spiro- 
chetes in the skin lesion and in neurosyphilis 
where there may be few organisms. The re- 
lease of histamine is not a factor. The re- 
action is not aborted by the use of ACTH 
any more than is the tuberculin reaction. 
The authors believe that the Jarisch-Herx- 
heimer reaction, like the tuberculin reaction, 
represents a hypersensitivity reaction of the 
delayed type. It cannot be prevented by any 
present means, even the use of small d f 
penicillin or pretreatment with bismutl 

On routine spinal fluid examination 
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12,057 patients with untreated seronegative 
primary, seropositive primary or -secondary 
syphilis, Bauer, Price, and Cutter(11) found 
ro or more cells or positive serology in 5%. 
Among these groups the number and degree 
of abnormality was greater the more ad- 
vanced the stage of syphilis. Treatment 
varied from 2.4 to 4.8 million units of peni- 
cillin. Among those with negative spinal fluid 
before treatment, 2.3% became positive after 
4.8 million units of penicillin. Less penicillin 
gave much poorer protection. Of the patients 
with positive CSF before treatment, 30% 
were examined after treatment and 86% of 
them had become negative; the highest rate 
of recovery was among those given 4.8 mil- 
lion units of penicillin. 

Sixty-nine hospitalized, treated, paretic pa- 
tients were re-examined by Dattner et al. 
(12) 5 to 20 years after their spinal fluid 
had become inactive re infection (7. e., nor- 
mal cell counts and total protein determina- 
tions). Cerebrospinal fluid relapses rarely 
occurred more than 2 years after treatment 
had rendered the spinal fluid inactive, so the 
fluid should be followed at 6-month intervals 
for 2 years and perhaps yearly for 5 years; 
after that, any clinical or serological relapse 
is very unlikely. All 69 patients had received 

_ treatment after this point but none showed 
further clinical improvement because of the 
additional treatment, nor was there any evi- 
dence that it hastened the reversal of the 
CSF serology. A few developed convulsions 
years after, their spinal fluid had become 
negative; additional antisyphilitic therapy 
had no effect. None showed clinical relapses 
such as occur with spontaneous remissions. 

When adequate treatment has caused the 
spinal fluid cells and protein to return to 
normal and remain so for 2 years, the syph- 
ilitic infection is arrested. No further damage 
will occur in the nervous system except 
that due to scar formation. Recovery from 
reversible injury will be reflected in clinical 
improvement but where there has been cell 
destruction symptoms will remain perma- 
nently. The development of new symptoms 
should make one suspect new disease such as 
atherosclerosis, brain tumor, etc. 

Benton and Harris(13), reporting 23 pa- 
tients with optic atrophy, found penicillin 

alone a satisfactory method of treatment in 


the early stages. With vision 20/50 or better, 
7 lost no more vision ; with vision 20/70 to 
20/200, only 2 of 7 had no further loss; and 
with less than 20/200, 8 of 9g patients con- 
tinued to lose vision. There were no unfavor- 
able reactions to penicillin. The critical 20/50 
level of visual acuity is comparable to that of 
20/60 established by Moore on the basis of 
response to fever therapy. It appears that 
once a certain degree of damage has been 
done to the optic nerve irreversible factors, 
not syphilitic, become decisive. 

Klauder and Gross(14) treated 100 pa- 
tients having optic atrophy with 4.2 to 11 
million units of penicillin and had favorable 
results in 62 to 71%. No details regarding 
visual acuity are given. They re-emphasize 
the need for early treatment, as 55% of their 
patients were industrially blind when first 
seen. i. 
The occurrence of reactions to penicillin 
from 1947 to 1950 has been found by Kitchen 


et al.(15) to be definitely decreasing despite 


the enormous increase in the amount of peni- 
cillin dispensed. Their findings are based on 
a review of the reported cases, the opinion of 
15 prominent investigators, and the records 
of the New York University—Bellevue 
Medical Center. In the latter group, simple : 
urticaria was the commonest reaction; ep! 
dermophytid-like responses and serum-sic 
ness-like reactions each occurred onesie ES 
often. Two patients developed lesions © 7 
acteristic of erythema nodosum. pre 
Prichard(16) found, among 100 syph 
patients treated with penicillin, ele 
eosinophiles in 100%. Eighty percent ha i 
increased vascular response to sth A 
skin ; 41% had cutaneous reactions ; a 4 
had respiratory and general reactions: a 

Treatment of neurosyphilis with the ne i 
antibiotics cannot yet be said to be more ae 
tive or even as effective as penicillin. ee 
land and O'Leary (17) have treated gue i 
rosyphilitic patients with oral aure 39 
and have followed 1o of them for 7 ae 
months. The spinal fluid has pete ae cet 
in all. The asymptomatic patients mat the 
mained asymptomatic, and all but on 
symptomatic patients have 
to marked clinical improvement. abe 
ommend a course of 60 grams 0 ee n 
given in divided 2-to-4-gram daily 
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SUMMARY 


Virulent spirochetes have been demon- 
strated to persist in the blood of untreated 
syphilitic rabbits for over 4 years and even 
in the face of negative serologic tests. 

The treponema immobilization test, a 
specific test for treponema pallida, has been 
further confirmed. It has been used to iden- 
tify false positive, nonspecific serologic test 
results. When false positive serologic tests 
persist more than 6 months serious diseases, 
particularly the collagen diseases, should be 
sought as the cause. 

The danger of giving cortisone or ACTH 
to syphilitic patients who are not receiving 
antiluetic treatment is emphasized. Topical 
cortisone temporarily prevents ocular damage 
in interstitial keratitis. Cortisone does not 
prevent the Jarisch-Herxheimer reaction, 
which is probably of the delayed type of 
hypersensitivity reaction. 

Penicillin is the effective therapy for neu- 
rosyphilis including optic atrophy. Penicillin 
teactions are decreasing. 

When the cells and protein of the spinal 
fluid have been normal for 2 years, any pro- 
gression of symptoms is probably due to 
other neurologic disease. 
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ALCOHOLISM. GERIATRICS 
KARL M. BOWMAN, M.D., SAN Francisco, CALIF, 


ALCOHOLISM 


In the past months some promising work 
has appeared on constitutional and genetic 
factors in alcoholism. Amark’s(1) clinical, 
Senetic, and sociopsychiatric studies of 644 
alcoholics in Stockholm calculated morbidity 
ay figures for psychoses and other psychic 
oe in parents and siblings of 203 
s ese alcoholics. Significantly higher rates 
sae found: (1) for alcoholism among 
inte and brothers of alcoholics, even al- 
as meine age distribution; (2) for psy- 
ae y (defined as prolonged, lasting per- 
do ty deviation) and psychogenic psy- 

ses among both parents and siblings; and 
a for criminality among brothers of alco- 

g cs as compared with a random sample of 
ane general male population. Depressive, 

lous, and oversuggestible personality 


types occurred with significant frequency 
among alcoholic subjects. Amark concludes 
that in certain groups (depending upon clas- 
sification of parent matings) “hereditary 
factors play an essential role in the origin of 
alcoholism,” as do affective personality de- 
viations on a constitutional basis. Unfavor- 
able early environmental conditions occurred 
significantly more often in alcoholics, as did 
occupations like those of commercial traveler, 
seaman, and artistic worker, 

Investigations by Mardones and co-work- 
ers(2) in Chile have demonstrated genetic 
factors in experimental alcoholism in rats 
and mice. They agree with Williams and 
colleagues that a genetotrophic factor “may 
contribute to the development of at least some 
cases of human alcoholism,” but disagree as 


“to certain trophic factors, and suggest de- 
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veloping by artificial selection animal sub- 
strains of increasing evenness, in which to 
study more accurately the influence of diet 
deficiency upon alcohol intake. Another in- 
vestigator concludes from experiments with 
mice, half of which were raised on an alco- 
hol solution in lieu of water, that alcohol 
itself may cause a genetotrophic disturbance. 

Antabuse continues to be a topic for wide 
discussion. Summarizing 17 fatal cases con- 
nected with its use in Denmark, Jacobsen (3) 
points to some 11,000 Danish patients treated 
in the past 34 years, and states that neither 
these deaths nor previously reported ones can 
with certainty be attributed to antabuse alone ; 
that its use with alcohol is the hazard in treat- 
ment, a graver one than excessive intake of 
algohol alone. The recent report on antabuse 
_of the AMA Council on Pharmacy and 
Chemistry also found no reported deaths 
“attributable to the drug alone,” but urges 
the necessity for extreme caution and warns 
against use of antabuse by physicians unable 
to use all suitable measures or by patients 
unwilling to cooperate in treatment. In their 
report of sudden death in a man’of 49, a 
chronic alcoholic for about 30 years, with 
mild hypertension, after a test drink of alco- 
hol, Becker and Sugarman(4) suggest that 
the prolonged drop in blood pressure caused 
coronary insufficiency or the severe reaction 
started an abnormal cardiac rhythm, with 
fatal results. These authors review 2 pre- 
viously reported deaths and several near 
fatalities, and warn against undue enthusiasm 
for the treatment, since a direct antagonist 
to excess of acetaldehyde is lacking. Other 
investigators found ferrous chloride and as- 
corbic acid valueless as antidotes for the alco- 
hol reaction ; but felt that glucose-saline solu- 
tion, oxygen inhalation, and elevation to 
shock position are adequate measures. 

It has been suggested that the psychotic 
phenomena sometimes following antabuse 
treatment may be due to the severe psycho- 
logic threat presented by maintenance of 
sobriety; therefore psychopaths, periodic 
drinkers, and those strongly resistant to ther- 
apy should be screened out. 

Adrenal cortical insufficiency appears again 
as a cause of alcoholism. One study advises 
careful tests before routine administration 


of adrenal cortex preparations to alcoholic , 


patients, since 62% of 95 alcoholics 
normal pituitary-adrenal function in r 
to the epinephrine stress test. 
nearly three-fourths of a series of 1 
secutive cases of acute alcoholism ha 
lent results with small doses of adr 
extract and ascorbic acid, while AC 
was not as effective. From observati 
single case, one therapist suggests 
sone, with its production of mild e 
sometimes relief of pain, may cause 
tion in emotionally predisposed 
Smith and Brown(5) found that 
not decrease morbidity in 8 cases of ¢ 
tremens, as compared to the same ro 
treatment without ACE. (They also 
pantothenic acid, with or without othe 
tions of the B complex, ineffective i 
ment of chronic alcoholics, a result 
feel discounts vitamin deficiency as 
in alcoholism.) McLaughlin(6) li 
superior to older sedative tec 
methods of detoxifying the acute 
(1) Goldfarb and Bowman's ini 
combination of glucose, insulin, ni 
ascorbic acid ; (2) the Davis-Robe 
nique of inhalations of pure oxygen 
and (3) use of ACE and ACTH. 
called lifesaving in a report of 2 co 
cases of delirium tremens; in the 
the drug was unobtainable and the: 
died onthe third day of hospitalizati 
in the other case the patient passe 
moribund state to complete reco 
sponse to small intravenous doses of. 

Single reports concern lack of 
ment in 2 deteriorated alcoholics | 
to prefrontal leukotomy ; psychost 
ing barbiturate withdrawal in an 
psychosis of paranoid state and to 
ness after ingestion of methyl alco 

Two separate studies found no 
normal EEGs in alcoholics than im coll 
and no correlations between the alc 
clinical state and the EEG tracing. 

Attempts by Fleetwood and Di 
to correlate emotions and biochett 
ings in alcoholism indicate that 1n 
cholingeric substances accompany 4 
ment in alcoholics ; a 6-oz. test dri 
hol appeared to relieve resentmen! 
substances disappeared in the blood 
were less definite for substances 2° 
ing anxiety or tension. 
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Oltman and Friedman(8) studied 157 pa- 
tients (140 males and 17 females) admitted 
for alcoholism in a Connecticut hospital. 
One-half of them had acute psychoses. About 
half had a decline of 50% or more in cir- 
culating eosinophiles following subcutaneous 
injections of 0.3 cc. of 1: 1000 epinephrine 
hydrochloride. Initial counts in the alcoholic 
patients were chiefly in the “low-normal” 
range. These data do not confirm the pres- 
ence of deficient adrenocortical function in 
alcoholic patients, but even show an increase 
in some adrenocortical functions. 

Progress in rehabilitation programs is 
reported in several states. By the end of its 
third year the Virginia rehabilitation division 
had helped 57% of 816 patients to attain 
sobriety; 22% remained sober longer and 
had improved in their work and family re- 
lations; while 20% did not improve. 

Large industries, too, continue their in- 
terest in problem drinkers by liberalizing 
sickness benefit plans and setting up treat- 
ment programs. For example, Consolidated 
Edison in the first 24 years of its program 
for excessive drinkers among employees re- 
habilitated 52%. Treatment was least suc- 
cessful in cases of recurrent offense. 
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GERIATRICS 


: hg rapidly increasing literature on prob- 
"i of old age is reflected in the reference 
tolo eee in the Journal of Geron- 
elie hese lists continue the subject cate- 
noted 1 of Shock’s classified bibliography, 
asked bet year. Authors and publishers are 
tione <1). all attention to pertinent publica- 
ns or send reprints. 


Considerable progress has been made in 
understanding the biologic and biochemical 
changes of aging and in correlating these 
with psychologic reactions, This knowledge 
is basic to more accurate diagnosis and clini- 
cal management of geriatric problems and to 
prophylaxis. Especially important work has 
been done in differentiation and handling of 
the many so-called senile psychoses. 

For example, Simon and co-workers(1), 
using the level of lipoproteins to indicate 
atheroma formation, found evidence of no 
more atherosclerotic activity in some 200 
state mental hospital patients, including 24 
autopsy findings, than in normal persons of 
the same age. Their conclusion that cerebral 
atherosclerosis has a small role would thus 
change the clinical picture of these psychoses 
of old age. A report from a Delaware state 
mental hospital stresses that some, patients 
with aggravated arteriosclerosis, senile psy- 
chosis, anemia, and auricular fibrillation re- 
sponded well to medical treatment, even 
when the mental status indicated severe 
cerebral damage. It is urged that psychologic 
factors be evaluated and those conditions 
treated that impair circulation. 

Study of 624 patients over age 60 in the 
neurologic department of a large Copenhagen 
hospital showed apoplexy to be far the most 
frequent cause of death and to constitute an 
increasingly large problem. 

Case studies by Roth and Morrissey (2) of 
150 patients over age 60 admitted in 1948 to 
a British hospital showed’ diagnoses of af- 
fective psychoses, mainly depressive illnesses, 
in 54% and of senile psychoses in only 24%. 
Follow-up studies that ended in March 1951 
validated these diagnoses in that about 90% 
of the latter group had died, whereas more 
than half of the former were alive and well 
and less than a fourth were dead. Roth and 
Morrissey claim that these 2 large groups of 
mental hospital admissions do not really over- 
lap, although differentiation can be difficult, 
and that failure to make a correct diagnosis 
often means the patient’s long hospitalization 
and death from exhaustion. In their opinion, 
a sure therapeutic test for doubtful cases, 
without harm in case of a cerebral atrophic 
process, is a course of 3 to 4 electroshock 
treatments within a 2-week period, which in 
the affective psychoses produces marked 
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change in mood and spontaneity. They em- 
phasize that, in countries like the United 
States, conclusions based on statistics alone 
about vast increases in hospital admissions 
for old age psychoses distort the real picture 
and hinder the promise of modern psychi- 
atric treatment in these cases. 

Several reports likewise describe contro- 
versial treatments of involutional psychoses. 
Polatin and McDonald(3) doubt whether 
physiologic changes are an important causal 
factor ; they too praise the excellence of ECT 
in affective psychoses and call it specific for 
both involutional melancholia and involu- 
tional paranoid psychosis. Incomplete re- 
covery in the latter condition should be sup- 
plemented, with insulin shock. However, 
various writers still continue to recom- 
mend hormonal therapy in the involutional 
conditions. 

A good many reports center on the use of 
tests to evaluate losses in intellect and per- 
sonality with age. Space does not permit a 
discussion of these results, which are largely 
in line with what one would have anticipated. 

From comparative studies of 3 groups of 
psychotic men aged 60 or more with 15 ap- 
parently healthy volunteers from a fraternal 
home for aged men, Sands and Rothschild 
(4) suggest that a combination of personality 
and somatic factors accounts for the develop- 
ment of severe cerebral arteriosclerosis, since 
cerebral changes in many senile psychoses 
differ neither in kind nor degree from those 
found in thd nonpsychotic aged. Aspects of 
the personal history are thus quite as im- 
portant as local pathology. When the psy- 
chosis appears, it is usually an exaggeration 
of Previous trends. That is, involutional and 
senile psychoses tend to combine with life- 
long egocentrism and poor marital and other 
life adjustments, while psychosis with cere- 
bral arteriosclerosis appears in those with 
labile emotions and a tendency to act out. In 
contrast, nonpsychotics are less sensitive to 
disease and other stresses, more detached, 

; and more accepting of increasing limitations. 
They escape psychosis not because of less 
brain damage or fewer strains but because of 
less vulnerability to these influences. 

Several writers have suggested that those 
who survive past age 75 are mentally and 
physically superior to those who die in the 


previous 15-year span. They do not seem to 
decline significantly in mental power, Re 
cently Schuster(5) reported an, extremely 
interesting psychiatric study of a 106-year- 
old man, still being followed at the age of 


108, Of well-preserved appearance, without | 


abnormality of mood, stream of speech, sen- 
sorium, he had an unusual lack of the con- 
stricted emotional life seen in dementia, His 
full-scale IQ of 126 and his Rorschach sug- 
gested some impairment of abstract reasoning 
ability and attention span, but functioning 
was of average efficiency, and most of his 
activities and pleasures centered on his pres- 


ent life. From the incomplete data Schuster 


concludes that the man’s superior IQ, pre- 
vious successes, many creative interests, and 
strong ego resources have helped him resist 
the onset of dementia. I have long pointed 
out that observation of healthy old people is 
quite as helpful to geriatric practice as i$ that 


of the abnormal and diseased. This fine te | 


port deserves careful study, with more col- 
lection of such histories. ; 

Numerous general articles discuss medical 
and psychiatric care in geriatrics. Complaints 
of most older psychoneurotic patients center 
around the gastrointestinal tract, with fewer 
conflicts about sex. The dangers of chronic 
inactivity are emphasized. In senile patients 
under 65 one investigator found nicotinic 
acid therapy of great value. Appi T 
adrenocortical responses are not impaire i 
age; however, administration of these E 
stances does sometimes increase cheerfulne® 

Increasingly numerous articles een 
various ideas for rehabilitating the ee 
social welfare plans of housing, recreation 
clubs and activities. Writers attempt to hue 
thesize approaches from social ant a 
psychology, political science, on a 
sociology with those of medicine and £ 
ics. This growing interest 1s ee heo 
but many discussions are too general, 
retical, and unobjective. SA 3 

The U. S. Public Health Service aren 
tablished a new division, Hygiene gen 
to cooperate with the various one the 
on geriatric problems. In Calito ing et 
recent Governor’s conference 0? se itom 
listed cooperation of 2,500 pera and ir 
every county and agency.- Bumen 
dustry also show some interest in 


arently ` 


worthy». 


q 
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stitable pension plans, retirement programs, 
selective retirement programs, and group 
health insurance plans to include older 
enrollees. 

A new periodical, The Journal of the 
American Geriatric Society, begins publica- 
| tion this month. 

An excellent article by Alvarez(6) has ap- 
„peared on a rarely discussed topic, care of 
the dying. Alvarez believes that elderly pa- 
tients generally welcome frank and careful 
discussion of approaching death. His prac- 
tical advice includes suitable use of sedation 
for relief of pain and disapproval of strin- 
gent restrictions of activity and regimen. 
Guided by family wishes, the wise physician 
insists on good nursing care but relaxes 


drastic medical procedures for aged patients 


obviously beyond help. Alvarez points out 
that many severely ill aged persons do not 
greatly fear death, and the physician’s 
honesty gives them a feeling of comfort and 
friendliness, 
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EPILEPSY 
C. WESLEY WATSON, M.D., Boston, Mass. 


Several articles of interest relating to epi- 
lepsy appeared during the year covered by 
this restricted review. Electroencephalogra- 
phy in its relation to problems of epilepsy is 
reviewed elsewhere in this JOURNAL.. — 

The chapters on epilepsy appearing in the 
new edition of Ford’s textbook(1) have 
been competently revised to include new and 
Significant material without sacrificing the 
Sound clinical viewpoint inherent in the basic 
text. Kremer(2) has presented his view of 
current knowledge and viewpoints relating to 
epilepsy. Gibbs and Gibbs have revised and 
enlarged their Atlas of Electroencephalogra- 
thy with a single volume devoted to epi- 
lepsy (3). 

X In a short, clearly written monograph, 
u and Kristianson(4) have summa- 
E their careful observations of the local- 
of : value of initial phenomena in 222 cases 
a pe cortical seizures. The anatomical 
a the lesion was “localized” at operation 
ater by reproduction of the initial epileptic 
eS or by detection of electrical dis- 
w once in a visibly abnormal area of cortex. 
N auping of sites of lesions resulting in 
Eee a: initial phenomenon corresponds to 
i ra] clinical experience. The few impor- 
the s aHons demonstrate, however, that 
ai T initial symptoms may result from 
Of the widely separated parts of the cortex 
epileptic, 


In a concise review of classification, mech- 
anism of seizure production, and therapy, 
Kaufman and Isenberg(5) divide all seizures 
into 2 categories: “idiopathic” and “ac- 
quired.” On the assumption that both “petit 
mal absences” and generalized seizures with- 
out aura arise from a “focus” in the upper 
brain stem, these minor and major manifes- 
tations of epilepsy are grouped together 
under the heading “idiopathic.” The early 
medical usage of “idiopathic” was to distin- 
guish a single morbid entity of unknown 
cause, e.g., pernicious anemia, as distin- 
guished from other anemias. By common 
misusage the term has come to signify that 
the cause of a disorder, so designated, is in 
doubt or totally obscure. Thus, to most, the 
term “idiopathic epilepsy” has come to sig- 
nify that clinical category of epilepsy in 
which the causes of the seizures are not de- 
termined. (Either “cryptogenic” or “agno- 
genetic” would be preferable terms etymo- 
logically.) In the absence of scientific, prag- 
matic, and etymological justifications for this 
new usage of the term “idiopathic” confusion 
will certainly arise. 

Lennox(6) found that 20.790 of 1,900 
office patients with epilepsy had paroxysmal 
disturbances he would classify as “psycho- 
motor epilepsy.” On the basis of clinical 
description 3 main categories of “psycho- 
motor seizures” were recognized : (1) psy- 
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chomotor, (2) automatic, (3) subjective 
(psychic), seizures. With an increase in age 
there was an increase in incidence of “psy- 
chomotor seizures.” A definite history of 
acquired brain pathology antedating onset of 
epilepsy was obtained in one-third of pa- 
tients, and the incidence of epilepsy among 
near relatives of this group was lower than 
for individuals with other seizure manifes- 
-tations. Lennox concluded that “psycho- 
motor seizures” may, in most instances, be 
the sequelae of brain injury. 

Ina thoroughgoing study of 820 surviving 
cases of penetrating brain wounds suffered 
during the second World War in British 
service personnel, Russell and Whitty(7) 
found an over-all incidence of posttraumatic 
epilepsy of over 43%, 5 years after wound- 
ing. This finding of a high liability to sei- 
zures following brain injury in war agrees 
well with observations of epilepsy incidence 
among brain-wounded American personnel 
in World War II(8). Thus, of the 279 
American cases studied, 36% developed sei- 
zures 2 years after injury, and 41.6% 3 years 
after injury. The incidence of posttraumatic 
epilepsy after brain wounds among World 
War I casualties was essentially the same as 
among World War II casualties. Thus, 
neither improvements in surgical technique 
nor control of sepsis appear to have in- 
fluenced materially the incidence of post- 
traumatic fits. 

Rae(9) described a case of posttraumatic 
epilepsy following right frontal lobe injury 
in which both Jacksonian and generalized 
seizures could be provoked by applying a 
firm stroking or painful stimulus to the outer 
border of the sole of the left foot only. This 
was the site of hyperaesthesia resulting from 
a peripheral nerve (sural) injury. The case 
lends support to the view that peripheral 
stimulation may provoke a seizure if the cor- 
responding cerebral cortex has been rendered 
unstable previously. 

Russell et al.(10) found that 7 of 28 per- 
-sons had convulsions during the course of 
disseminated lupus erythematosis. Two pa- 
tients had convulsions 2 years prior to ap- 
pearance of recognizable symptoms of the 
disorder. The authors properly suggest that 
epilepsy accompanied by rheumatoid ar- 
thritis and/or leukopenia may constitute an 


early form of disseminated lupus. The 
plasma L.E. test was positive in all 28 cases, 
and may have considerable value as a diag- 
nostic aid in early stages of the disorder, 

Intermittent decerebrate rigidity resulting 
from brain-stem compression has mistakenly 
been thought to represent “cerebellar epi- 
leptic seizures.” That a true epileptic seizure 
may result from excessive nerve cell dis- 
charge in the cerebellum is suggested albeit 
not proved by the observations of Johnson 
et al.(11) that intracerebellar injection of 
strychnine in the cat results in a seizure 
characterized by rapid rolling and running 
movements. This motor activity is associated 
with a sustained paroxysmal discharge in the 
electrocerebellogram. 

The facilitatory influence of remote cere- 
bral cortical damage upon the development 
of focal cortical seizures has been suggested 
by the work of Kopeloff et al.(12) who 
found that the application of alumina cream 
to the intact precentral cortex of 3 monkeys 
with prior ablation of contralateral precen- 
tral cortex resulted in a greater degree of 
convulsive reactivity than occurred in a con- 
trol series without prior contralateral cortical 
ablations. 
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MENTAL HEALTH IN EDUCATION 
W. CARSON RYAN, Pus. D., Cuarer Hi, N. C, 


Some of the problems encountered in set- 
ting up a mental hygiene curriculum in pub- 
lic schools were recently reviewed by the 
psychiatrist of the Cincinnati, Ohio, Board 
of Education(1). Dr. Hertzman listed these 
as follows : (a) developing an understanding 
of mental health’ courses on the part of 
school administrators, supervisors, and prin- 
cipals; (b) selection of teachers emotionally 
suitable for leadership of such courses; (c) 
training such teachers in an awareness of 
personal relationships and the meaning of 
group interplay and of their own reactions 
to the material brought out by the students ; 
(d) assembling suitable teaching materials ; 
(e) channeling of individuals in need of help 
to the proper sources. The Cincinnati pro- 
gram began with a required credit course in 
More Efficient Living”: for students in the 


| last year of their high school course. It now 


includes, in one high school, ninth-grade ori- 
entation courses for boys and girls, and in 
some schools human relations courses at the 
sixth, fifth, and fourth grade levels. Teachers 
for these human relations courses are re- 
cruited from physical education personnel 
who have been teaching health subjects, from 
persons who have been in the Child Study 
Association group under the auspices of the 
University of Chicago and the University of 
aryland, and also from teachers with no 
Specific training experience in the area who 
were selected because various administrative 
Sources deemed them likely candidates. 
Hi echoot mental hygiene project that has 
is 4 een going on successfully for some time 
R i that was developed through the efforts 
He i assachusetts Association for Mental 
PE . Initiated in 1947, this project origi- 
y centered around “Thirty Lessons in 
ot et Relations inthe Classroom,” designed 
i Junior and senior high schools. A train- 
a ee an was set up for the project, to 
ao in their understanding of the 
cet needs of children. This past year 
atid ee in the principles of child development 
in ol behavior have been provided 
i ion Systems throughout Massachusetts 
ite and e Harvard-Boston Extension Serv- 
nd Tufts University. “Carrying gradu- 


ate credit, these courses present the develop- 
ment of personality from the view of dynamic 
psychiatry,” comments the Progress Report 
of the National Institute of Mental Health 
(2). Another feature of this Massachusetts 
school project is the annual “Institute in 
Mental Health for Educators,” which has 
drawn 230 representatives from 37 of the 
state’s townships. The training program has 
for its objective “to help bring about a wider 
understanding of the child as a whole person” 
and to integrate this concept into modern 
educational practice. 

Mental hygiene teamwork involving schools 
with other agencies characterizes the program 
in Baltimore County, Maryland. This pro- 
gram centers around a one-day-a-week all- 
purpose clinic maintained by the Health De- 
partment, Under this program public health 
nurses are utilized as part of the intake pro- 
cedure in the psychiatric clinic. The Balti- 
more County Health Department has had a 
school health program functioning in the 
elementary schools, and the mental hygiene 
activity involves liaison between the com- 
munity and the school (3). 

The function of the health educator in the 
mental health program is one of the concerns 
of the recently formed Society of Public 
Health Educators (SOPHE). In a current 
statement entitled “Some Guidelines for 
Mental Health Education” the National In- 
stitute of Mental Health points out that, just 
as educators are concerned about mental 
health in education, mental health personnel 
are equally concerned about mental health in 
health education(4). For purposes of gen- 
eral education, says the National Institute 
statement, the amount of available knowledge 
is not of paramount importance : 

What is vastly more important is the need of the 
learner and the use he makes of any available infor- 
mation—and his attitudes and behavior related to 
that information. Even if there were less scientifi- 
cally validated information and fewer agreed-upon 
principles in the field of mental health than are now 
available, there would still be sufficient material on 
which to build a mental health program. 


Importance of the teacher in any program 
of mental health in education was brought 
out in the recommendations following the 
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sessions of the Fourth International Con- 
gress on Mental Health held in Mexico City 
in December, 1951. Working Group C at 
the Congress dealt with “Mental Health and 
the Selection and Training of Teachers.” 
The report of this group(6) stressed the 
necessity for giving greater consideration 
than is ordinarily given to mental health and 
wholesome personality in the selection and 
preparation of teachers. It urged a revision 
of the criteria for personality factors in 
teacher selection, assignment, and placement, 
with due weight to be given to the personal 
attributes and skills in social participation. 
“A first consideration,” says the report, 
“Should be that the prospective teacher likes 
children, respects the personalities of children 
and youth, and desires to live and work with 

_ them,” but the point is made that this must 
be tested in ways other than mere verbal as- 
sertion. The report concludes with a recom- 
mendation that mental hygiene societies and 
other organizations should use every possi- 
ble means to inform parents as to the impor- 
tance of emotional and social development in 
the schools : 

They should help parents and other citizens to 
understand that modern schools and modern teach- 
ers consider their task to be not only imparting 
ordinary skills and information, but also (and fun- 
damentally) helping children and youth to develop 
wholesome personalities and good human relations. 

The flow of materials—books, pamphlets, 
films, and aids of all sorts for use in mental 
health education—continued during the year. 
A new text titled specifically Mental H ‘ygiene 
for Classroom Teachers is by Harold W. 
Bernard of the University of Oregon Higher 
Education System(7). Especially noteworthy 


PSYCHIATRY IN INDUSTRY 
_F. W. DERSHIMER, M.D., WILMINGTON, DEL. 


The acceptance of psychiatry as a useful 
tool in industrial management continues to 
be very slow. The kind of psychiatry that 
supplies an endless variety of excuses to in- 
dividuals seeking escape from responsible be- 
havior can never be accepted, with safety, by 
competitive industry. The resistance of 
management to some psychiatrists is not 
pathological but healthy. The pathology must 
lie elsewhere. 


‘ance in Elementary Education (9) includes a 


is the attention now being given to mental 
health in general texts in psychology and 
education for teachers. The new edition of 
Kimball Young’s Personality and Problems 
of Adjustment (8) includes a number of dis- 
cussions of the mental health effects of 
schools and teachers. Roy D. Willey’s Guid- 


lengthy section on “Mental Health: Its Haz- 
ards and Hygiene,” in which emphasis is 
placed on what can be accomplished for bet- 
ter mental health of children through the 
new-type elementary curriculum. Recent 
pamphlets include the Association of Child- 
hood Education’s Helping Children Live and 
Learn; Science Research Associates’ Why 
Children Misbehave; and the U. S. Chil 
dren’s Bureau publication, A Healthy Per- 
sonality for Your Child, In the film field, a 
selective guide for mental health motion pic- 
tures has been prepared by the National In- 
stitute of Mental Health, U. S. Public Health 
Service, and is now available(10). 
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“fasting good. If we comply with their recom- 
mendations to give men and women time off, 
move them into easier jobs and otherwise re- 
lieve them of responsibilities, we ruin them.” 
Another man from a city with a good medical 

school, said: “I have had to stop sending 
‘tension’ cases outside. They come back 
worse than ever. They do better if I just 
keep them at work and encourage them to 
settle and act on their personal problems the 
best they can.” 

Such reports carry scientific weight per- 
haps greater in value, for psychiatry, than 
post-mortem reports in organic medicine. 
They are based on end-results as observed in 
vivo, by competent medical-men and other 
scientists in industry over millions of man- 
hours. 

We can’t disregard them and consistently 
claim that we are trying to develop the art 
of psychiatry on a scientific basis. We should 
instead accept our responsibility to learn 
how to utilize this situation for the advance- 
ment of psychiatry. Those who do, discover 
invaluable opportunities to improve their 
practice of the psychiatric art and add to our 
knowledge. Wiesel and Arny give the im- 
pression in their paper(1) on a study of 
eastern Kentucky mountaineer coal miners 
that they are taking full advantage of one 
such opportunity. 

During the past year the United States 
Public Health Service announced a program 
for training state counselors to teach coun- 
selors in industry (2). Such continued efforts 
by some psychiatrists to set up counseling in 
industry as a new panacea for psychiatric 
ills demonstrates a failure to get an accurate 
history of the procedure proposed and its 
results, 

__ The efforts to sell counseling to industry 
invariably seem to refer to work done, more 
than 20 years ago, by the Harvard School of 

üsiness in an industrial plant. These refer- 
ences imply that this work established the 
great value of a counseling procedure, then 
a up and presumably still being carried out, 
hoe industrial relations. Actually, 
it ar as I know, nobody has brought forth 
it y real evidence to support such claims. And 
ay a matter of record that there has been at 
; St one bitter strike in this plant since 
Sunseling was thus initiated. 


Furthermore, the effort to sell counseling 
as a new thing in industry indicates a com- 
plete failure to get other easily obtainable 
facts. Counseling has always existed in in- 
dustry, The owner of the small plant, the 
supervisor and manager of the larger one, 
commonly accepts, as part of his job, the 
task of counseling with his subordinates, 
equals, and superiors. 

The sound industrialist has learned, by 
experience, that with subordinates he does 
better when he leaves the initiative, in re- 
questing counsel on business or personal 
matters, to them. He accepts the limitations 
of his own knowledge and readily refers 
himself and others to qualified authorities in 
other fields. He follows advice, once ac- 
cepted, better than most people. If it proves 
sound he goes back for more and sends 
others. 

He fully respects professional confidence 
on personal matters. But he will not and -~ 
should not give up his right to act as the final 
authority on matters pertaining to work, He 
would be evading his own responsibility if he 
did so. ; 

The psychiatrist who recognizes and meets 
these realities finds, in our experience, no 
pathological defensiveness against psychiatric 
counseling. The benefits to psychiatry do not, 
however, stop there. 

The division manager of a large research 
group approached me, shortly after I entered 
the du Pont Company, asking for help in 
handling emotional disturbances among his 
people. As it turned out, he helped me and 
psychiatry more than I could help him. 

He and his top staff of successful research 
directors met, twice a month, for about 3 
years, seeking and studying facts about hu- 
man relations. When someone brought up 
the question of transferring, for example, a 
disturbed person to a position of less respon- 
sibility, we examined the results in the many 
cases in which this procedure had been fol- 
lowed. We did “post-mortems” on the pro- 
cedure and learned that the end-results were 
decreased productivity and, for the individ- 
ual, an ever-worsening state of dependency, 
mental disease, and misery. 

“As we thus began to learn the “present 
state of the art” of handling emotionally dis- 
turbed people, we began to set up experiments. - 
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in handling both individuals and groups, to 
learn more about mental health and mental 
disease. These men, and others, thus supply 
an opportunity to do realistic research in 
psychiatry that could not be bought, outside, 
for millions of dollars. 

Dr. Gerald Gordon(3), my associate psy- 
chiatrist, described similar opportufities— 
and excellent psychiatric results as shown by 
plant records on absenteeism, safety rates, 
and other realistic evidence. I was fortunate 
in getting such invaluable help early. But 
similar opportunities exist elsewhere in in- 
dustry as shown by Dr. Gordon, who checked 
up on my conclusions in a different area of 
the Company. 

A young psychiatrist, interested in work- 
ing in industry, who came in for counsel dur- 


ing the year, finally summed up all I am try- 
ing to report. He came bringing a well- 
written prospectus of what he would do in 
industry—a curbstone diagnosis based on 
similar published articles and reports, After 
long discussion, he heaved a sigh of relief 
and said, as well as I can recall: “You are 
saying that all I have to do is to act asa 
physician, specializing in psychiatry, and let 
my results speak for themselves as ethical 
physicians always have. That I can do.” 
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PSYCHIATRIC NURSING 
MARY E. CORCORAN, R.N., Bersesna, MD. 


The year 1952 has been an eventful one for 
professional nursing. Five national nursing 
organizations have merged their membership 
into 2 organizations(1) and the results of 
these activities will affect psychiatric nurs- 
ing(2). 

_ The American Nursing Association con- 
tinues to be an all-nurse membership organi- 
zation, Its over-all purposes(3) are “to foster 
high standards of nurse practice and promote 
the welfare of nurses that all people may 
have better nursing care.” Three major ob- 
jectives are proposed: (a) to provide health 
protection for the American people, (b) to 
aid nurses to become more effective and more 
Secure members of their profession, and (c) 
to promote better care for the people of the 
world. 

The National League for Nursing is suc- 
cessor to the National League of Nursing 
Education, the National Organization for 
Public Health Nursing, and the Association 
of Collegiate Schools of Nursing. It includes 
some nonnurse members. Its objectives in- 
clude: “To foster the development and im- 
provement of hospital, industrial, public 
health, and other organized nursing services, 
and of nursing organization to the end that 
the nursing needs of the people will be 


met” (4). 


At the present stage of development the 
newly organized associations, their interrela- 
tions and interdependencies, have not been 
finally clarified, but an interdivisional council 
has been established to consider items M- 
volved. 

By action of the Board of Directors the 
first Interdivisional Council within the Na- 
tional League for Nursing will consider psy- 
chiatric nursing. The purposes are: (a) to 
confer on matters concerned with pa 
nursing, (b) to present to the NLN in 
of Directors problems in psychiatric sedis 
that require action, and (c) to discuss A 
assist with development of the NLN's Pi®: 
gram as it relates to psychiatric nursing A 

Miss Kathleen Black (Ontario HOT 
School of Nursing, Whitby, Ont., Ba ee 
versity of Chicago, MS Teachers oe 
Columbia University) has been Pee 
psychiatric nursing consultant and ae 
of the psychiatric—mental health m 
project, conducted under the auspices is 


cal care of 


levels of nursing education quali 
provide effective leadership. 


è sA s ourses 
Among the universities offering CO : 
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in advanced psychiatric nursing are 3 that 
differ in some respects from others pre- 
viously established : 

1. Saint Elizabeths Hospital, Washington, 
D. C., reports a psychiatric nursing intern- 


ship offered in cooperation with the Ameri- . 


can University, Washington, D. C. The pro- 
gram will enable graduate nurses to secure a 
year of advanced psychiatric nursing in 
classes conducted under the auspices of the 
university at the hospital, and supervised 
clinical experience on the hospital wards. 

2. The University of Cincinnati(6) re- 
ports the establishment of 3 programs in 
psychiatric nursing. One is for qualified 
graduate nurses who desire special prepara- 
tion in psychiatric nursing, the second leads 
to a bachelor of science in nursing with a 
` major in psychiatric nursing, and the third 
leads to a master of science in nursing and is 
designed to prepare nurses for administra- 
tive, educational, and consultant positions. 


3, The Minnesota Division of Public In- © 


stitutions(7) announces 16 scholarships pro- 
vided by the state. These are available for 
graduate nurses and are expected to provide 
personnel for the developing mental health 
program by increasing the number of nurses 
qualified for positions as instructors and 
supervisors in the state mental hospitals. 
Virginia reports the appointment of Miss 
Annie Hall as psychiatric nurse consultant in 


the office of the Commissioner of the Depart- 
ment of Mental Hygiene and Hospitals. In 
the year since she took office, Miss Hall has 
promoted inservice education for graduate 
nurses and for the attendant personnel at 
each of the state institutions. An affiliation 
is being offered for Negro student nurses at 
the Central State Hospital, Petersburg, Va. 
This hospital cares for Virginia’s Negro 
patients. 

Nurse participation in research is reported 
by the Boston Psychopathic Hospital (8). 
A group of specialists are making a study of 
the effect on psychiatric patients of the 
changes and activities that take place on a 
mental hospital ward. The findings are not 
yet complete, but it is expected that they will 
show that interaction and patient socializa- 
tion are affected by the increase or decrease 
of ward employees. 

A study of patient behavior is reported by 
Gwen Tudor(g), a nurse who participated 
in the study. 3 
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OCCUPATIONAL THERAPY 
LAWRENCE F. WOOLLEY, M.D. Atlanta, Ga. 


Trends rising out of World War II now 
show a definite direction toward progressively 
more intimate integration of occupational 
therapy with programs of physical medicine, 
Vocational counseling, and rehabilitation. 
Some resistance to these changes is noted. 
s o discomforts are probably un- 
T able. Perhaps psychiatry presents spe- 
¥ needs and problems. How much have 
Seca use of physical medicine, vocational 
Shot and rehabilitation techniques? 
Pies we evade this issue? Will not the 
Hea between these disciplines make all of 
ae More fertile? Experiments like those 
cee onto should be encouraged. Premature 

icism and judgment should be avoided. 


Dunton(1) discusses the combined course 
in occupational therapy and physical medicine 
at Toronto. After noting the reasonably high 
standards for admission he summarizes the 
hours of time devoted to each subject as fol- 
lows: anatomy 270; chemistry 30; depart- 
ment management 30; diction 30; electro- 
therapy 165; gymnastics and recreation 30; 
hospital techniques 20; massage, manipula- 
tion, and surface markings 85 ; medicine and 
surgery 105; pathology 15; physiology 90; 
psychiatry 4; physics 60; psychology 60; Te- 
medial exercises 330; social studies 305 
speech therapy 15; therapeutic occupations 
480 ; hospital practice 15 hours a week during 


the third year. 
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Graduates of the former course in occupa- 
tional therapy were formerly eligible for im- 
mediate registration in the American Associ- 
ation. Refusal of this courtesy to graduates 
of the combined course resulted in misunder- 
standings that were somewhat ironed out at 
the 1951 meeting of A. O, T. A. Now, the 
graduates are eligible for registration after 
a year of successful work in the United 
States as are graduates of “other countries.” 
Skepticism about the combined course is 
founded upon the range of subjects covered 
in the allotted time and divergent viewpoints 
of occupational therapists and physical thera- 
pists that lead different personality types into 
each field. Dunton believes too much time is 
devoted to casual subjects. “It would seem 
that the Toronto course aims to create in one 
individual a physical therapist, an occupa- 
tional therapist, a nurse’s aid, and an elocu- 
tionist.” 

Krusen(2) systematically discusses the re- 
lationship between physical medicine and 
occupational therapy. He concludes: (1) 
Occupational therapy is really a highly spe- 
cialized branch of physical therapy. There 
is no logical reason why the two fields should 
not be combined and there are many reasons 
why they should. (2) Physical and occupa- 
tional therapy departments should be under 
direct medical supervision, preferably with 
one physician to direct both departments. (3) 
Technicians who work in these departments 

“should be well trained in accredited schools 
and the future trend should be to train each 
technician in both subjects. (4) The 2 de- 
partments in the institution should be com- 
bined or very closely coordinated, and should 
be in close physical proximity to each other. 
(5) In many instances physical and occupa- 
tional therapy treatments should be combined 
at the same’ patient visit. 

Nyquist et al.(3) stress the individual as 
a focus for therapy and appreciate the contri- 
bution made by the occupational therapist to 
the vocational counselor, They find occupa- 
tional therapy particularly useful in training 
and work programs. O’Reilly(4) says occu- 
pational therapy has “an almost limitless 
field in a rehabilitation program.” Gold(5) 

points out the need for integrating occupa- 

tional therapy and physical medicine into the 
rehabilitation program to avoid haphazard 
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approaches. He notes the spread of such 
services into county homes and general hos- 
pitals, especially in geriatrics and chronic 
illness, Meeske and Jacoby(6) outline appli- 
cations of occupational therapy in the home 
and discuss psychological and psychiatric 
problems encountered. Committee reports 
(7) deal with some of the personnel and 
training problems encountered. Henle(8) 
gives an excellent exposition of integrated 
teamwork in the psychiatric hospital, He 
says, “Any large hospital offers a variety of 
exploratory and work evaluation centers. 
. . . Through vocational counseling, testing, 
occupational information and work tryouts, 
the patient arrives at a vocational objective,” 
Good(9) and Kurtland et al.(10) discuss 
problems of the aged in Canada. 

Spackman(11) reports on the formation 
of an International Federation of Occupa- 
tional Therapists with the constitution to be 
drafted at a preliminary meeting in Liver- 
pool, Apri] 1952. The fourth “Annual Inter- 
national Convention of Occupational and 
Physical Therapists” (12) was held at Port- 
land, Oregon, in May, 1952. We note the 
spread of international organization. 

Responses from many medical schools (13) 
expressed interest in starting occupational 
therapy courses with specification at the 
University of Texas. Ramos(14) reports 
on introducing occupational therapy 1” 2 
Puerto Rican hospital. 

Intense interest in research is w p 
Goodrich(15) who holds that merely y 
ate aA not enough. Although H 
task is difficult, working concepts must be 
defined and tested. Duvall (16) gives bat 3 
tions for planning, carrying A and rep 
ing research in occupational therapy. 

‘The July-August issue of The American 


Journal of Occupational They Cn 
i ession: 
presents a symposium on pro nith sugges- 


ing, writing, and ublication, f 
i for a of Sisoaal clubs, books, 
zines, etc., in therapy that could well wie 3 
this entire review. Space does not e, 
Numerous excellent articles on specific P i 
lems and applications have had to be om! 
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PSYCHIATRIC SOCIAL WORK 
HESTER B. CRUTCHER, M.S.S, Avsany, N.Y. 


Last year the American Association of 
Psychiatric Social Workers celebrated its 
25th Anniversary. Achievements of the past 
years were recounted and strengths and 
weaknesses in the practice of psychiatric 
social work evaluated. This year members 
of the Association have been giving thought 
to meeting immediate needs and formulating 
future goals for the profession. There are 
many esoteric questions that arise in this 
Connection, but there are also many con- 
crete needs in the field that must be met; 
among these probably the most evident is 
extensive recruitment to meet existing needs 
for services. 

Th the report made for the President’s 
Commission on Health Needs of the Nation 

4), it was estimated that on the basis of 
current staffing ratios 9,860 psychiatric social 
Workers were needed to provide basic clinical 
ee hospital services. With an estimated 
a of only 4,500 psychiatric social work- 
Re in the United States the extent of the 
aa for intensified recruitment becomes evi- 

Cnt, Increasing training opportunities must 

€ provided. Since the largest number of 
Staduates with a psychiatric social work se- 
ence in a given year has been 645, one real- 


casework 


izes the enormity of the task ahead. Such a 
plan calls for more extensive interpretation 
of job potentialities in the field than has been 
done in the past and the progress made to 
meet the challenge of the job to be done in 
various settings. 

That this need for interpretation is being 
met by Association members is reflected in. 
some of the most thoughtful articles pub- 
lished during the year. “Functions of the 
Psychiatric Social Worker in a Mental 
Health Clinic” (5), written by staff mem- 
bers of the Veterans Administration Mental 
Health Clinic in Boston, outlines procedures 
and interprets practice in an adult mental 
health clinic setting. A very challenging in- 
terpretation it is from the intake interview, 
which is a team function of both psychiatrist 
and social worker, to the maintenance of high 
standards of treatment service focused on 
the needs of the patient and his adaptation to 
his environment. The criteria used in the as- 
signment of cases does much to clarify the 
role of the psychiatric social worker in the 
treatment situation, aided by the psychiatric 
consultant who clarifies problems ‘and goals, 
reviews case loads to ensure suitability for 
treatment or recommends trans- 
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ference of the patient when the presenting 
problem is not within the province of the 
social worker or clarifies the caseworker’s 
-problem in treating the patient. “An Inter- 
pretation of Psychiatric Social Work Serv- 
ices in a Psychiatric Hospital” (3) was pub- 
lished this year by the Veterans Administra- 
tion, which points up the opportunities for 
service and the nature of these services from 
the time the patient is admitted until his 
trial,visit ends. A timely bit of vocational 
advice is included in this brochure, which 
we quote: 

Not all social workers are equipped to practice 
in psychiatric hospitals. Besides the necessary 
basic experience and training, the social worker who 
is best suited for a psychiatric program is one who 
has an unusual amount of optimism, one who is able 
to accept more than the usual amount of frustration, 
and who can say he will never give up trying. In 
addition, the social workers should be equipped with 
a clear understanding of the possibilities for social 
service and not have to depend upon someone else 
to define what they should be defining themselves. 
This takes forthrightness as well as clarity. 


Leon Brill(1) has written a much-needed 
interpretative article regarding casework 
treatment with psychotic patients. In this 
article the author states that in the past social 
workers who have attempted to individualize 
their casework treatment with psychotic pa- 
tients have been impeded in the use of their 
techniques because of fears, shibboleths, and 
arbitrary “do’s” and “don’ts.” He feels that 
casework in this field has not kept up with 
the advancements made by psychiatry in 
helping the psychotic in his adjustment and 
that in view of the special need for an ade- 
quate social adjustment on the part of psy- 
chotic individuals there is an increasing need 
for the special role of social workers in treat- 
ment, 

In the field of mental deficiency where 
psychiatric social workers are particularly 
needed in work with the patient who has 
been institutionalized, again we find case- 
work services interpreted. In past years so- 
cial workers have tended to depend upon 
lessening of environmental pressures as the 
main therapeutic approach to the defective’s 
problems, but increase in community facili- 
ties for the treatment of the defective child 

has brought about a change in the type of 
services needed. The majority of the high- 
grade children who come to the state schools 
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now come primarily because they are defec- 
tives with emotional problems of such nature 
that they are unable to use existing com- 
munity facilities—hence they are in need of 
treatment as well as training. 

The increasing acceptance of infants and 
young children of low-grade mentality in 
the schools has also brought to light the 
problems of the parents in relation to the 
defective child. Elizabeth Smith (6) discusses 
these factors in a recent article and shows 
vividly the challenge it is to the caseworker’s 
skills to relieve to some extent the anxiety, 
guilt, and misapprehensions that parents 
bring to the intake interview when institu- 
tionalization of the young child is considered. 
The help that can be given to these parents 
by the social worker in meeting the reality 
situation regarding their defective child is 
vividly described. i 

Dorothy Brown(2) sounds an optimistic 
note in her article in which she discusses 
the social service responsibility in the train- 
ing colony with the subsequent services in 
work placement. It is evident that the suc- 
cess of this entire program, and it has been 
successful, depends to a large extent on the 
quality of casework given, for these are 
girls who still have serious emotional prob- 
lems in spite of the fact that they have 
responded well to institutional treatment 
directed toward the alleviation of these prob- 
lems. s 

Winifred Wardell(7) adds further inter- 
pretation of psychiatric social work with the 
defective in the community in an article 
showing the function of the social worker 1 
helping both the patient and his family t0 

ping, P 
use vocational training advantageously. 

We have covered in some detail the 1 ei 
pretation of psychiatric social work servi 3 
in the areas where recruitment seems to P 
sent the greatest difficulty : mental hospita’, 
adult mental health clinics, 
the mental defective. There has al ans 
material published this year showing aa i 
adaptations of community clinic func pe 5 
to meet specific local needs, and ee LE 
adaptations of psychiatric social wor a 
tice in various settings, as well as adie 
evaluations of casework practice and tral 
for this field. 

The main trend this year, how 


nter- 


evel, has 
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seemed to be defining and interpreting the 
role of the psychiatric social worker. Thus 
it appears that the American Association of 
Psychiatric Social Workers membership has 
made progress in meeting the extensive needs 
in recruitment and is paving the way for 
sound development for the next 25 years. 
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OUTPATIENT PSYCHIATRY AND FAMILY CARE 
WALTER E. BARTON, M.D, Boston, Mass. 


FAMILY CARE 


_ The use of family care seems to be extend- 
ing slowly, both in the areas that have used it 
over long periods of time, and in new areas 
as well. Stycos(1) feels that family care, 
although successful as a method of treatment, 
is a neglected area of research. This may be 
due, he suggests, to the fact that patients are 
hot under the immediate supervision of psy- 
chiatrists who might be expected to have in- 
vestigative interests. 

He suggests that a search be made for 
critical variables in family care as opposed to 
institutional care ; for the effects from family 
“are as opposed to the care by the original 
family. of the patient; for the effects of 
family care as an intermediate therapeutic 
Step between the institution and the return to 
the community; and which means would be 
most efficacious in furthering the system's 
acceptance both by hospitals and by com- 
munity, 

Yerbury (2) describes 6 types of patients 
who can be placed in family care: (1) Those 
on are somewhat improved and have only 
ae symptoms. (2) The improved patient 
aes Stationary symptoms, such as found 
ce £ schizophrenics, and who will become 

Stitutionalized if confined too long. (3) 
ie Patient who has improved who has a 

ee inadequate home situation, or nO 
idi ie a all. (4) The patient who has para- 
RS rends who would make adjustment 
cult among former friends. (5) The pa- 


ti A b = 
ent whose dissatisfaction with hospital 


treatment may diminish with family care. (6) 
The patient with senile, degenerative changes 
that may improve with individual attention. 


TABLE 1 
PATIENTS IN FAMILY CARE IN THE UNITED STATES, 
1951-1952 
New York ..sesssssrerrrertereee 2,165 
Michigan .. 1,197 
Illinois ...- 764 
California .. 556 
Rhode Island 343 
Massachusetts 241 
Ohio sesser 166 
Veterans Administration . +. 144 
Connecticut ......+++ peers eeneeee 41 


Table 1 presents the number of patients in 
family care in the United States(3). In- 
cluded in the totals are groups of patients 
from schools for the mentally defective: 
796 patients in New York, 215 from Illinois, 
52 from Ohio, and 41 from Massachusetts. 
The figures from the Michigan Department 
of Mental Health show that in a 2-year 
period the number of patients in family care 
has increased from 794 to 1,197. The 3 
Veterans Hospitals: having most patients 
placed were Palo Alto, California, 39; Tus- 
kegee, Alabama, 38; Bedford, Massachusetts, 
23. 
Sie is interesting to note that the Veterans 
Hospital in Bedford, Massachusetts, having 
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placed 53 patients in family care, observed 
‘that it had saved 21,060 hospital days at an 
average cost of $6.96 per day. This repre- 
sented a saving to the Government through 
family care of $146,577.60 (less the cost of 
` maintaining the program). The cost of 
family care in the Veterans Administration 
is borne by the patient himself out of his own 
fund. 

According to a report(5) by Hester B. 
Crutcher, Director of Social Work in the 
New York Department of Mental Hygiene, 
The chief difficulty in the extension of this pro- 
gram is in finding homes that are near larger towns 
and cities where various rehabilitative resources and 
employment opportunities are available. Rural 
homes with good caretakers where older patients 
receive excellent care are available, but the oppor- 
tunities for job training or for work of any kind, 
except some seasonal farm labor, are distinctly lim- 
ited and relatively few of the younger patients are 
interested in this type of work. Patients living in 
family-care homes become more responsive and 
more productive because of the individual attention 


they receive and they are happier than they were 
in the institution, 


Mrs. Margaret M. Platner, Chief of Social 
Service, Department of Public Welfare, 
State of Illinois, observes, 

Family care is an avenue for placement in the 
community of patients without relatives to care for 
them. Although the family-care program entails a 
great deal of work in finding homes, follow-up, 

' future planning, etc., the social workers find it one 
of the most gratifying forms of their work. 

In Norwich, Connecticut, 60 elderly men 
and women patients, receiving infirmary care 
under state aid have been placed in 2 con- 

-valescent homes, under the family-care pro- 
gram. These patients are supervised by social 
workers and by the hospital psychiatrist. 
Recent examinations of these patients indi- 
cate that all of them were happy with the 
arrangement and did not wish to return to 
the hospital (7). 


OUTPATIENT PSYCHIATRY 


Of 1,228 mental health clinics(8) now 
operating in the United States, 75% are 
partly or entirely devoted to serving children. 
A report based on a survey conducted by the 
Mid-Century White House Conference on 
Children showed a net increase of 475 clinics 
since 1947. More than half of the clinics 
are located in the Northeast, a region that 


contains only about one-quarter of the total 
population. The ratio of 1.67 clinics per 
100,000 population for this region is more 
than 4 times that for the southern, and ap- 
proximately 24 times that for the north cen- 
tral and western regions. Almost half of all 
the clinics are located in the 106 cities having 
100,000 or more inhabitants. In the north- 
eastern regions, smaller cities and rural areas 
are better served than metropolitan areas in 
other regions of the country. About 60% 
of all the clinics are sponsored by the state, 
county, or city health and welfare agencies. 
Another 13% are officially sponsored by 
courts, school systems, or the Veterans Ad- 
ministration, and 27% are under the spon- 
sorship of voluntary welfare agencies, mental 
health societies, and similar organizations. 
Roberts(g) studied the prevalence of psy- 
chiatric illness in a medical outpatient clinic. 
Fifty patients were selected in order of their 
arrival and were interviewed intensely by 
psychiatrists and psychiatric social workers 
before the medical contacts were made. Ques- 
tioning was directed toward psychosomatic 
symptoms, habit disorders, disturbances 0 
consciousness, neurotic syndromes, prepsy- 
chotic and psychotic symptoms and behavior 
disorders. Eighty percent of the patients 
(who were between the ages of 21 and ) 
had a clear-cut psychiatric illness, @ ss 
tional component, or an organic illness a 
monly recognized to have important p y 
chogenic, etiologic components ; 72% ih 
positive presence of psychiatric illness sh 
vestigation. The author noted a ge an 
tendency to neglect the psychiatric py 
until all possibility of organic illness had TE 
eliminated. He commented upon e iael 
quacy of modern psychiatry for t zi 
treatment needed by most of these case ie 
Walcott and Straus(10) studied oo i 
tion of an inpatient facility for alco wee 
conjunction with outpatient cio ‘a one 
There were 474 patients oc jiy 0 
year to the Blue Hills inpatient aci Mee 
the Connecticut State Commission on edd 
holism. Of these, 89% had been nd a 
through the outpatient department F ‘ths of 
through private physicians. On eyes 
those referring felt the patients ha r recog" 
ric needs, but only 12% of the patien wartet 
nized such a need in themselves. One-que"" 
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of the patients discontinued contacts 
promptly. Two-thirds continued outpatient 


department treatment. Five months after 
admission, one quarter were still under treat- 
ment; 42% of them were unimproved and 
58% were improved. It was noted that im- 
provement was related to factors of sustained 
contacts. Four-fifths of those who made at 
Jeast 11 outpatient department visits were 
improved. 

Barnard, Robbins and Tetzloff(11) state: 
Present day psychiatry is finding ways of extend- 
ing treatment to greater numbers of people with- 
out sacrificing the quality of that treatment. Out- 
patient electric shock, brief psychotherapy, group 
therapy, are examples. The day hospital plan has 
proved of value for this purpose. 


I suppose one might consider the day hospital 
as a variation of the outpatient department 
that preserves most of the therapeutic values 
of the hospital’s inpatient program, except 
the isolation and protection inherent in living 
in a psychiatric hospital and of close nursing 
supervision. Day patients spend all or a por- 
tion of the hours from 9:00 to 5:00 in the 
hospital’s facilities but live in the community. 
The authors studied 109 patients treated over 
a 2-year period. During the first year of 
operation the stay averaged 110 days but in 


the second year the average stay was reduced > 


to 70 days, Of the r09 patients 26 received 
psychotherapy as part of their treatment. It 
was estimated that the cost of the day hos- 
pital plan was about one-third the cost for 
complete inpatient care. 

_Reeve and Brangwin(12) compared the 
Similarities and differences between family 
Service agency practice and mental hygiene 
clinics, They noted that both the family 
agency and the clinics studied the individual 
to determine why he is troubled and at odds 
with the persons in his environment an 
unable to meet the demands of his milieu, and 
both have the goal of therapeutic service. 
Both use trained personnel and accept the 
Necessity for adequate diagnostic study, in- 
cluding the dynamic forces in operation, as à 
asis for determining a suitable treatment 
Plan. The differences lie in the fact that a 
mu is a medical organization while the 
amily agency is a social agency. In the one 


Case, treatment is under the direct super- 


Vision of a psychiatrist and the clinic is there- 
ore equipped to study and treat many dis- 


orders that lie beyond the area in which the 
family agency properly functions. In the 
family agency the psychiatrist is used as a 
consultant and has no direct authority over 
treatment. As a result, the clinic is estab- 
lished to assist individuals with a wide range 
of psychiatric problems that may haye ac- 
companying physical symptoms. 

Reed and Silver(13) note the establish- 
ment of the first traveling psychiatric -clinic 
in Quebec. The clinic provides for the 
screening of cases as part of the treatment 
service of the Verdun Protestant Hospital ; 
provides treatment and consultation service 
along with public education. Patients are 
seen once in 2 weeks and treatment consisted 
of psychotherapy and nitrous oxide tech- 
nique. It was felt that the nitrous oxide 
technique developed a more rapid rapport 
and quick physiological recovery. 

Preventive mental health services in Canada 
are being expanded with the development of 
clinics, child guidance clinics, and outpatient 
departments in most of the provinces(14). 
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ADMINISTRATIVE AND FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M. D., Wasuincton, D.C. 


ADMINISTRATIVE PSYCHIATRY 


As the result of a nation-wide survey, Hos- 
pital Management(1) reports that “mental 
health care is undergoing a revolution” ; the 
questionnaires returned indicated that over 
80% of the hospitals queried had plans for 
improvement of service. Haddock and Dun- 
don(2) report a volunteer project in occupa- 
tional and recreational therapy carried on at 
Fulton State Hospital by volunteer college 
students, Peffer and Astryke(3) outline a 
successful program for the introduction of 
female aides in the care of psychiatric male 
patients while Vaccaro(4) discusses various 
psychological tests applied to psychiatric 
aides. The tests of adequacy corresponded 
well with the actual performance of the 
“good” group. Henle(5) reports the success 
of a program incorporating a vocational 
counsellor in the rehabilitation of psychiatric 
patients. 

Haun(6) presents a thoughtful article on 
the modern mental hospital, its structure, 
community relations, and functions. During 
the year The American Psychiatric Associa- 
tion held a conference among psychiatrists, 
architects, and engineers, which is reported in 
a booklet entitled “Design for Therapy” (7) ; 
particular stress was laid on structure, plan- 
ning, and equipment. Bennett, Hargrove, and 
Engle(8) discuss the present status and fu- 
ture needs of psychiatric facilities in the 
United States and Canada ; they point out the 
inadequacy of such facilities, and the fact that 
general hospitals provide only about 4% of 


their beds for acute psychiatric disorders in 
279 out of 4,761 general (United States) 
hospitals. They emphasize the discrimination 
against psychiatric disorders exercised by 
Blue Cross (10%) and Blue Shield (4%) 
plans; half, indeed, of such plans exclude 
psychiatric problems completely. Blanken- 
ship(g) discusses the place of the rt 
psychiatric hospital and Ward (10) deals wa 
the activities of the chaplain in the menta 
hospital setting. Barnard, Robbins, and Tet- 
zlaff(11) present the useful results of a day 
hospital experiment at the Menninger cial 
An article in the Lancet by Cook, Dax, am 
Maclay(12) gives a picture of the genea 
problem in English mental hospitals. sie 
interesting recommendations are of ' 
which will bear close study in this country 
as well. si 
Malzberg(13) presents a statistical seyo 
of the discharge and mortality rates Mi bs 
first admissions to the New York one a 
hospitals on a 5-year follow-up P is 
valuable confirmation of some Bang z ui 
provided by this careful analysis ie aed 
others, that the chance of siecle ge 
rapidly after the end of the secon be ete 
hospitalization, and that in general pr n A 
of discharge are in inverse ratio n Ae 
time of admission and to prehospital u 
of psychosis. 3 7a 
The proceedings of the Third Mental a 
pital Institute, devoted to ai a 
problems, were published by ae ee ae 
Psychiatric Association during the y 
der the title “Working Programs. i 


Ha 
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FORENSIC PSYCHIATRY 


As last year, interest in the “sexual psy- 
chopath” continues to manifest itself in the 
literature. Stürüp(1), the director of the 
Danish Institute for Psychopathic Criminals 
at Herstedvester, discusses the treatments in 
use by his staff, especially the psychologic 
approaches. He emphasizes that there is no 
natural criminality, and that criminality is 
not a biologic concept. Tappan(2) discusses 
sentences for sex psychopaths. He is critical 
of the assumptions underlying “sex psycho- 
path” legislation, and urges the states to stop 
tfying to solve the problem by a “combination 
of fantastic statutory specifications and Uto- 


pian criminological precepts.” In this con-. 


nection, it is interesting that Bensing(3), in 
a comparative study of American sex stat- 
utes, fails entirely to note any of the legisla- 
tion of the type just mentioned! 

Lebensohn(4), in a thoughtful article, 
makes a plea for closer rapport between 
psychiatrist and lawyer. He diagnoses the 
basis for mutual distrust and suspicion as 
being “ignorance of each others’ functions, 
objectives, and basic philosophy” and urges 
wider dissemination of knowledge as a 
remedy. 

Deniker and Gueniot(5) present the re- 
sults of a questionnaire study of the medico- 
legal aspects of prefrontal leucotomy. Vari- 
ous specialists in psychiatry and neurosur- 
gery were asked to give their opinions on 
several aspects, including the responsibility 
of the physician’s decision (psychiatrist or 
Surgeon?), the question of consent to the 
operation, and the responsibility, criminal and 
Civil, of the leucotomized patient. The re- 
Plies reflect the large rôle still played by emo- 


a in arriving at opinions on this vexed 
pic. 


The criminal aspects of psychiatric prob- 
lems still bulk large. A bibliography of over 
100 items has been compiled by the librarian, 
S. B. Hill, of the New York City Bar As- 
sociation(6) on insanity as a defense to 
crime. Sir Norwood East(7) and others 
present a discussion of the general problem 
of criminal responsibility, most of the views 
expressed being on the conservative side. 
Bromberg and Cleckley (8), in presenting the 
“medicolegal dilemma,” advocate substituting 
the concept of “accountability” for that of 
“responsibility” as a means of avoiding some 
of the complications resulting from the 
M’Naghten Rules. An article by Robber- 
son(g) presents the objections to the new 
Colorado law (modeled on the California 
statute) dividing the trial into 2 parts where 
insanity is pleaded as a defense. He very 
properly suggests that, instead of confusing 
the jurors only as under the old law, the con- 
fusion will now include the lawyers and 
judges as well! 

The Briggs Law of Massachusetts received 
its first test in the Federal Courts, the Circuit 
Court(10) holding that a prisoner examined 
under that law was not entitled as a matter of 
right to demand the appointment of further 
psychiatrists at public expense. Overhol- 
ser(11) presents a historical sketch of the 
development of psychiatric expert testimony 
in criminal cases during the past century. 

An unsigned article in the Virginia Law 
Review(12) discusses the use of the writ of 
habeas corpus as a method of release from 
mental institutions. In the field of alcoholism, 
Brunner-Orne, Iddings, and Rodriguez (13) 
describe the functioning of the alcoholic clinic 
operated in Stoughton, Massachusetts, in 
conjunction with the local court. The results 
of compulsory reference to the clinic are pre- 
sented as encouraging. Muehlberger (14) dis- 
cusses interrogation under drug influence, 
concluding that the technique furnishes a use- 
ful avenue for ascertaining facts, though ad- 
mitting that the results of such tests would 
not be admissible as evidence. 

Very few legislatures were in session this 
year. Georgia(15) passed a voluntary ad- 
missiou law and made provision(16) for the 
disposition of persons acquitted of criminal 
charges by reason of insanity. Kentucky es- 
tablished a Department of Mental Health 
(17), curiously excluding the institutions for 
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mental defectives from its jurisdiction, Mas- 
sachusetts(18) provided for the establish- 
ment by the Department of Mental Health of 
an institution for “aged persons who are not 
mentally ill.” 

Several books of interest have appeared 
during the year or are currently announced 
as about to appear. Among these are David- 
son’s “Forensic Psychiatry” (Ronald Press) 
and Weihofen and Guttmacher’s “Psychiatry 

- and the Law” (Norton). 
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MILITARY PSYCHIATRY 
EDWARD O. HARPER, M.D., anb EDWARD J. SCHIFF, M.D., Cievetann, Onto. 


With the Korean War now in the third 
year, there have emerged some fairly definite 
policies regarding the care of psychiatric 
casualties in the American Armed Forces. 
Although many of the United Nations are 
participating in this war there has been a 
surprising lack of discussion concerning psy- 
chiatric problems in warfare in the foreign 
medical journals. 

Glass(1) reported that 6 weeks after the 
outbreak of hostilities psychiatric care was 

_ available at the front compared to a 2-year 
lag of front-line care in World War II. Ac- 
cording to Glass the emotional breakdown 
in combat is secondary to a fear of death or 
mutilation, the more susceptible persons be- 
ing predominantly passive. While there are 
many variables, the number of emotional 
upsets are likely to be less under the influence 
of good leaders, strong group identifications, 
and battle training in Korea itself. The fac- 
tors precipitating breakdowns are physical 
weakness, a severe predisposition, and un- 
tenable battle situations, Difficulty in adjust- 
ment of new personnel to service often re- 
sults in mild emotional disturbances because 
of the difficulty in transition from civilian to 
military life. Most of these can be handled 
by the psychiatric team approach in the basic 
training areas. Selection of personnel for 
service still presents problems because of the 
many unpredictable situations of military life 

to which the individual is required to adjust. 

Schwartz and Inwood(2) reviewed 60 

psychiatric casualties during the first year of 


the war who were evacuated from Korea to 


. Walter Reed Hospital where a final disposi- 


tion was made. The average time spent in 
combat was 36 days. A study of the service 
‘records and social histories revealed that 
over 50% of these patients had a marked 
predisposition to emotional disturbances. A 
painful conflict between a strong sense 0 
duty, moral and physical pressures, and i 
strong urge for self-preservation precipitate 
the breakdown. These authors pointed out 
that current methods of early front-line treat- 
ment enable many men to return to duty be- 
fore evacuation is necessary. alee 
Peterson and Chambers (3) emphasize A 
importance of the psychiatrist's, attitu i 
toward combat, and the individual’s adjus 
ment to it. Because neurotics often are ee 
soldiers, excluding the extremely p 
aggressive person, present military scree: 
methods need modification. 
Potter(4), in a peacetime z 
with A antisocial pee 
problems, found that they had all Be pe 
for various immature reasons. | rable 
dominant one was to escape some oF i eat 
situation. Adequate psychiatric oes 7 alist 
duction might have prevented their T 
ment. ndoa 
Hunt, Wilson, and Hunt(5) stil 
large group of neurotics who had ei et 
completed 3 years of military er ot groups 
found, in comparison with the coni showi 
a poorer medical and disciplinary” aluating 
which strained existing facilities- 


study of men 
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military serviceability, therefore, on the basis 

of honorable discharge, can be erroneous. 
Chapman (6) reviewed concepts of psycho- 

therapy for recruits in a naval boot camp. He 


found that treatment based on early and _ 


direct interpretations carefully given pro- 
duced good results in young men with super- 
ficial problems especially when the experience 
is approached as a growth process. 

Wolfe(7) pointed out the value of group 
therapy in a naval neuropsychiatric center. 
Despite the many objections of some persons 
he felt that careful planning of therapy 
groups could yield good results. 

Futterman and Pumpian-Mindlin(8) ob- 
served a large group of traumatic war neu- 
roses for the 5-year period since the end.of 
World War II. The traumatic experiences 
often are linked with pretraumatic expe- 
riences. In civilian life the patient often re- 
acts as if he were still in combat, These 
neuroses are chronic and long-term psycho- 
therapy is usually needed. 

Ripley and Wolf (9), evaluating combat- 
area schizophrenic reactions over a 5- to 8- 


year period, found that schizophrenia in mili- 


tary service does not differ essentially from 
that of civilian life. Civilian readjustment 
was hampered by too much emphasis on 
compensation and too little on rehabilitation. 
Brill and Beebe(10) reporting a follow-up 
study of psychoneurosis concluded the most 
frequent stress resulting in emotional break- 
down was one associated with combat. There 
was some suggestion that discharge for emo- 
tional disability in itself may perpetuate psy- 
choneurotic disorders. In another study, Brill 
and Beebe(11) surveyed the records of a 
large group of patients who had been admit- 
ted to service hospitals during the war for 
Psychoneurosis. While many of these indi- 
viduals chad preservice emotional disturb- 
ances, rigorous induction psychiatric screen- 
a would have proved to be of little value. 
hese authors feel that, if the soldier’s total 
oo exceeds the cost of this training, 
e is probably acceptable for induction. Out- 
Patient treatment rather than hospitalization 
or neurotics is needed. The disposition 
Policy must be integrated with the induction 
ley ‘so that the men who are C.D.D.’d for 
motional difficulties are not found to be 


more stable th i 
A e than those who are being 


Barker (12) analyzed consultation sérvice 
in a teaching hospital (Walter Reed) and 
emphasized the importance of preparing pa- 
tients for psychiatric consultations. The re- 
ferring physician and the psychiatrist must 
understand each other’s functions. In the 
military setting consultation should be aimed 
at strengthening defenses of the patient and 
recommendations should be given in non- 
technical language. i 

Murphy and Grant(13) described the 
function of a psychiatric unit for re-educ- 
tion of naval disciplinary offenders. Em- 
phasis was placed on counseling by authori- 
tarian figures. Psychotherapy should be 
given when indicated. 4 

Glass and Hagman(14) discussed the im- 
portance of the total personality in surgical 
procedures. They pointed out that in the 
military setting secondary gains were likely 
to be greater than in civilian life. Because of 
the problems of military man power, elective 
surgical procedures should be very carefully 
evaluated before they are carried out. 

Thomas(15) noted in certain naval officers 
of long service that incompletely gratified 
dependency needs often resulted in somatic 
complaints, disturbed marital life, or alcohol- 
ism. Approaching retirement may precipitate 
these reactions and the entire career in some 
was found to bea neurotic search for security. 

Drayer (16) in a plea for more adequate 
civil defense programs likened a major civil- 
jan disaster to combat. He emphasized the 
need for adequate training, equipment, prep- 
aration, and the early psychiatric treatment 
of casualties by measures that have been 
proved successful in combat. 
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PSYCHIATRIC EDUCATION 
FRANKLIN G. EBAUGH, M.D., anv ROBERT H. BARNES, M.D., Denver, Coro. 


In the field of psychiatric education 2 
events were outstanding in 1952 and will 
occupy this entire review. The first was the 
publication of the report(1) of the First 
Conference on Psychiatric Education held at 
Cornell University in June 1951. This: con- 
ference was organized by The American Psy- 
chiatric Association and the Association of 
American Medical Colleges and financed by 
the United States Public Health Service. 

The other event was the meeting of the 
Second Conference on Psychiatric Educa- 
tion, also held at Cornell one year later, and 
under the same general sponsorship. The 
first conference concerned itself with under- 
graduate psychiatric education, and the sec- 
ond with postgraduate, residency training, 
The 1951 Conference attempted to outline 
the place of psychiatry in medical education. 
This conference represented the first general 
meeting in psychiatric education since 1936. 
The participants were largely psychiatric 
educators, medical school deans, and teachers 
in allied disciplines. A tremendous amount 
of material was collected and ably sum- 
marized in the report (1). 

It was felt that the department of psychia- 
try in the first 2 years of medical training 
should aim at developing in the student a 
broad social approach to medical problems as 
well as assisting in his general maturing. 
Because of the possibility of the subject 
matter presented increasing the student’s 
anxiety and insecurity, provisions for sup- 
port and help from the department were 
deemed very necessary. It seemed clear from 
the report that undergraduate psychiatric 
education is up against some of the same dif- 
ficulties as education in other medical fields, 
one of the major difficulties being budgetary. 
This is particularly a factor in psychiatric 
education where the opportunities of private 
practice are essentially unlimited. Another 
problem is that many faculty members prefer 


research work to teaching. Much of the 
responsibility for clinical teaching of stu- 
dents has been turned from the senior men to 
the younger instructors, residents, and in- 
ternes. The conference emphasized the neces- 
sity of properly balancing research and teach- 
ing in the medical school. 

It was gratifying to find a general agree- 
ment that psychiatric teaching of under- 
graduate students should be aimed toward 
the following very practical objectives: (1) 
Teaching them to interview patients intel- 
ligently, taking into account their economic 
and social status in order to gain a compre- 
hensive understanding of the person, re- 
gardless of what the presenting Bee | 
might be. (2) Inculcating the ability to 
evaluate correctly the condition of patients 
with emotional disturbances, whether ex: 
pressed as physical, psychological, or nee 
symptoms. (3) Teaching an understan ie 
of what the nonpsychiatric practitioner 
and should do not only in the ae 
management of disturbed patients but in + 
treatment of emotionally healthy bene 
are physically ill. (4) Giving the aA i 
understanding of what the genera ent 
tioner cannot do or should not do in a je 
and treatment of the mentally ill. ed A P 
general orientation in personality a wat 
ment and methods of personality s 
felt necessary. Basic instrue eee 
viewing supplemented by clinica ed 
dealing with inpatient and outpat! 
chiatric problems seemed necessari A 
healthy development is the <i ape 
awareness of psychological prob se in 
tients by nonpsychiatric departme! 
medical schools. i 

It was quite interesting tha 
was considerable respect among ©” ance 
chiatric medical educators for the P pysicians, 
of psychiatry in the education E erable 
these same physicians ha 


t, while there 
g the nonpsy” 
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doubt about psychiatry “as a body of scien- 
tific principles and working hypotheses” (1). 
Nevertheless there was general agreement 


‘about the need for teaching the medical stu- 


dent a warm, friendly approach to his pa- 
tients and the important role of the psy- 
chiatrist in doing this. 

It is hoped that as some of the recom- 
mendations of the conference are put into 
effect the level of undergraduate psychiatric 
education, as well as the level of under- 
graduate medical education in general, will 
be improved. There is still much that psy- 
chiatrists need to do to help overcome the 
prejudice against psychiatry and the psycho- 
logical approach to medical problems. One 
report(2) indicates a predominantly unac- 
cepting attitude on the part of medical stu- 
dents toward psychiatry. A large number of 
the groups interviewed felt that psychiatry 
was too vague, ethereal, and mystical. Many 
felt that it was too divorced from general 
medicine. Several groups expressed the feel- 


ing that psychiatrists were either poor doc- 


tors or very dull people, and might even be 
“tetched.” It is obvious that many of these 
prejudices are irrational and neurotically de- 
termined on the part of the students inter- 
viewed. On the other hand in all too many 
cases there is at least some justification for 
the feelings expressed. Much remains for 
us to do in overcoming at least some of these 
attitudes by improving the quality and effec- 
tiveness of our pedagogy. 

The Second Conference on Psychiatric 
Education held in June 1952 covered the 
broad field of postgraduate training of resi- 
dent psychiatrists. The findings and recom- 
mendations of this conference have not as 
yet been entirely collected. The following 
review therefore represents the general con- 
Sensus as near as can be ascertained by the 
authors, and cannot be regarded as an official 
Commentary on the second conference. 

The personnel was largely made up of 
Psychiatric educators and public health offi- 
cials, The senior author (F.G.E.) reviewed 
the “Origin, Development, and Present Sta- 
tus of Graduate Training in Psychiatry.” He 
attempted to bridge the gap between these 2 
Conferences by emphasizing that ohe could 
ae entirely eliminate undergraduate medical 
Shane from the discussions since we are 

olly dependent on our medical school 
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graduates for eventually filling our psychiat- 
ric residencies. If the undergraduate pro- 
gram is weak or poorly organized, or pre- 
sents material that cannot be utilized or 
assimilated, the chances of the medical stu- 
dents going on into graduate training in psy- 
chiatry after interneship are certainly small. 
Dr. Karl Menninger (3) aptly discussed the 
goals of psychiatric education. He empha- 
sized that the psychiatrist is the “good” 
physician, with a broad cultural background, 
an open-minded, friendly, yet inquiringly 
scientific approach to problems. He noted 
that with few exceptions if a man does not 
have these attributes by the time he enters 
medical school it is probably too late for him 
to acquire them, 

There seemed to be fair general agreemerit 
as to methods of teaching, and some critical 
views were presented on the present-day 
tendency to overload many residencies with 
didactic lectures. It was felt by most that 
individual supervision offers the best teaching 
technique for psychiatric residents. Dr. 
Alpers(4) reported on the position of neu- 
rology in the training of psychiatrists. His 
feeling was shared by many that 6 months’ 
training in neurology constitutes a “bare but 
adequate minimum,” It was felt that 3 
months should be devoted to laboratory neu- 
rology (i. e., neuroanatomy, neurophysiology, 
neuropathology, etc.) and 3 months to clinical 
neurology, best taught by assigning the resi- 
dent to duty on the inpatient neurological 
service. An interesting preliminary report by 
Dr. Fredrick Redlich(5) presented some of 
the divergent views on teaching psycho- 
therapy. He pointed out the difficulty in ob- ' 
taining good teachers in psychotherapy. 
There seemed to be general agreement that a 
psychotherapeutic attitude toward the patient 
should begin with the first day of residency, 
but that more formal training must wait until 
the resident has some training in recognizing 
and observing psychopathology. 

The role of psychoanalysis in psychiatric 
training received the attention of a special 
commission. There was rather surprising 
unanimity that training in psychoanalysis is 
desirable although not necessary for the 
practice of psychiatry. Most felt that such 
training should not begin before thorough 
grounding in general psychiatry has been 
given. It was felt by many that a personal 
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analysis could be extremely valuable to most. 


residents in training, although there was 
- some disagreement as to when it should 
| begin. Some felt that it caused sufficient 
disorganization in the trainee’s efficiency and 
that it should not be started before the second 
or third year. 

There also seemed to be a general agree- 
ment in regarding psychodynamics as “the 
systematized knowledge and theory of human 
behavior and its motivations,’ a body of 
knowledge that constitutes a “predictive 
science.” There was a happy and surprising 
lack of quibbling over philosophical differ- 
ences. That the young psychiatrist should 
learn to observe and to validate psycho- 
dynamic concepts in terms of his own train- 
ing and experience seemed necessary to all. 
Only in this way can he thoroughly appre- 
ciate and effectively understand psycho- 
dynamics, į 

The place of psychology and the social 
sciences in the training of the psychiatric 
resident received special attention from Dr. 
Shakow(6) and others. It was generally 
felt that clinicàl psychology was an increas- 
ingly important subject and that the trainee 
should have the ability to utilize the results 
of projective methods of personality evalua- 
tion in his, work with patients. Seminars in 
clinical psychology as well as some actual 
experience in administering and interpreting 
projective techniques seemed wise. It was 
further pointed out that such training made 
it easier for the resident to learn to work as 
a member of the team with the clinical psy- 
chologist. While there was much lip service 

| paid to sociology and cultural anthropology, 
no one seemed clear as to just how they could 
be integrated in the training program. Many 
felt that while these subjects were highly 
desirable a working knowledge of them 
should be picked up before the residency 
program, or independently by the resident 
on his own. 

The role of child psychiatry in the resi- 
dency Program was also considered at length 
by a special group. Tt was generally felt that 
in no other'area of psychiatry were the facili- 
ties for learning and appreciating psycho- 
dynamics as great. Only by some training 
and experience in child psychiatry can the 
resident appreciate many of the principles 


of personality development. It was pointed 
out also that here again the resident learns to 
work as a team with the social worker and 
the clinical psychologist. Dr. Lewis(7) re- 
viewed the place of research in the residency 
training program. It was felt that good 
research men so badly needed in psychiatry 
can best be developed in the residency years, 
and that this work can be done without ap- 
preciably diminishing the resident’s clinical 
training. 

There was general agreement that there 
should be no increase in the residency period 
beyond the present 3 years, and that the qual- 
ity of residency training should be improved 
before any consideration of increasing the 
length of the period. There was general 
agreement as to the basic aims of psychiatric 
education: (1) the establishment of a dy- 
namic understanding of people and their 
problems; (2) the development of effective 
clinical judgment; (3) the acquisition of 
facility in psychotherapy and the special 
methods of treatment; (4) obtaining exper, 
ence on the clinic team and in community 
relationships ; (5) participation in the ae 
graduate education ; and (6) stimulation 0 
interest in research. It’ is hoped that the 
Second Conference on Psychiatric Edie 
will ultimately help to better plan for an 
achieve these aims. 
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CLINICAL NOTES 


A PATIENT’S VIEWS OF ELECTROSHOCK THERAPY 
KARL M. BOWMAN, M.D., SAN Francisco, CALIF. 


There has been much controversy on the 
subject of electroshock therapy and the treat- 
ment has been criticized by many psychia- 
trists as benefiting the patient mainly because 
of the threat of punishment and the death 
threat. The person giving such treatment 
has been criticized as a sadistic type of indi- 
vidual getting satisfaction from frightening 
and causing much suffering to his patient. 
Tt seems worth-while to point out that this 
is not necessarily the case and in many cases 
is not true, as regards both the patient and 
the therapist. 

Recently one of our patients at The Lang- 
ley Porter Clinic wrote a poem describing 
her experience under electroshock therapy. 
This poem seems to me not only to have a 
good deal of merit as a piece of poetry, but 
also to present a point of view on the part of 
the patient that should be of interest to every 
psychiatrist. Accordingly I asked the patient 
for permission to publish the poem and re- 
ceived the letter and copy of the poem that 
appear here, i i 

In explanation of the poem it should be 
pointed out that the subtitle “I. V.” repre- 
sents the intravenous dose of barbiturates 
given the patient routinely before treatment, 
as well as the intravenous injection of deca- 
methonium bromide. The subtitle “Conv.” 
refers to the convulsion, and the subtitle 

Conse.” refers to consciousness. 


Dear Dr. BOWMAN: 


In appreciation for all the clinic has done for me; 

I turn over full ownership, rights, and privileges to 
verses called “Shock Treatments.” I hope they 
might in some small way prove to others they need 
not fear these treatments. 
‘ Sincerely yours, 
D.R. 


ELECTROSHOCK THERAPY 


LV, 

Oh ship ahoy! we're sailing high 
Across the sea so wide and bare, 
The breeze against the full-blown sail 
Lends music to my fleeting prayer. 


A moment's sleep upon the deck— 

My back against the hard, white board; 
Not even dreams can enter here— 

No haunting fear—no hanging sword. 


Conv. 


I know not when the lightning strikes 
Nor how I’m beaten with its whip. 

I know not when all hell lets loose 

Its fury on this fearful trip. 


But there’s a captain at the helm. 

In spite of storm, he will escort 

This craft across the surging sea í 
And bring it safely into port. 


Conse. 

When I awake, I rest awhile— 
The voyage done—and no regret 
To mar the strangely quiet peace 
Of safe return. I just—forget. 
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REPORT TO FOURTH MENTAL HOSPITAL INSTITUTE OF THE 
THIRD PSYCHIATRIC AIDE PROGRAMS WORKSHOP 


The Third Psychiatric Aide Programs 
Workshop was held at the Larue D. Carter 
Memorial Hospital, Indianapolis, October 
17-19, 1952, upon the invitation of Dr. Juul 
C. Nielsen, medical director of the Indiana 
Council for Mental Health. This Workshop, 
sponsored by the National Association for 
Mental Health and The American Psychi- 
atric Association, differed somewhat from the 
2 previous ones in the composition of its 
membership. The larger number of psychi- 
atric aides and representatives of the nursing 
profession participating, as compared with 
previous Workshops, contributed consider- 
ably to the success of the meeting. The 
Workshop was attended by 10 psychiatrists, 
13 nurses, and 9 psychiatric aides, who 
divided themselves into 5 working com- 
mittees on (1) Recruitment and Selection, 
(2) Training Content, (3) Training Meth- 

ods, (4) Utilization, and (5) Practical Prob- 
lems. These committees worked in separate 
sessions, then presented and discussed their 
reports in plenary session. A summary of 
each follows: 

The Committee on Recruitment and Place- 
ment recommended the preparation of a 
complete job description covering the duties 
and responsibilities of the position of psychi- 
attic aide and the minimum requirements of 
education, experience, and personal charac- 
teristics. In addition, the related problems 
in mental hospitals must also be described. 
All this information should be printed for 
distribution. 

The Committee on Training Content de- 
veloped a guide of what the training pro- 
gram should include. They also detailed the 
contents of a training program sufficiently 
flexible for adaptation by individual hos- 
pitals. 
` The Committee on Training Methods con- 
sidered that instruction involyes more than 
imparting information and developing tech- 
nical skills. The participation of the in- 
structor should provide opportunity for the 
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student to learn also through his relation- 
ships with his instructors, with other per- 
sonnel, and with patients. 

The Committee on Utilization outlined the 
several categories of psychiatric aides based 1 
on their training and experience with their 
respective areas of responsibility in terms of 
patients’ needs and the mission of the hos- 
pital. To this end the committee stated that 
it is essential that channels of communica- 
tion exist vertically and horizontally. The 
aide must be appropriately trained, must í 
realize the worthwhileness of his work, and 
be given opportunity to participate in plan- 
ning. The significance of his contribution 
will be reflected in improved patient care. 

The reports of these 4 committees were ap: 
proved by the total membership following a 
general discussion of each report. The few 
changes recommended will be incorporated in 
the final report. al 

The report of the Committee on Kra 
Problems, however, was not received ae 
the same general accord. An apprecia 
number of the Workshop pa aa 

ressed such strong disagreement wi 

ies of the sphere that it was doy 
present all aspects of the discussion in ‘ 
final report, which will appeat later. vet 
committee explored the following 4 cs? 
(1) Is there a need for peychian ie 
(2) Is the work of the psychiatric al ai 
ing? (3) Professional status for Race 
licensing. (4) Relationship of Psy 

aides to practical nursing. j 

The AA then outlined we 
functions of nursing as set forth by a sa 
tional League of Nursing Education, Any 
subscribed to the following cont ee 
service provided by full-time wat P putes 
nel under medical authority that Sia vie 
to the comfort, well-being, and ringi it 
the patient is nursing care. Acco that the 
was the consensus of the comes a 
work of the psychiatric aide is na y 
that the psychiatric aide 1s cons! 
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many to be equivalent to a staff nurse in a 
general hospital. 

The paragraph in the-committee’s report 
that particularly met with opposition read 
as follows : “Owing to the shortage of nurses, 
the training of the psychiatric aide is an ex- 
pedient attempt to provide adequate nursing 
care for the hospitalized mentally ill, That 
is to conclude: the psychiatric aide is an 
expedient substitute for the staff nurse in the 
mental hospital.” Those disagreeing held 
that the training of the psychiatric aide is not 
due to the shortage of nurses; nor is the 
aide an expedient substitute for the staff 
nurse in the mental hospital. Dr, Walter 
Baer pointed out that long before the training 
of nurses was instituted there was always 
a stream of personnel on mental hospital 
wards who performed functions in patient 
care that were quite beyond those performed 
by nurses. They have continued to play an 
important role and have never disappeared 
from our hospitals. It is only in recent times 
that we have decided to provide training for 
this category of personnel. They are not to 
be identified as nurses ; their functions com- 
plement the work of nurses. 

Dr. George Jackson, a member of the 
Committee on Practical Problems, pointed 
out that the psychiatric aides may not need 
to form an organization of their own pro- 
vided that the nursing profession will take 
steps to give them status within the national 
nursing organizations. He also said that 
Many of the aides have capacities well beyond 
the present training programs and that it is 
advisable to keep the door open to them for 
further advancement so that they will have 
a place in the nursing profession. 

The committee further states that “most 
Present-day schools of practical nursing do 
hot prepare the practical nurse to carry out 
the functions of the psychiatric aide in the 
Mental hospital, where the overwhelming 
Reed for nursing personnel makes it impera- 
tive that national nursing organizations ex- 
plore the feasibility of reorienting schools of 
Practical nursing to prepare a skilled psychi- 
atric hospital worker.” The committee re- 
Port concluded: “The licensing of persons 
a Practice affects the health and welfare 
The ee 1s a function of state governments. 

Primary purpose of licensing laws for 


the practice of nursing is to ensure safe nurs- 
ing care to the public. Because the public in 
general does not differentiate between a com- 
petent and an incompetent nurse, the nursing 
profession assumes responsibility for in- 
fluencing legislation to bring about the enact- 
ment of adequate nursing laws. Because all 
nursing belongs to the same occupational 
field, and regardless of the level on which it 
is practiced is based on the same general 
principles, it is desirable that all practitioners 
of nursing be licensed through one law in 
each state... ; . There is a movement to- 
ward the enactment of laws of a mandatory 
nature that define the practice of nursing on 
2 levels and prohibit the practice of nursing 
by unlicensed persons. Therefore, the licen- 
sing of psychiatric aides must take into con-— 
sideration the existing legal structure for the 
licensing of those who practice nursing.” 

Mr. W. B. Hoxie, one of the Regional 
Directors of the California Society of Psy- 
chiatric Technicians, furnished the following 
important information : 

The California Society of Psychiatric 
Technicians, consisting of 11 local societies 
and having a membership of 5,000, was es- 
tablished 2} years ago. The executive board 
meets 4 times a year. The Society has held 2 
annual meetings of 2 days each devoted to 
panel discussions. Plans are under way to 
present a bill to the next meeting of the 
state legislature to license psychiatric tech- 
nicians. The Society describes itself as a 
nonprofit, scientific, and educational organ- 
ization in the field of mental health. Its 
president, Mr. A. E. Sprague, sent notice of 
a 3-day meeting to be called in Chicago on 
November 7, 1952. “The primary purpose 
of this meeting is to institute ways and means 
of accomplishing national affiliation and a na- 
tional registry for all psychiatric technicians, 
aides, and attendants throughout the country. 
In this way, reciprocity between the various 
states would be assured.” / 

Dr. H. Beckett Lang, chairman of the 
Committee on Psychiatric Nursing of The 
American Psychiatric Association, made the 
suggestion that the affiliate societies assume 
the responsibility for the organization of re- 
gional group discussions for planning future 
psychiatric aide training programs in their 
own areas. This suggestion met with unani- 
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mous approval. The development of regional 
workshops has special advantages that cannot 
be expected in a workshop-on a nation-wide 
level. 

\ We owe a special debt of gratitude to Mr. 
Paul Harris of the National Association for 
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ganizing these Workshops and to the’ super- 
intendents of the state hospitals at Peoria, 
Manteno, and Indianapolis for providing the 


“an, 
Mental Health for his valuable work in or- 


ways and means of their occurrence. 
Leo H. Barremetrr, M.D. 


PRESIDENT'S PAGE 


THE CENTRAL INSPECTION BOARD OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


The American Psychiatric Association had 
its beginnings in the mental hospitals, over 
100 years ago. Since that time, many new 
fields of psychiatry have come into being and 
our discipline is now established in the gen- 
eral hospitals, in the universities, in the 
armed services, and in the community. But 
we may reasonably say that nowhere does 
the psychiatrist take more complete respon- 
sibility for the welfare of his patients than 
he does in the mental hospitals. There he 
must plan not only for the examination and 
treatment of his patients but also for their 
clothing and their shelter, for their food, and 
for the every detail of the hours of their day. 
Moreover—and we should never lose sight 
of this fact—for the man in the street, the 
symbol of psychiatry is the mental hospital. 
Hence, we are in a measure judged by the 
extent to which we succeed in developing, 
in our mental hospitals, forward-looking poli- 
cies, effective treatment centers, and centers 
of recourse and refuge. Here, in a word, is 
an area in which we cannot afford to fail. 

The American Psychiatric Association has 
been interested in and, indeed, deeply con- 
cerned with raising the standards of treat- 
ment and of care in the mental hospitals 
Since its very origin. During the earlier part 
of its existence, those standards were rep- 
Tesented by the views and methods of the 
mental hospital physicians who met at the 
annual meetings of the Association. In 1925 
Dr. William L. Russell, who was then Chair- 
nae of The American Psychiatric Associa- 
oe S Committee on Psychiatric Hospital 

tandards and Policies, put before the Asso- 
the a proposed set of standards for men- 
for Ospitals. The Association adopted these 
mally and this constituted our first state- 
Pent of the standards and policies for mental 
ie that the Association was prepared 

advocate and to recognize. 
dees remarkable prescience, Dr. Russell 
mie at that time that these standards could 
© expected to be effective in improving 


the treatment and care of patients unless 
there was a simultaneous development of an’ 
inspection and rating system. 

Despite the clear logic of this statement, it 
was not until almost 20 years had gone by— 
namely, in 1944—that Dr. Mesrop A, Taru- 
mianz, who by that time had become Chair- 
man of the Committee on Psychiatric Hos- 
pital Standards and Policies, put forward a 
specific proposal for an inspection and rating 
system, based on a revision of the standards. 
Both the revision and the proposal for the 
establishment of an inspection and rating 
system were approved by Council. Three 
years later, in 1947, the Council formally 
recognized the principle that standards for 
mental hospitals could be maintained only 
on the basis of inspection and rating and re- 
inspection. And, acting on the proposal 
of the Committee on Psychiatric Hospital 
Standards and Policies, the Council author- 
ized the establishment of a Central Inspection 
Board, composed of 10 Fellows of The Amer- 
ican Psychiatric Association, and charged 
this board with the responsibility for estab- 
lishing an inspection and rating system for 
the mental hospitals of the United States 
and Canada. 

It was recognized from the outset that the 
carrying on of this activity would require 
considerable financing. Hence funds were 
sought elsewhere than from the revenues of 
the Association. Preliminary funding was 
obtained through the Psychiatric Foundation, 
which was able to maintain the C.I.B. serv- 
ices at the rate of about $30,000 a year, for 
the first 2 years. Dr. Ralph M. Chambers 
was appointed Chief Inspector and has re- 
mained in that position until the present. 

When in 1950 the Psychiatric Foundation _ 
merged with the National Committee for 
Mental Hygiene and the National Mental 
Health Foundation to form the National As- 
sociation for Mental Health, it was under- 
stood that the new organization would main- 
tain the C.I.B. as an integral part of its 
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program. This was done, but the funds avail- 
able did not prove sufficient, and it became 
necessary to look to other means of financing. 
At this point it is important to state clearly 
two matters that have had considerable bear- 
ing upon the thinking of Council concerning 
the Central Inspection Board during the last 
several years. The first is that it is essential 
to bear in mind that the Central Inspection 
Board is a part of the corporate body of The 
` American Psychiatric Association, and that 
the Association therefore has not only the 
responsibility for the professional activities of 
the Board but also the ultimate responsibility 
for its financial solvency. The second matter 
is that, throughout these last several years, 
the Council, while recognizing the financial 
accountability of the Association, has stead- 
fastly sought to find from outside sources 
the funds for operating the Central Inspec- 
tion Board. In doing so, it has been gov- 
erned by two considerations. The first, which 
is an eminently practical one, is that it is 
clear that the activities of the Central In- 
spection Board, if put into full operation, 
would require approximately $85,000 a year, 
at least until all the hospitals were inspected, 
‘at which time the rate of disbursement no 
doubt could be reduced to an amount neces- 
sary to maintain primarily a rating system. 
Such large sums quite obviously cannot 
-be taken from the revenues of the Associa- 
tion without either curtailing many other ac- 
tivities of the Association or correspondingly 
increasing its revenues. The second con- 
sideration, which is more in the realm of gen- 
eral policy, is that the Council has felt that, 
while the membership is clearly intent ‘on 
making the maximum contributions it can 
to the welfare of the several populations that 
we now serve, contribution can be most 
effectively made in terms of the leadership 
we can offer and of the specialized knowledge 
we can bring to bear in the formulating and 
operating of plans for the public welfare. 
Council has not felt that the membership 
would be willing to undertake to finance from 
its own resources—as represented by the 
dues—a service of such magnitude as can, 
indeed, only properly be financed by the pub- 
lic themselves. 
The financial situation was still further 
complicated early, in 1951, after hospitals in 


8 states and 1 province had been inspected; 
for at this point the funds received from the 
National Association for Mental Health 
were drastically cut. Faced with this emer- 
gency, the Central Inspection Board, with 
the consent of Council, sent letters to all 
states and provinces announcing that hence- 
forth they would be charged approximately 
80% of the cost of inspection. This policy is 
still in effect as a partial answer to the over- 
all financial problems. Since this change in 
policy, 16 states and provinces have made 
application for inspection; several others 
have shown interest, but must await ap- 
proval, by their legislatures, of the proposed 
expenditures. y 
In regard to financing, the Association is 
at present confronted with a relatively imme- 
diate and a relatively more remote problem. 
The more immediate problem is that of find- 
ing the balance of funds that will enable the 
Central Inspection Board to continue opera- 
tions at least at its present level—in a word, 
to find the difference between the 80% Te- 
coverable from the states and provinces and 
the 100% required to operate the system. 
The relatively more remote problem is that 
a the 
of finding the funds necessary to enable A 
Central Inspection Board to operate at tl z 
desired level of activity that is represent 
by the budget mentioned earlier, 1-6. ap- 
roximately $85,000 a year. ; 
Š The STON for the larger budget 1s Pa 
the Central Inspection Board is, in actua iy; 
commissioned to carry out two func 
namely, the’ inspection and the ei 
mental hospitals. It cannot commence ral p 
until a sufficient number of hospitals He 
spected, and cannot pass over complete ae 
rating until all the hospitals bate 
spected. A sufficient number of hospitals Ain 
now been inspected to permit us to set ee a 
preliminary designs for rating, but we 2 
short of completing the ine teal n- 
hospitals. Indeed, as long as the T lower 
spection Board has to operate a eE 
budget, it seems highly improbab S y the 
will ever complete inspection. sa fi 
time we have covered all the hospita oe a 
first inspected will have to be Tete 
and hence we shall not get 0 «being the 
tem of rating. And we see a of bring- 
more powerful of the two me 
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- ing about improvements in mental hospitals. 


Hence the Central Inspection Board has con- 
tinually sought to obtain a large enough bud- 
get so that within a three-year period all the 
mental hospitals could be inspected:and then 


‘ the Board could pass over to the task of pri- 


mary preoccupation, namely, that of rating. 

In conclusion we may say that The Ameri- 
can Psychiatric Association has developed 
and put into operation a system that for the 
first time makes it possible for North Ameri- 
can communities to know whether their hos- 
pitals measure up to the standards set by the 
authoritative professional organization in this 
field. 

The system is working; it has the backing 
of the hospitals ; as the agency of The Ameri- 
can Psychiatric Association it carries great 
weight with legislatures and public officials 
whose responsibility it is to plan and operate 
mental hospitals. It provides the public with 
an authoritative evaluation of its mental hos- 
pitals. If it is sustained and expanded over 
a period of years, it can hardly fail to have 
a tremendous impact in raising mental hos- 
pital standards throughout the various coun- 
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tries that it serves—an impact similar to that 
produced by the American Medical Associa- 
tion in the medical schools, and by the 
American College of Surgeons in the general 
hospitals. 

I should like, in conclusion, to return to 
my first point of emphasis—namely, that the 
Central Inspection Board of The American 
Psychiatric Association is one of the gravest 
responsibilities of the Association; and I 
should like personally to call on the indi- 
vidual support of every member, both in his 
own locality and through any suggestion or 
advice that he cares to transmit to the Coun- 
cil, to the Chairman of the Central Inspection 
Board (Dr. Mesrop A. Tarumianz), or to 
me. 

This is an enterprise that we are slowly , 
levering into motion, Thus far, the load has 
perhaps been rather heavily placed on a 
relatively few shoulders; it is slowly moving 
forward, but with the united efforts of the 
entire membership it can speedily be set into 
full activity, to the great benefit of the public 
and to the credit of the Association. 

D. Ewen Cameron, M. D. 


“JUST NERVES” 


I am convinced that more and more we shall have to realize and to treat the psycho- 
logical aspects of disease. This conviction has simply been forced upon me by the experi- 
ence of practice. In my student days little attention was paid to functional nervous disease. 
I have myself heard the patient told, “The cure rests mainly with yourself. True Se 
sense, but the patient has to be shown the way. . . . I believe that quite as many people 
are ill because they are unhappy as are unhappy because they are ill. 


Sır WALTER LANGDÖN-BROWN “ 
Former Regius Professor of Physic 


University of Cambridge 


COMMENT 


THE NEW NOMENCLATURE 


It has become popular to decry diagnosis 
of psychiatric illness with the contention that 
each patient is an individual so different that 
standard labels cannot be applied. This point 
of view ignores the fact that in psychiatry, 
as well as in all medical disciplines, accurate 
diagnosis is the keystone of appropriate treat- 
ment and competent prognosis. Without 
sound diagnosis, statistics are inaccurate and 
misleading, or unavailable; factual data can- 
not be accumulated from past experience to 
guide the future; and accumulated knowl- 
edge is transmitted with great difficulty, if at 
all. Sound diagnosis is possible only with a 
nomenclature in keeping with current con- 
cepts of psychiatric illness, and sufficiently 
flexible and inclusive to permit the introduc- 
tion of new and original ideas. It is there- 
fore necessary that psychiatric nomencla- 
ture, as well as other medical nomenclature, 
be revised from time to time to keep it in 
step with the moving body of psychiatric 
knowledge. 

Resistance to change, especially in this 
field, is great, and nomenclature revisions 
frequently consist of only minor rearrange- 
ment of terms with no major repair work be- 
ing done, Perhaps as a consequence, Ameri- 
can psychiatry entered World War II with 
a system of nomenclature originally devised 
for the use of mental hospitals, and found 
the system quite inapplicable to a caseload 
that included only 10% of the type of patient 
usually seen in a mental hospital. Need for a 
sweeping revision of the current psychiatric 
nomenclature rapidly became clear, and by 
1946 the Armed Forces and the Veterans 
Administration had adopted such a revision. 
The Committee on Nomenclature and Sta- 
tistics of The American Psychiatric Associa- 
tion began in 1946 to review the needs for 
revision that had arisen in civilian practice, 
especially with the increasing number of 
psychiatric outpatients being handled. A 
high percentage of the APA membership 
believed that change in the nomenclature 
was urgently needed, with special attention 
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to the areas of personality disorders and 
transient reactions to special stress. 

Faced with the need, the Committee 
worked steadily on a revision, and eventually 
presented a new nomenclature to the Council 
of The American Psychiatric Association at 
its meeting in November 1950. The pro- 
posed revision was adopted as the officially 
supported nomenclature of The American 
Psychiatric Association, and was recom- 
mended by Council to the Standard Nomen- 
clature for inclusion in the 1952 edition. The 
editors of the Standard Nomenclature ac- 
cepted the revision, and incorporated it in 
the 1952 edition of the Standard. 

In comparison with the old Standard 
Nomenclature, the new nomenclature 1s 10- 
deed a sweeping revision and, at first glance, 
is almost. overwhelming. In comparison, 
however, with the nomenclature the Armed 
Forces and Veterans Administration have 
been using satisfactorily for some 7 years, 
the new revision represents only moderate 
changes, and these in the direction of pel 
cation and increased flexibility. As a resu t, 
it has been said by one reviewer that, al- 
though more complicated than its pe 
cessors, the new nomenclature 1s also mor 
realistic and more flexible. i 

This nomenclature would, hovel 
quite unusable unless its terms were pais 
defined. Toward this objective, the Comm 


ared a Diagnostic and 
SE Mental Duordets, which is now ee 
through the Mental Hospital Service © 
Association. In addition to a 
plaining how the nomenclatur n 
being, and the nomenclature itse! W, oe 
nition of all its terms, this manual 1 ss 
sections on the recording of psy pare: 
ditions, statistical reporting, and F ia 
classification. As appendices, tables sification 
coding with the International o d No- 
of Diseases and with the old Stan A ad 
menclature are included. ils aa 
examples are used freely throug 9 
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effort to make the transition from the old to 
the new nomenclature as effortless as is fea- 
sible. 

A questionnaire sent out to over 1,200 hos- 
pitals of all types, with a 56% return, indi- 
cates that, of those replying, approximately 
one-half of the public mental hospitals, one- 
third of the private mental hospitals, and 


three-fourths of the general hospitals are now 
using the new nomenclature. It appears 
necessary for each psychiatrist to be thor- 
oughly familiar with the new nomenclature 
and its methods of use. The Diagnostic Man- 
ual therefore seems to be a necessary part of 
every psychiatrist’s library. 
G. N. Raines, M. D. 


WORDS 


“In the beginning was the word.” So far as human history is concerned, the statement 
is perfectly true. Language is the instrument of man’s progress out of animality, and lan- 
guage is the cause of man’s deviation from animal innocence and animal conformity to the 
nature of things into madness and diabolism. Words are at once indispensable and fatal 
.... “Wishing to entice the blind,” says Dai-o Kokushi, “the Buddha playfully let words 
escape from his golden mouth. Heaven and earth have been filled, ever since, with en- 
tangling briars.” And the briars have not been exclusively of Far Eastern manufacture. 
If Christ came “not to send peace on earth but a sword,” it was because he and his follow- 
ers had no choice but to embody their insights in words, Like all other words, these Chris- 
tian words were sometimes inadequate, sometimes too sweeping, and always imprecise— 
therefore always susceptible of being interpreted in many different ways. Treated as work- 
ing hypotheses—as useful frames of reference, within which to organize and cope with the 
given facts of human existence—propositions made up of these words have been of ines- 
timable value. Treated as dogmas and idols, they have been the cause of such enormous 
evils as theological hatred, religious wars and ecclesiastical imperialism, 

ALDOUS HUXLEY, 
“The Devils of Loudun” 


NEWS AND NOTES 


PSYCHIATRIC ĪNSTITUTE DEDICATED, Uni- 
versity oF Maryitanp.—A 3-day dedi- 
cation program November 17-19, 1952, 
marked the opening of the new $2,750,000 
building that will house the University of 
Maryland’s Psychiatric Institute. At the 
dedication exercises presided over by Judge 
William P. Cole, Jr., chairman of the Uni- 
versity’s board of regents, a message was te- 
ceived from the Governor of Maryland, the 
Honorable Theodore R, McKeldin, and trib- 
tute was paid to former Governor W. Preston 
Lane, Jr., under whose administration ‘the 
project was inaugurated 5 years ago. At this 
meeting honorary degrees of doctor of sci- 
ence were conferred by the University of 
Maryland upon Dr. Ralph W. Gerard, Dr. 
John von Neumann, and Dr. Stanley Cobb. 
A dedication dinner followed, at which Dr. 
Alan Gregg delivered an address on the 
subject, “Information, Power and Responsi- 
bility.” 

The theme of the scientific program, which 
covered two days, was “Change in Behavior.” 
Addresses and panel discussions and a pub- 
lic lecture made up the program, to which 
the following contributed: Ralph W. Gerard, 
Ph. D., M. D., professor of neurophysiology, 

_ University of Chicago; Holger Hyden, 
M.D., professor and director, Histological 
Tnstitute, Faculty of Medicine, Gothenburg, 
Sweden; J. H. Quastel, Ph.D., director, 
Research Institute, Montreal General Hos- 
pital; Raphael Lorente de No, M. D., mem- 
ber, Rockefeller Institute for Medical Re- 
search; O. Hobart Mowrer, Ph. D., research 
professor of psychology, University of Illi- 
nois; Stanley Cobb, M. D., psychiatrist-in- 
chief, Massachusetts General Hospital ; Mar- 
garet Mead, Ph. D., associate curator `of 
ethnology, American Museum of Natural 
History, New York; Alan Gregg, M. D. 
vice-president, the Rockefeller Foundation; 
John R. Reid, Ph. D., professor of philoso- 
phy, Stanford University ; Philipp G. Frank, 
Ph. D., president, Institute for the Unity of 

„Science, Boston; Thomas Hale Ham, M. D., 
professor of medicine, Western Reserve 
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University ; George Saslow, M. D., associate 
professor of psychiatry, Washington Uni- 
versity; John C. Whitehorn, M. D., pro- 
fessor of psychiatry, Johns Hopkins Uni- 
versity; Talcott Parsons, Ph. D., professor . 
of sociology, Harvard University; Anatol 
Rapoport, Ph. D., assistant professor of 
mathematical biology, University of Chi- 
cago; Robert Waelder, Ph. D., Philadelphia 
Institute of Psychoanalysis ; Carl R. Rogers, 
Ph, D., professor of psychology, University 
of Chicago; Florence Powdermaker, M. D., 
associate, William Alanson White Institute 
of Psychiatry ; Maurice H. Greenhill, M. D., 
associate professor of psychiatry, University 
of Maryland. 

The Psychiatric Institute, of which Dr. 
Jacob E. Finesinger is director, is designed 
for patient care, for teaching, and for re- 
search. It will endeavor to fill some of the 
unmet psychiatric needs in Maryland. A 
close liaison will be maintained with the men- 
tal hospitals of the state and also with psy- 
chiatrists in private practice. Much of the 
work will be preventive in character. The 
building will accommodate 102 inpatients, 
and the Institute will operate in addition 4 
outpatient clinics, 2 for adults with psychi- 
atric or psychosomatic problems, and 2 for 
children, one for severe illness and one for 
the less complicated disturbances. Inpa- 
tients will be selected to some extent on the 
basis of diagnosis, as it relates to research 
being carried on, 


Dr. LORENTE DE No Heaps LABORATORY 
or NEUROANATOMICAL Scrences.—Dr. Ra- 
fael Lorente de No, world-famous neuro- 
anatomist and Member of the Rockefeller 
Institute for Medical Research, has been ap- 
pointed Chief of the Laboratory of Neuro- 
anatomical Sciences at the National Institute 
of Health. The appointment will be effective 
as of February 2, 1953. The Laboratory is 
composed of groups working on cytoarchi- 
tecture, functional neuroanatomy, develop- 
mental neurology, and chemical morphology. 
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MARRIAGE COUNCIL OF PHILADELPHIA.— 
An affliation of the Marriage -Council of 
Philadelphia with the University of Penn- 
sylvania has been announced by Harold 
Stassen, President of the University. As an 
initial step in the affiliation, the University 
has authorized the organization of a Family 


. Study Division within the Department of 


Psychiatry in the University’s School of 
Medicine. The Marriage Council is desig- 
nated as the operational unit of the new Divi- 
sion but retains its separate identity. Dr. 
Emily Hartshorne Mudd will be director of 
the new Division. A substantial grant in 
support of the project has been made by the 
Grant Foundation of New York City. 

The Division of Family Study will offer 
elective courses for medical students and will 
formulate and direct research. An advisory 
committee headed by Dr. Kenneth E. Appel 
has been appointed by the University to 
Supervise the affairs of the new Division. 

The Marriage Council was founded in 
1932 by a group of Philadelphia educators, 
Physicians, clergymen, and social workers. 
Dr. Mudd has been its executive director 
from the beginning. In 20 years it has 
Served approximately 5,600 clients in individ- 
ual interviews and some 100,000 in groups. 


Acta PSYCHOTHERAPEUTICA PsycHoso- 
MATICA OrTHOPAEDAGOGICA.—This new 
Journal to be published quarterly will pre- 
Sent original contributions in French, Ger- 
man, and English. The Chief Editors are 
Dr. E. A. D. E. Carp and Dr. B. Stokvis, 
both of Leyden, Holland. Associated with 
them will be Dr. Franz Alexander of Chi- 
“ago; Dr. Flanders Dunbar, New York; Dr. 
L. v.d. Horst, Amsterdam; Dr. H. Hansel- 
mann of Ascona ; and Dr. J. Mulder, Leyden. 
The editorial board includes some 50 promi- 
nent representatives of the specific fields of 
Study indicated by the journaľ’s title. S. 

arger of Basel is the publisher and the edi- 
torial office is that of Dr. B. Stokvis, Univer- 
sity Psychiatric Clinic, Leyden-Oegstgeest, 
Holland, 


Continuation Course, Pepratrtc NEU- 
*OLOGy.—The University of Minnesota will 
Present a continuation course in pediatric 
neurology January 26-31, 1953, which is 


designed for pediatricians, neurologists, and 
physicians engaged in general practice. A 
partial list of subjects to be discussed ih- 
cludes the convulsive disorders, infectious 
neurological diseases, brain tumors of child- 
hood, and subdural hematoma. . The faculty 
will include Dr. Paul C. Bucy, professor, 
department of neurology and neurological 
surgery, University of Illinois; Dr. Mar- 
garet H. D. Smith, assistant professor, de- 
partment of pediatrics, Tulane University ; 
and Dr. Douglas Buchanan, associate profes- 
sor, department of pediatrics, University of 
Chicago. The course will be presented un- 
der the direction of Dr. Irvine McQuarrie, 
professor and head of the department of 
pediatrics at the University of Minnesota, 
and the remainder of the faculty will include 
clinical and full-time members of the staff 
of the University of Minnesota Hospitals 
and the Mayo Foundation. 


CANADIAN PSYCHIATRIC ASSOCIATION.— 
At the 1952 meeting of the Canadian Psy- 
chiatric Association in Banff, Alta., the fol- 
lowing officers were elected for the year 
1952-1953: president, Dr. C. G. Stogdill, 
Toronto; vice-president, Dr. R. R. Mac- 
Lean, Ponoka, Alta. ; secretary, Dr. J. P. S. 
Cathcart, Ottawa, Ont. ; treasurer, Dr. R. C. 
Hamilton, Ste. Anne de Bellevue, P. Q. 

The following directors were elected for 
the respective provinces: Newfoundland, 
Dr. C. H. Pottle, St. John’s; Prince Edward ~ 
Island, Dr. A. J. Murchison, Charlottetown ; 
Nova Scotia, Dr. R. O. Jones, Halifax ; New 
Brunswick, Dr. R. Prosser, Fredericton; 
Quebec, Dr. A. E. Moll, and Dr. G. Loignon, 
Montreal ; Ontario, Dr. K. G. Gray, Toronto, 
and Dr. J. N. Senn, Hamilton; Manitoba, 
Dr. G. L. Adamson, Winnipeg; Saskatche- 
wan, Dr. D. G. McKerracher, Regina; Al- 
berta, Dr. A. R. Schrag, Edmonton ; British 
Columbia, Dr. R. L. Whitman, Vancouver. 


PENNSYLVANIA PSYCHIATRIC SOCIETY.— 
At the 14th annual meeting of this Society 
the following were elected as officers for the 
year 1952-1953: president, Dr. Philip Q, 
Roche; president-elect, Dr. Frederick H. 
Allen; secretary-treasurer, Dr. M. Royden 
C. Astley; councillors for one year, Drs, 
Herbert H. Herskovitz, Robert H. Israel, 
John A Malcolm, and Howard K. Petry; 
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councillors for 2 years, Drs. Robert S. Book- 
hammer, Eugene L. Sielke, and Frederick 
L. Weninger ; auditor for one year, Dr. Mol- 
lie E. Orloff; auditor for 2 years, Dr. John 
N. Frederick; auditor for 3 years, Dr. 
Howard T. Fiedler. 


Plans were laid for 2 new departures in 
Society activity, the first calling for a week- 
end spring meeting with a well-organized 
scientific program, and the second providing 
for all-day consulting sessions using visiting 
psychiatrists at various medical centers. 


THOMAS WILLIAM SALMON LECTURES: NINETEENTH SERIES 


“Heredity in Health. and Mental Disor- 
der” was the subject of the nineteenth series 
of the Thomas William Salmon. lectures, 
given by Dr. F. J. Kallmann of the New 
York State Psychiatric Institute on Novem- 
ber 3, 10, and 18, 1952, at the New York 


Academy of Medicine. The topics of the in-- 


dividual lectures were: (1) Heredity in 
Relation to Mental Health; (2) Heredity in 
Relation to Mental Disorder; and (3) Con- 
tributions of Genetics to Mental Health 
Planning. A 

Following an introductory outline of the 
history of human genetics as related to psy- 
chiatry, general genetic phenomena and usual 
investigative procedures employed in the 
study of human health and adjustment were 
discussed in the first lecture. The emphasis 
was placed on what is known at this point of 
the biology of physical and mental health as 
a basis for understanding the etiology of 
mental disorder. The interaction of heredity 


and environment in general adjustive pat- 


terns and survival values was demonstrated 
in the light of comparative twin histories, In 
line with these data, human individuality and 
health were shown to be no chance phe- 
nomena reflecting only the degree of cultural 
pressures or the extent of instinctual drives. 
Instead, the capacities for health and ade- 
quate adjustment were presented as funda- 
mental biological properties with the com- 
mon denominator of hereditary potentiality. 
The lecturer went on to say that human 
life can be lengthened or shortened, en- 
hanced or impaired by a multitude of out- 
side factors and the degree of efficiency in 
utilizing genetic potentialities, but no sym- 
bolic abstractions or half-truths can lift man 
out of the present boundaries of his vital 
capacity. The need for delving into the sub- 
stratum of gene action, as well as into the 
subconscious, was underscored not only with 
respect to the potentialities of mental health, 


` 


but also with respect to those of mental dis- 
order—the topic of the second lecture. 

The discussion of the genetic aspects of 
psychiatric disorders began with general ob- 
servations on the great number of variables 
to be considered in this type of study. Then 
followed a detailed description of the many 
different clinical syndromes in which genetic 
factors play a role, illustrated by extensive 
twin study data. In particular, it was ex- 
plained why deviations from normal ad- 
justive patterns could not be explained en- 
tirely on the grounds of past emotional ex- 
periences and without recognizing variable 
individual vulnerabilities, 

In his conclusion, the lecturer pleaded 
against placing all varieties of psychopath- 
ology into a mysteriously protean category 
of nonspecific species vulnerability, as would 
be done, in his opinion, when “disturbed in- 
terpersonal relationships” are considered the 
contagious cause, rather than the conse- 
quence, of severe maladjustment, or when all 
forms of mental illness are ascribed to cul- 
tural pressures, postnatal maternal imper- 
fections, or other universal shortcomings of 
human status. 

It was pointed out that the discipline of 
psychiatry had come a long way from the 
days when mental illness was called lunacy 
and ascribed to the disturbing effect of Luna, 
goddess of the moon. However, if all human 
beings were thought to be susceptible to 
mental illness merely because they were 
human and also subject to the light of the 
moon, scientists might have to spend their 
time finding out just why there are so many 
culture- and moon-resistant people. In line 
with the lecturer’s theories, the key to cer- 
tain persisting obscurities of mental dis- 
order lies in those numerous intricate bio- 
logical functions that secure the maturational 
integration of a human organism. 

In the third lecture it was discussed 
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whether and to what extent the known facts 
of the genetics of mental health and dis- 
order can be used in psychiatric practice and 
public health planning. Following an out- 
line of the need of correcting common mis- 
conceptions regarding heredity, and-an ex- 
planation of what genetics does not imply, 
the lecturer demonstrated the application of 
genetics in the clarification of etiology, de- 
lineation and classification of diagnostic cri- 
teria, and in various aspects of treatment. 
He then went on to itemize educational, con- 
sultatory, and specialized guidance contribu- 
tions to preventive medicine, interprofes- 
sional cooperation, and public health work. 
The need was stressed for exact genetic 
knowledge in multitudinous consultative ac- 
tivities, since so much depends upon that 
knowledge. 

Tt was further pointed out how genetic 
knowledge can be used with regard to quali- 
tative and quantitative measures of eugenics, 
and what can be done to incorporate genetic 
and eugenic principles in practical psychiatric 
application and mental health planning. 

A plea was made for more “humanization” 
of the discipline of human genetics. Since 
Contemporary geneticists are exposed to frus- 
trating circumstances similar to those en- 
dured by psychiatrists in the last century, 
they are inclined to remain glued to a micro- 
Scope. Future workers in human genetics 
should be trained to understand human be- 
havior, and given a sense of social obligation, 
Just as they are trained to develop skill and 
deductive ingenuity. Not out of books, but 
1n actual practice should they learn that they 
cannot rely on any stereotyped formula in 
appraising the degree of a person’s malad- 
Justment within the social setting in which 
that person lives, 

ithout empathy toward the phenomena 

of human imperfection, human decency, and 
uman apprehension, scientific contributions 

may be made to a specialized knowledge of 
man’s heredity, but there would be only 
limited success in communicating or apply- 
i”g that knowledge. A well-trained student 
®t human genetics, according to the lecturer, 
“an in the same breath be social-minded, pro- 
“sionally competent, and scientifically pro- 

“lent. The need for skepticism in this re- 

Spect was shown to be refuted by the history 


of biology and by the records of enlightened 
humanitarianism made by scores of great 
biologists. } i 
Moreover, the lecturer held that the posi- 
tion of the discipline of genetics was ex- 
tremely favorable with regard to its de- 
monstrable usefulness, economy, and the ra- 
tionale of its work. In promoting general rec- 
ognition of genetic phenomena in man as a 
potent safeguard of public health, however, 
the discipline of psychiatric genetics would 
need the help of the scientist as well as the 
social worker, of the psychologist as well as 
the statistician, of the specialist as well as 
the family physician. In this way, the disci- 
pline would be sufficiently strengthened to 
discharge its responsibilities toward the gen- 
eral genetic problems of public health policies 
and make a substantial contribution toward 
the unification of efforts in mental hygiene 
work. In Dr. Kallmann’s Opinion, any dis- 
cipline capable of forging a band of social 
awareness and singleness of purpose, around 
the various schools of psychiatric thought 
and the groups of specialists interested in the 
biology of physical and mental health, would 
be certain to render a distinct public service. 
It was stressed, therefore, that for a task 
of such magnitude many cadres must be 
formed of qualified and unselfish men, will- 
ing and ready to act in the interests of pub- 
lic service. These cadres should consist of 
competent, conscientious, and high-principled 
workers who believe in the public responsi- 
bilities of the sciences and professions ; men 
“whose souls cannot be bought, and who are 
willing to draw together as an army dedicated 
to furthering human happiness and health.” 
Finally, by combining the planks of scien- 
tific endeavor, professional prowess, and 
social-mminded purpose, it was hoped that a 
platform could be built worthy of Thomas 
William Salmon and the other great pioneers 
in human biology and mental hygiene ; a plat- 
form that will be steadfast and sufficiently 
wide to act as a bridge—a bridge over intra- 
disciplinary diversities (real or imaginary) ; 
a bridge over interdisciplinary dividing lines 
(visible or invisible) ; in short, “a platform 
leading to unity and progress in the common 
interest of advancing physical and mental 
health for the sake of human betterment.” 
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‘PsycHoLocy AND ITs BEARING ON EDUCATION. By 
C. W. Valentine. (New York: Philosophical 
Library, Inc., 1951. Price: $6.00.) 


This book, whose author is Professor Emeritus of 
Education in the University of Birmingham, is writ- 
ten with delightful simplicity and clarity. It presents 
a comprehensive treatment of the tested and gener- 
ally agreed-upon subject matter of psychology as it 
applies to education. I think it does not presuppose 
that the reader has had an introductory course in 
general psychology, as do many books in educational 
psychology in America, Apparently it is meant as a 
first course in psychology for students of education. 
Tt can be read with profit by experienced teachers 
and educational specialists of various kinds. Perhaps 
psychiatrists, insofar as they come in contact with 
educational problems, would be interested in a num- 
ber of the chapters, especially those dealing with 
“the play-way” in education; training in thinking, 

- reasoning, and imagination; general intelligence and 
its measurement; special abilities; educational and 
vocational guidance; education of backward, prob- 
lem, and delinquent children; as well as the 3 
chapters on appreciation of beauty and aesthetic 
education, i 

The book covers the field of psychology histori- 
cally. It makes no pretense of being especially 
modern, It deals with experimental data, theories, 
and interpretations that have proved to be important 
regardless of their position in point of time. It is 
somewhat refreshing to see so much influence of 
McDougall, especially in the treatment of emotion, 
sentiment, motivation, self-assertion, imitation, gre- 
gariousness, volition, acquisitiveness, curiosity, and 
other putatively innate impulses and tendencies. 
Freud, Jung, and Adler receive considerable atten- 
tion in the treatment of such subjects as the uncon- 
scious, repression, sex, and inferiority. The author’s 
handling of these topics seems fresh and appropriate. 
On the other hand, his material on learning and 
remembering does give the impression of being a 
bit outdated. Comparatively little space is devoted 

- to this material. 

I think the most outstanding feature of the book, 
from the standpoint of the American reader, is its 
treatment of mental abilities—their nature and 
measurement; the psychology of visual art, music, 
and poetry, encompassing a chapter each; and edu- 
cational and vocational guidance, including the back- 
ward and delinquent. Moreover, these are all areas 
in which British psychology and education have 
excelled. Except for a brief discussion of correla- 
tion and some other statistical procedures found in 
the appendix, the book concludes with a chapter 
on “Mind and Body.” 

J. B. Srroup, Pu. D., 
Department of Psychology, 
State University of Iowa. 
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PERSONAL AND SOCIAL ApyusTMENT; Foundations 
of Mental Health. By Wayland F. Vaughan. 
(New York: The Odyssey Press, 1952.) 


This book is designed as a text for a course in 
personality, presumably for students drawn from a 
wider universe than the usual college population. 
Because the author says that his conceptions have 
been developed through 25 years’ experience in 
teaching the subject matter of personality to college 
students, occupational therapists, secretaries, and 
extension course adults, the practitioner approaches 
the book in the hope that it may be suitable to give 
his patients and/or other intelligent laymen who 
want to learn “something about psychology.” In 
the belief that, if the present readers want to know 
anything about the book, this is what they want to 
know, this review tries to evaluate it from this point 
of view only. 

The format and the author’s stated intention 
both suggest that he would think this an appropriate 
function for the book to perform. First, he says 
that it “deals chiefly with normal people and tells 
how they stay that way. A good presentation of 
elementary mental hygiene can be very helpful.” 
Second, the text is larded with jokes and cartoons, 
for the purpose of illustrating the various ‘points 
made, and references culled from the most unim- 
peachable professional sources stand cheek by jowl 
with those from Satevepost, Time, Esquire, the 
Ladies Home Journal, and Cosmopolitan. It is 
difficult to say how helpful this would be to the lay 
reader. In a course, the instructor could make clear 
the different functions served by the different kinds 
of quotations, but one wonders how someone read- 
ing the book for himself could know which are the 
authoritative sources and how knowledge in the 
field has advanced. 

A stated purpose of the book is to present “an 
exceptionally wide range of topics.” Again, what 
seems an advantage in a textbook might well be a 
disadvantage to the independent reader. The instruc- 
tor could select from the abundance of material those 
topics he considered most appropriate to his partic- 
ular task, and elaborate on these in whatever de- 
tail was necessary to accomplish his purpose. The 
independent reader, however, might emerge knowing 
very little about very many facets of psychology. 

This same plethora of material seems to result in 
the gravest defect of the book. Although the author 
tries to present the normal person and how he stays 
that way, it seems likely that the naive reader 
might come away with the idea that mental health 
is indeed a rare commodity and that the psycho- 
logical terrors with which one is threatened are 
legion. 

All of this seems to add up to the conclusion that, 
although this book might seem to be appropriate 
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reading for the interested layman, it actually is not. 


Teachers of courses in mental hygiene, on the other $ 


hand, may find it useful., 
Care W. Tompson, Px. Ds 
VA Hospital, Palo Alto, Calif. 


Inrropuction to Socia PsycHotocy. By E. 
Llewellyn Queener. (New York: William 
Sloan Associates, 1951. Price: $4.25.) 


In his attempt to treat social psychology as some- 
thing more than a “repository of odds and ends 
from sociology, anthropology, psychology, philos- 
ophy, economics, poll-taking, and the more bizarre 
doings of crowds,” Professor Queener assays it as 
“the systematic application of established psycho- 
logical theory. to one particular stimulus-response 
telationship—the relationship of organism to organ- 
ism.” His analytical description is centered around 
8 variables : the human variable, culture, class, caste, 
sex, crisis, group, and individual variables, These 
variables are interpreted in terms of learning theory, 
Psychoanalysis, field theory analysis, and perception 
theory analysis, 

Three advantages accrue from this approach 

when it is applied to specific cases by clinicians. 
Each client, in the first place, can be classified ac- 
cording to the variables on the assumption that 
his problem is like that of his group mates at 
least in broad outline,” thus enabling the clinician 
to start from something other than zero knowledge. 
Further, diagnosis in terms of such variables cre- 
ates awareness that knowledge derived is limited 
to these variables, preventing the diagnostician from 
assuming that diagnostic categories hold true for all 
times and all places. Finally, awareness of the 
Motives and techniques functioning in relation to 
many variables opens up more diagnostic hypo- 
theses from which to choose. 

Schematically this approach is interesting, and 
Speculatively it is worth consideration, but practi- 
cally its value would hinge upon the inherent na- 
ture of the variables considered. While the author 
contends that he uses the term variables “in the 
Same sense as that in which an experimental scientist 
Speaks of independent variables” he fails to estab- 
lish that the usage is identical. Variables in experi- 
Mental science are characteristically quantitative, 

lOmogeneous, and uniformly divisible, such as pres- 
cure, weight, or temperature. Class differences, 
ae differences, group and individual differences 
eue Mever been reduced to quantitative, homoge- 
Ta uniformly divisible measurable units, hence 
A hardly “variables” of the same sort employed 
Most experimental scientific work. 
efinitions of these variables lack precision and 
not Possess the degree of commensurability that 
Would be necessary for their use in any exact exper- 
mental manner : 
a Social class is a group of people behaving in 
Ways toward the dominant values in their 
ature” (p, 144), 
But for our purposes. . a group will be defined 
“SY condition in which behavior varies as a func- 


tion of the physical or symbolical presence of an- 
other person” (p. 263). 

The author admits some of the limitations inherent 
in his approach by granting that the variables fre- 
quently function in interrelated, rather than inde- 
pendent, fashion; that some are more crucial than 
others ; and that they are not the only ones that can 
exert influences upon behavior. These and other 
limitations severely militate against exact prog- 
nostication from the approach but do not detract 
from its speculative appeal. As a framework for an 
approach to social Psychology or as the central 
thesis for an introductory text, however, the organ- 
ization and the abundant illustrative examples that 
clarify it make this book a useful one. 

A. H. Homes, Px. D., ; 
Department of Sociology, 
University of Pennsylvania. 


Menicat BIOGRAPHIES. By Philip Marshall Dale, 
M.D. (Norman, Oklahoma: Oklahoma Uni- 
versity Press, 1952. Price: $4.00.) 


That the illnesses of great men may influence 
the course of history is no new idea. In this book, 
Dr. Dale implements that thesis by recounting the 
medical biographies of 33 more-or-less eminent 
personalities. The author has a good sense of an- 
ecdote. His strength as a writer is his sense of 
humor and his sensitivity to the whimsical overtones 
of his subject. Unfortunately he seems quite disin- 
terested in, indeed quite unfamiliar with, the fact 
that emotions can influence disease. Except for a 
few instances of frank psychosis, and an occasional 
amateurish reference to “nervousness” or to “neu- 
rotic constitution,” he ignores the psychic factor in 
the production of symptoms. But let Dr. Dale 
speak for himself : 

“Cellini’s panicky reaction to illness suggests 
that he was basically a coward.” And of Newton, 
he writes: “His disorder was not purely psycho- 
genic, since it was not cyclic or deteriorative.” 
He discusses at length the physical infirmities of 
both Frederick the Great and his father. But he 
seems totally blind to the painfully obvious psychi- 
atric implications of Frederick’s telationship with 
his father. Dr. Dale makes no contribution to pub-_ 
lic education when he writes: “It is doubtful if the 
victim of manic-depressive attacks is ever quite 
normal-minded at any time in his life” He con- 
cludes that Byron was an epileptic on the basis of 
one attack of frenzy, one attack in which “he sud- 
denly became flushed, his features distorted, and he 
seemed about to fall” and a series of abdominal 
cramps, all of which are considered to have been 
“epileptic equivalents” with no additional evidence. 
“A tendency to sea sickness” we are told in the biog- 
raphy of Darwin “denotes a high strung, sensitive 
nervous system.” And lay and medical readers alike 
will be astonished to hear that “epilepsy and fee- 
ble-mindedness tend to merge into a single heredi- 
tary trait.” 

In the fields of general medicine and surgery, 
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hówever, the author tells the yarns well, and the 
stories make interesting footnotes to history. 
Henry A. Davison, M. D., 
Washington, D. C. 


SPECIALIZED TECHNIQUES IN PSYCHOTHERAPY. 
Edited by Gustav Bychowski and J. Louise 
Despert. (New York: Basic Books, Inc., 1952.) 


It is gratifying to note the trend that psycho- 
therapy is taking, but particularly to recognize 
the scientific sobriety with which the trend is 
enveloped. 

When psychoanalytic psychotherapy was in its 
younger years, as was to be expected, there was ap- 
preciable excitement with the development of each 
new fundamental point of view. Gradually hypo- 
thesis gained merit through clinical application, 
which in turn opened new vistas in hospitals, clinics, 
teaching services, and private offices. 

This book is a summary of the practical use of 
psychoanalytic psychotherapy in the various sub- 
divisions of medical practice. It bears the imprint 
of the careful teacher, in that it is direct though not 
dogmatic. Indeed, almost every contributor to the 
17 papers of the book has a university connection 
and reveals the soundness usually found in such a 
group. 

The breadth of the book is indicated by such 
titles as narcotherapy, hypnoanalysis, telepathy, art 
therapy, group therapy, psychotherapy with the 
crippled, stutterers, alcoholics, sex offenders, psy- 
chosomatic medicine, and Rorschach. 

The orientation is psychoanalytic in its broadest 
sense and, to the reviewer’s way of thinking, should 
be acceptable to the sound thinker in psychiatry. 

Leran E. Hinse, M. D, 
New York City. 


Cup ‘Psycutatric Tecunigues. By Lauretta 
_ Bender, M.D. (Springfield, Ill.: Charles C. 
Thomas, 1952. Price: $8.50. Also: Toronto, 
Ont.: Ryerson Press.) 


This is a very useful, though rather repetitious, 
repertoire of techniques that are pertinent for the 
practice of child psychiatry. It is essentially an 
edited collection of 19 articles by several authors, 
which have appeared previously and, because of this, 
- it undoubtedly was not easy to organize the chapters 
so as to give the whole an integrity of its own. The 
nature of this compilation has made for numerous 
reiterations of statements that recur in the indi- 
vidual monographic presentations. 

The general orientation is in terms of the ex- 
perience on the children’s service of the psychiatric 
division of Bellevue Hospital in New York City. 
It reflects an exemplary over-all approach to the 
psychiatric problems of children, one that is unique 
in its integration with the community and the vast 
resources at its disposal. The specific techniques 
described are those that have already enriched the 
practice of child psychiatry and to which the Belle- 
vue group has been a generous contributor. Š 

A large proportion of the book is devoted to the 


one aspect of the development of perception in 
children, from the Gestalt psychological standpoint 
and particularly as illustrated by Bender’s Visual 
Motor. Gestalt Test. It must be stated, however, 
that there exists an abundant literature somewhat 
differently oriented and that there are many other 
techniques that have not received adequate notice. 
Another major portion of the book is devoted to the 
use of art in the diagnosis and treatment of children. 
There can be no arguing with its applicability, 
though it is felt that often specific interpretations 
are a bit extreme; certainly the practice of confront- 
ing the patients with some of these interpretations 
would be met with a degree of skepticism by many 
competent and more self-critical workers today. 
The chapter pertaining to therapy from the group 
standpoint describes the author’s hospital service, 
yet the matter of group therapy with children de- 
mands more complete representation and discussion. 

Some of this material might have been presented 
also from the point of view of the needs of patients 
treated on an outpatient status. This is a most chal- 
lenging aspect of child psychiatry, especially since 
there is such a dearth of inpatient facilities. Meth- 
odologies employed by other workers, including 
physical therapies, should have been included, if 
only for the sake of completeness. A general in- 
troductory formulation of the author’s view of the 
goal of treatment would have been welcome to many 
readers who look for a frame of reference in try- 
ing to correlate the reported techniques with clinical 
practicalities. 

Nevertheless, this work fulfills a distinct need, has 
brought together several articles (especially those 
of Paul Schilder) that deserve rereading, and most 
certainly should be of great interest to those en- 
gaged in the management of psychiatric problems 
in children, 

Lester H. GLIEDMAN, M. D., 
Department of Psychiatry, 
Johns Hopkins University. 


Personatity. By David C. McClelland. (New 
York: William Sloane Associates, 1951.) 


This well-written book is intended as a text for 
advanced students ; it presupposes, for example, con- 
siderable understanding of statistics (there is an 
excellent discussion on the methodological signifi- 
cance of factor analysis, for the reader who already 
knows what that technique is). For students who 
are up to it, it is a beautiful pedagogical display ; as 
each of the major determinants or contents of per- 
sonality (generically, and as McClelland sees them) 
is introduced, we are given the relevant facts in the 
autobiography of Karl. His story runs like a 
thread throughout the development. At the end of 
each chapter there are questions about it and about 
Karl, cleverly posed so that the reader must think 
and integrate; parroting doesn’t help. 

The 3 major variables in personality, here, are 
the trait (roughly “habit”), the schema (socialization 
and its influence on the role), and motivation. An 
eclectic tone is preserved in the discussions centering 
around these; previous formulations are displayed 
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and criticized. Moreover, the concern here is with 
the “normal” personality; at least it does not seek 
the paradigm for personality exclusively in dis- 
ordered behavior, 

How well does it succeed? Very well, if one 
remembers the immaturity of the present state of 
our knowledge. McClelland has packed this book 
with the kind of questions that should be asked 
about personality, how we know one, and how we 
conceptualize it phenomenally and causally; his 
questions are very provocative, and many seldom 
asked by others. But, remembering the injunction 
not to forget about immaturity, the answers are 
often disappointing. McClelland roots his discussion 
in psychological learning theory to which it must be 
telated, but here the relating is a protest, not a 
demonstration. There is a noble attempt, in the 
discussion of the schema, to take the step that must 
be taken: the integration of anthropological-socio- 
logical data into the individual’s behavior formula ; 
but this leads to considerable overgeneralization. 
On the conceptualization issue there are discussions 
that show how methodologically aware McClelland 
is, but it is somewhat surprising to find him arguing 
that the empirical-verification step in personality 
theory should follow the rational analysis. It is 
hard to see how this could ever quite be done 
(whence the rational analysis from which hypo- 
theses for confirmation at the empirical level de- 
pend?). McClelland’s respects to conceptualization 
are paid in the very definition of personality: “Per- 
sonality is a theoretical interpretation [sic!] derived 
from all a person’s behaviors.” But the point prob- 
ably is that brute, blind do-everything empiricism 
1s sterile, 

This view tends to color McClelland’s interest in 
assessment devices, “Validity” of an instrument has 
too many meanings, but McClelland chooses to 
ned it as the utility of the instrument for giving 
Bormation meaningful in the context of one’s con- 
ae theory; the Rorschach and the TAT come 
vali very well. He quite rejects the operational 
it ty, as demonstrated correlationwise, of such 
ieee as the MMPI because they don’t make 
ETRS sense,” and seems not to feel com- 
oH to some sort of attention by facts dis- 
tele when questions are asked outside a concep- 
that see He is not fascinated by the finding 
es children who give the response word “green” 

aes word “grass” receive a score of plus 
wild”) hid to the gang” (“empiricism gone 
iste te ie at card-sorting behavior on the MMPI 
i leies; a with psychiatrists’ diagnoses. Not only 
CAR S ailure to discuss personality question- 
Sunn: © Omission is not given much defense. 
ie the student will later encounter many refer- 
to them, 


But finally, a book i 
nk i that one now agrees with, 
ow Atgues with, is an exciting book. If, as this 
na a asks questions that are clearly relevant 
While E asnt asked himself, then it is a worth- 
ok. McClelland knows his field and thinks 

dently and originally. j 

NNETH MacCorguopate, Px. D., 

Department of Psychology, 

University of Minnesota. 
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Hore ann HELP ror THE ALcomoLic. By Harold W. 
Lovell, M. D. (Garden City, N. Y.: Doubleday 
and Company, Incorporated, 1951. Price: 
$2.75.) 


This is a book of 214 pages written apparently 
for the general public and especially for alcoholics 
and friends and families of alcoholics. The material 
is presented in simple, everyday language and most 
all of it can be understood by the average intelligent 
reader. 

The book discusses what is alcoholism, how alco- 
hol acts on the individual, what are the psychological 
factors in alcoholism, and how help can be obtained 
for such a condition. The material presented in 
general conforms with present psychiatric thinking 
and is given in a helpful manner. Great emphasis is 
laid on the use of Alcoholics Anonymous in the 
treatment of alcoholics. 

Chapter 3, The Effects of Alcohol, in general 
gives a correct account, but the reviewer would 
question the claim that the use of alcohol tends to 
accelerate arteriosclerosis. Likewise “wet brain” is 
discussed as if it were an extremely common con- 
dition in alcoholics and as if the increased pressure 
of the cerebrospinal fluid were also very common 
owing to the so-called “wet brain.” The statement 
that most cases of Korsakoff’s psychosis appear 
among nonalcoholics is not the generally accepted 
view. The description of Korsakoff’s psychosis does 
not even mention the tendency to fabrication, which 
is one of the important diagnostic points in this 
condition. 

These are minor criticisms in a book that can be 
recommended for all those interested in the prob- 
lem of alcoholism. 

K. M. B; 


HANDBOOK OF EXPERIMENTAL Psycmorocy. Edited 
by S. S. Stevens. (New York: John Wiley 
and Sons Inc., 1951. Price: $15.00.) 


Since Murchison’s “Handbook of General Ex- 
perimental Psychology” published in 1934 is now 
out of date and out of print, there is need 
for a book that systematizes, digests, and appraises 
the enormous mass of material under the general 
classification of experimental psychology. This new 
handbook, with its over 1,400 double-column pages 
and over 600 illustrations, produced by 34 authors 
most of whom are well-known and accepted authori- 
ties in their respective fields, contains references 
that appear to be quite adequate and in some cases 
extensive; for example, one of the chapters on 
learning provides over 400 references. The hand- 
book is organized into 7 sections—mathematics, 
measurement and psychophysics (one chapter) ; 
physiological mechanisms (5 chapters) ; growth and 
development (5 chapters) ; motivation (3 chapters) ; 
learning and adjustment (7 chapters); sensory 
processes (11 chapters) and human performance 
(4 chapters). One could very easily make the usual 
criticisms of a book of this nature, that certain areas 
have been neglected, that the presentation of ma- 
terial is uneven but I am more inclined to com- 
pliment the editor and authors on the production of 
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a book that will prove very useful to psychologists 


and extremely valuable to those in bordering dis- 
ciplines who wish to know what has been done and 
discovered in experimental psychology. One could 
only wish there were some easy way of keeping 
such a handbook up to date; however, this edition 
should be useful for about 10 years. 
K. S. Bernuarot, Px. D., 
Department of Psychology, 
X University of Toronto. 


HIRNATROPHISCHE PROZESSE IM MITTLEREN LE- 
BENSALTER UND IHRE PsycmIscHeN Er- 
SCHEINUNGSBILDER. By Fredrick Wilhelm 
Bronisch. (Stuttgart: Georg Thieme Verlag, 
1951. Price: DM 12.60.) 


The case histories of 14 patients in the age 
group of 20 to 45 years suffering from chronic 
atrophic brain processes of various etiology are 
presented and the psychopathological pictures an- 
alyzed, Men and women are represented approxi- 
mately equally in the author’s material. The neuro- 
logical symptomatology is scarce at least in the 
beginning, the anamnesis is devoid of brain in- 
juries and infections, the spinal fluid is negative 
or uncharacteristic. Pathological liquor changes, 
if any, are found only in the colloidal curves. 
However, all cases had a positive pneumoenceph- 
alogram. A marked external, and to a lesser 
degree also an internal, hydrocephalus is the 
cornerstone for the clinical diagnosis of an 
atrophic brain process. 

Autopsies have been performed in 7 of the cases. 
The histological diagnoses in these cases were 
as follows: Crentzfeld-Jacob’s disease (1), chronic 
meningoencephalitis (1), leucodystrophy (1), mul- 
tiple sclerosis (2), atrophy of the frontal. lobes 
(1), vascular nerve cell disease and edema of the 
brain (1). In the 7 cases where post-mortems 
haye not been performed the clinical diagnoses 
were brain atrophy with multiple sclerosis (2), 
with encephalitis (1), brain atrophy of unde- 
termined origin (3), different diagnoses (1). 

On the basis of this material and of similar 
cases collected from the German literature the 
author arrives at the following conclusions: The 
individual nosological entities and their neuro- 
pathological substratum cannot be considered as 
the basis for the psychotic manifestations in the 
material described. A general change in the brain 
condition produced by etiologically different dis- 
eases and clinically characterized by the external 
(and internal) hydrocephalus forms the decisive 
pathogenetic link between the different brain dis- 
eases and the psychopathological picture not only 
in the cases described but also in the common 
forms of chronic atrophic brain processes, such as 
Pick’s and Alzheimer’s diseases. Middle age (20- 
45) with its wider range of brain reactions and 
the chronicity of the brain process are of patho- 
plastic significance. Differences in the localization 
of the process and individual factors may play a 
role by accentuating abnormal personality traits 
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or by manifesting latent dispositions to mental 
diseases such as schizophrenia or manic-depressive 
psychosis. f 
The author admits that the encephalographic 
finding of an external (and internal) hydro- 
cephalus is in some cases not substantiated by the 
post-mortem examination of the brain. However, 
the fact that the hydrocephalus in such cases is 
connected with essentially the same psychopatho- 
logical picture as found in cases of anatomically 
proved brain atrophy seems sufficient reason to 
include these cases with the group of atropic 
brain processes of middle age. 
Psychopathologically the cases can be divided 
into several groups the first of which has, right 
from the beginning, all the characteristics of an 
organic psychosis. Acute episodes of impaired 
consciousness and exogenous reaction types make 
for a less monotonous picture and more variable 
course than that found in senile psychoses and 
other atrophic brain processes. Korsakow’s syn- 
drome is also less prominent. Another group 
shows a more schizophrenia-like picture. The 
essential psychopathological findings in the third 
group are personality changes and emotional dis- 
turbances such as apathy, moodiness, and irrita- 
bility. Accentuation of psychopathic personality 
traits dominates the picture in the latter cases. 
Acute exogenous reactions are missing and the 
course does not usually show a progressive trend. 
Electroencephalograms are not reported. 
V. A. KraL, M.D. 
Verdun Protestant Hospital, 
Montreal, Que. 


Tue Rerarvep Cuo. By Herta Loewy. (New 
York: Philosophical Library, 1951. Price: 
$3.75.) 


This is an American edition of an English book 
that is meant to be a “guide for parents, teachers, 
and social workers” and that may also be called an 
introduction to therapeutic education of the retarded 
child. The author emphasizes the fact that the basis 
of her approach is not a new idea. It is “to find 
out as early as possible how to approach any indi- 
vidual retarded child’s center and to develop from 
here out a special designed scheme of training and 
social adjustment.” Such educational individualism 
has been the basic principle wherever special edu- 
cation has been approached in a progressive manner 
in'this country. 

This book makes a specific contribution in that it 
presents for the first time a complete screening of 
the major tasks with retarded youth. It begins with 
babyhood and infancy and discusses the major 
issues of the first year’s care. The second part 
suryeys the general educational area with the earli- 
est training for living, speech, and handwork. The 
third part presents a synopsis of the major prob- 
lems of school training and ends with a short sum- 
marization of the problems of social adjustment. 

3 Ernest Harms, Px. D., 
New York City. 
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TRANSACTIONS OF THE. CONFERENCE ON MORALE 
AND THE PREVENTION AND CONTROL OF PANIC. 
(Held under the Joint Auspices of the New 
York Academy of Medicine and the Josiah 
Macy, Jr. Foundation). (New York Academy 
of Medicine, 1952.) 


The well-known speakers at this conference at the 
New York Academy of Medicine approached the 
topic of panic prevention, control, and morale on 
many levels: historically, descriptively, philosophi- 

cally, analytically, critically, wishfully, and soberly. 
All the contributions were stimulating. I enjoyed 
as a pleasant phantasy the suggestion that scientists, 
psychiatrists, sociologists, and anthropologists par- 
ticipate actively in governmental planning. It 
sounded like the final realization of the platonic 
state. Instructive sobering thoughts were: we 
should not teach more than we know, and especially 
"not try to meddle with information that is released 
by press and radio. Few people have the wisdom to 
know what attitude “the masses” should have at a 
certain time. 

Apathy can be a panic reaction or can be due to 
Poor morale. Since lack of interest and participa- 
tion present the greatest impediment to civil defense 
Preparedness today, I was disappointed to find little 
discussion of this problem. 

The transactions of this conference contain a 
number of valuable contributions. Since there is no 
discussion, we do not know whether the opinions of 
the individual speakers are shared by the partici- 
Pants. I hope there will be a follow-up. 

Kurr Fanti, M. D., 
Mental Health Consultant, 
Long Beach City Health Department. 


MANUEL ALPHABETIQUE pe PSYCHIATRIE CLINIQUE, 
TnerareuTIQUE er Meprco-Lecate. By Dr. 
Antoine Porot and collaborators. (Paris: 
Presses Universitaries de France, 1952. Price: 
2,500 fr, ) 


paus volume of 437 two-column pages is both a 
ey of psychiatric terms and a compendium 
Psychiatry with topics arranged alphabetically. 
ii One of a series—Biblioteque de Psychiatrie— 
(a ad under the supervision of Professor Jean 


ae need for such a work, the author found in 
ae years of Psychiatric practice and 20 years of 
table ia the subject, was occasioned by the regret- 
ag Plethora of psychiatric terms, their somewhat 
3 a character, the abundance of neologisms, 
cts Jective nature of psychiatric concepts as con- 
ed with other medical disciplines, and a ten- 


= 


dency on the part of speakers and writers to a rela- 
tive and imprecise use of words to which each 
author is prone to attach his personal definition or 
interpretation. 

The alphabetical list beginning with Abcés 
cérébraux and ending with Zoopsie contains more 
than 600 titles. Individual items range in length 
from 2 or 3 lines to several pages. Under each of 
the more important captions the history is outlined 
together with a summary of etiology, symptomatol- 
ogy, and treatment or practical issues, thus affording 
the physician or student quick access to the signifi- 
cant details of definition. Each article is signed by 
the author or collaborator who wrote it. 

As an example of the way the material is handled 
the item on dementia præcox (2} pp.) divides the 
history into 3 periods: (1) Before Kraepelin, (2) 
the Kraepelinian synthesis, (3) after Kraepelin. 
There follow brief statements of various views as 
to the nature, etiology, pathogenesis, and symp- 
tomatology of the disease. Special treatment meas- 
ures are not dealt with here but will be found under 
their individual headings—electroshock, insulin 
therapy, psychosurgery, psychotherapy, etc. Under 
the heading Schizophrenia the topic is further 
elaborated (3 pp.) with particular reference to the 
thesis of Bleuler. These 2 sections complement each 
other, both being written by the same authors, 
Porot and Kammerer. 

Many topics are treated in considerable detail— 
Tests, for example (83 pp.). The author (Luccioni) 
judiciously concludes with Lagache that “Pétude 
d'une personalité est une tâche théoriquement infinie 
et inachevable.” Any combination of tests repre- 
sents only so many soundings, numerous, correlated, 
and profound as they may be. 

The general subject of crime and forensic psy- 
chiatry is dealt with under several headings—Crime 


- and Delinquency (4 pp.), Juvenile Delinquency (34 


pp.), Responsibility (24 pp.). Testimony (2 pp.), 
Expert Evidence (44 pp.), Homicide (2 pp.). The 
various conditions affecting criminal responsibility 
are carefully set forth. According to the Criminal 
Code (1811), “II wy a ni crime ni délit lorsque le 
prévenue était en état de démence au temps de 
Paction ou lorsqwil a été contraint par une force a 
laquelle il wa pu résister.” In strictly defined cir- 
cumstances “diminished responsibility” may be 
recognized. 

One point of value for English readers of this 
excellent work is the definition of certain terms 
occurring in the French literature that are not apt 
to be met with in English texts, e. g.„ cafard, my- 
thomanie, clinomanie, syndrome de cotard. 

C: BE, 


IN MEMORIAM 


MARCUS ALBERT CURRY, M.D. 
1878-1952 


Dr. Marcus Albert Curry, the former 
medical superintendent and chief executive 
officer of the New Jersey State Hospital at 
Greystone Park, died at that hospital on No- 
vember I1, 1952, after a brief illness, at the 
age of 74. 

Dr, Curry was born at Warrensburg, New 
York, in 1878, the son of a minister, and 
received his early education at the Troy 
Conference Academy in Poultney, Ver- 
mont. In 1904 he received his M. D. degree 
from Albany College School of Medicine 
and served his internship at Albany Hospital. 
A year later he became a physician at Glen 
Mary Sanitarium, Owego, N. Y., which posi- 
tion he left in 1907 to do special study in 
the cobalt mining region in Canada, return- 
ing several months later to New York to 
join the’staff of the Central Islip State Hos- 
pital. In 1909 he became a member of the 
medical staff at Greystone Park, the hospital 
then being known as the New Jersey State 
Hospital at Morris Plains. Following a 
series of promotions, he became. medical 
superintendent and chief executive officer in 
March of 1920, 

On June 30, 1950, Dr. Curry retired from 
the institution. During his tenure there he 
brought about many changes and improve- 
ments, such as unlocking doors within the 
wards to allow patients more freedom, build- 
ing up recreational and occupational therapy 
departments with better facilities and separ- 
ate buildings, developing a separate shock 
therapy service, sponsoring the Greystone 
Park Association, and organizing the first 
accredited school of nursing. 

Dr. Curry participated in the Columbia- 
Greystone project for the study of frontal 
lobe surgery that had been organized by the 
Columbia University College of Physicians 
and Surgeons. As the result of this research, 
a widely circulated volume was published, 
several sections of which were co-authored 
by Dr. Curry. 
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He was a life member and past-president 
of the Morris County Medical Society, a 
fellow of the Américan Medical Association, 
a charter member of the New Jersey Neuro- 
psychiatric Association, a life member of The 
American Psychiatric Association, and held 
membership in the American Hospital Asso- 
ciation, the Association for Research in Nerv- 
ous and Mental Disease. He was also a 
charter member and past-president of the 
Morristown Rotary Club, past exalted ruler 
of the Morristown Lodge of Elks, a member 
of Friendship Lodge 153, F. & A. M, 
Owego, N. Y., and a member of Salaam 
Temple of the Shrine. 

Shortly after he became superintendent of 
Greystone Park, he married Miss Myrtle 
Smart of Bangor, Maine, who had been at 
the hospital for 6 years doing eugenic re- 
search work. Besides his widow, who resides 
at Mountain Lakes, New Jersey, he is sur- 
vived by a daughter, Miss Marcia Frances 
Curry, research assistant in the Department 
of Pediatrics at the University of Colorado 
Medical College. 

Under Dr. Curry an institution caring for 
2,000 patients grew to a small city of 7,500. 
Perhaps his greatest contribution to the care 
of the mentally ill was his early advocacy of 
humane treatment wherein the dignity of 
every individual, no matter how seriously ill 
or irresponsible, was recognized. Dr. Curry’s 
leadership, as exemplified in the advice and 
counsel he gave his staff, will not have been 
in vain, for every day someone, somewhere, 
is putting into use treatments and practices 
that he pioneered. He is mourned by his 
numerous friends in the field of mental hy- 
giene, and especially by his associates in the 
New Jersey Department of Institutions and 
Agencies and the patients and personnel of 
the Greystone Park State Hospital. He will 
be greatly missed. 

ARCHIE CrANDELL, M. D. 
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A GROUP METHOD FOR THE RAPID SCREENING OF CHRONIC 
PSYCHIATRIC PATIENTS: 
LEON L. RACKOW, M.D., PETER J. NAPOLI, Ep. D, SEYMOUR G. KLEBANOFF, Pn. D., 
ARNOLD A. SCHILLINGER, M.D. 
Montrose, N. Y, 


The problem of establishing adequate treat- 
ment programs for chronic patients in large 
modern mental hospitals is usually, and best, 
solved by setting up an integrated program 
of group therapy and auxiliary group activi- 
ties, such as occupational therapy, manual 
arts therapy, corrective therapy, music, arts 
and crafts, recreation, and athletic activities, 
In order to do this well and to maintain a 
smoothly functioning organization, the prob- 
lems of therapy planning, ward administra- 
tion, and proper classification of patients 
must be considered. Experience shows that 
such an over-all program for the treatment 
of chronic psychiatric patients, in order to 
include the greatest possible number, is most 
easily administered if the patients are so 
classified by behavior and psychopathology 
that each ward or hospital section has on it 
patients of similar therapeutic potential. This 
facilitates scheduling these activities, assign- 
Ing therapeutically effective groups of pa- 
tients to them, and escorting the groups to 
and from the treatment rooms. When pa- 
tients of the same level of treatability are 
Scattered throughout the hospital, problems 
in these spheres needlessly complicate the 
administration of an effective program, 

The necessity of classifying patients into 
a Sections of the hospital so that an 

e i 
—Sauate therapy program might be planned 


X 1 Read at the ro8th annual meeting of The Ameri- 
an Psychiatric Association, Atlantic City, New 
eey, May 12-16, 1952, 

d rom the Franklin Delano Roosevelt Veterans 

Stee Hospital, Montrose, New York, 

© Department of Psychiatry, Cornell Uni- 

wily Medical College. pears 
M lished with permission of the Department of 

€dicine and Surgery, Veterans Administration, 
assumes no responsibility for the opinions ex- 
h or conclusions drawn by the authors. 
authors acknowledge the valuable assistance 
pone L. Singer, Ph.D.; George D. Goldman, 
a: iw Wilensky, Ph.D.; Robert B. Ha- 
Seitz siS Maurice Pachter, M.D.; Sam M. 
=% M. D.; and Paul Wenger, M. D. 
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and instituted was presented to us when our 
hospital was opened and the major portion of 
2,000 psychiatric patients was admitted in 
a relatively short time. A similar problem 
would be presented during a national emer- 
gency if it were necessary to evacuate certain 
hospitals and transfer the patients to other 
places. Our patients were transferred from 


-state and Veterans Administration psychi- 


atric hospitals, and it became imperative to 
evaluate them for assignment into various 
buildings and wards as quickly as possible so 
that a treatment program could be started 
without delay. The patients were unknown 
to our psychiatric staff and arrived in such 
large numbers that it was impossible to make 
a detailed study of each one. We found that 
the assignment of patients to a ward as a 
matter of convenience resulted in*só much 
transfer and retransfer between the different 
hospital sections that there was a constant 
disturbance of the patients and a feeling of 
unrest and instability among the personnel. 
The desirability of having a personality 
evaluation technique that would provide a . 
rapid screening of chronic psychiatric pa- 
tients was clearly evident. Since the pressure 
of work was great and there was limited 
trained personnel available, it seemed expe- 
dient to perform this evaluation program in 
a group setting. A review of existing per- 
sonality rating scales seemed to contribute 
little to the problem since these were done on 
an individual basis and each of them con- 
sumed a considerable amount of time. Some 
became, more or less, abstracts of the clinical 
record. Further, these rating scales failed to 
take into account the remaining socialization 
processes of chronic psychotic patients, which 
we feel lend themselves to better evaluation in 
a group method. Such information would be 
valuable in large psychiatric hospitals. where 
dynamic integrated treatment programs are 
established. A periodic retest of the patient 
population by this method could give a com- 
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parative evaluation of the chronic psychiatric 
patient in view of the spontaneous changes 
that can occur in these patients together with 
the changes produced by the various forms 
of therapy. It would indicate that a flux or 
, change occurred on a continued treatment 
service and demonstrate that there is move- 
ment in a chronic psychiatric patient pop- 
ulation. This could be of value to the ward 
psychiatrist, who because of-all his other 
responsibilities is usually able to know inti- 
mately only some of the patients under his 
care. He must rely for assistance in making 
his decisions upon reports by nursing and at- 
tendant personnel for much of his estimate 
of the condition of many of the patients on 


his ward or service. It is difficult for ward . 


personnel to give unbiased: opinions concern- 
ing improvement or lack of improvement of 
psychiatric patients, All too often such opin- 
ions are colored by the patients’ behavior on 
the ward, with the one who presents the least 
amount of ward-care problem being consid- 
ered the best patient, when therapeutically 
this situation might not be accurate. Thus, 
the ward psychiatrist might not have reports 
brought to his attention about some patients 
who are progressing, or regressing in their 
potentialities, so that they could be put in a 
_ dynamic program and be transferred to more 
active treatment wards as they are able to 
support increased responsibilities and pres- 
sures, 


PROCEDURE 


A rating scale of 7 criteria was devised. 
From our experience and from a survey of 
the literature it is felt that they indicate the 
important aspects of the personality of the 
chronic psychiatric patient in a mental hos- 
pital population. These are the factors to be 
evaluated in planning and prescribing an in- 
tegrated treatment program for such patients, 
Each of these 7 criteria is defined so that the 
raters can be accurate in their evaluation and 
they are scored on a quantitative 5-point scale 
from zero through four (Fig. 1). The result- 
ant total score may then be used to determine 
the assignment of the patient to one of the 
various buildings and wards best suited for 
his treatment. This rating scale of 7 clinical 
criteria is devised for the chronic psychiatric 
population of a mental hospital. A final score 


of zero would indicate a patient who was 
physically alive, but psychically completely 
unresponsive to environmental stimuli, as a 
patient in a state of rigid catatonia. A total 
score of 28 would indicate a patient who is 
suitable for the highest activity ward in the 
hospital, for individual therapy, or for early 
planning for discharge. 

The 7 criteria are as follows: 

1. Reality Testing: The general ability to 
recognize, appraise, judge, and test critically 
the environment and his relationship to it 


I. Reality Testing......... 


Dei AASS vd 

2. Emotionality .....+.+++++ SESE DIN ead ated 
3) ee Bee 

3. Communication ......... ES SY 
Ce Sia eee 

4. Human Relationships... 1—1 
Omer a) a) sid 

5. Aspirations ............ pain Ms NERS HTS 
Gy bay eine 

6. Manifest Overt Behavior, 2! 1! _" 
Oita S04 

7. Intellectual Functioning.. 1 A, à 3 $ 
OMT aha A 

Total — 


Fic. 1.—The rating scale. 


(as shown by his insight, orientation, judg- 
ment, differentiation between abstract and 
concrete thinking, etc.), 

2. Emotionality : The individual’s sensitiv- 
ity to emotional stimuli, appropriateness, and 
tone of reaction to the emotion-provoking 
stimulus of the situation, facility and willing- 
ness to contribute to the group. 

3. Communication: The apparent effort of 
the individual and degree of his participation 
in the group on a verbal or nonverbal level ; 
his feelings and reactions (emotional or in 
thought) to the stimulus presented. 

4. Human Relations : The ease and warmth 
with which the individual adapts himself to 
the spirit and action of the group session. 

5. Aspirations: Degree of motivation and 
level of goals reflected toward the individual’s 
own recovery and return to the home and 
community. 

6. Manifest Overt Behavior: Those atti- 
tudes of cooperativeness and attentiveness as 
well as expressive movements, gestures, and 
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other motor activities demonstrated during 
the session. 

7. Intellectual Functioning: The present 
level of intellectual functioning as gathered 
from the individual's attention, memory, com- 
prehension, vocabulary, concentration, and 
evaluations of the stimulus presented. 

The overlapping in the definitions of sev- 
eral of the items is acknowledged, but it is the 
total score that is significant even though the 
individual ratings may overlap, since it is not 
possible to score some of these criteria with- 
out including some aspects of others. The 
over-all evaluation is the important point 
since it is on this that the patients are placed 
in the hospital community. The rating scale 
is not used in certain groups of patients whose 
place in the hospital is automatically deter- 
mined because of physical disabilities, sui- 
cidal or homicidal drives, soiling and elope- 
ment tendencies. When these have been cor- 
rected the patients could thën be screened for 
a place in the unrestricted activity program. 


TECHNIQUE 


_ The ratings are performed in 2 group ses- 
sions, which occur one week apart. Ten pa- 
tients are selected as an adequate number to 
handle for testing at one time and are seated 
Ma semicircle around the interviewers. The 
group sessions are structured interviews 
wherein the second session is used primarily 
to corroborate the findings of the first one 
and to eliminate any error caused by an epi- 
Sodic upset that might have been present in 
è patient during the first session. At the start 
Of the first session a brief orientation is given 
by one of the 2 raters: “We are getting to- 
gether to know each other better and to help 
You do the things you like and want to do. 
18 Would like to change the things that you 

© not like to do and make your hospital stay 
4s pleasant as possible and to help you go 

ome sooner.” The session then proceeds 
tae the Statement : “In order to do this there 
oe 3 Ss things we have to talk about, Let’s 
A te each other by telling who we 
Napa; gu2me is Dr. Rackow and this is Dr. 
“poli. What is your name?” The structured 


sessi ; 
(ee. ut proceeds and ro questions are asked 


he € below), each patient answering each 
Sale In rotation. If any one patient an- 
“8 spontaneously he is allowed to do so 


and then the question is carried around the 
circle of patients. The questions are directed 
alternately to the patient at each end of the 
semicircle to prevent formation of a spatial 
pattern and thus favor the rating of any one 
patient. One of the 2 interviewers records 
the answers and any items of unusual be- 
havior and mannerisms noted at this time. 

One week later a second session is held by 
a second team of interviewers. The orienta- 
tion at this time consists of, “Last time you 
met you remember you were talking about 
getting yourselves to go home sooner. You 
got to know each other by name. You talked 
about how we spend our day at the hospital. 
You talked about what we are going to do 
when we go home. Today let’s start by telling 
again who we are. My name is Dr. Klebanoft 
and this is Dr, Schillinger,” and the tating 
procedure is again followed through with the 
same 10 questions: 


a, What is your name? (around the group) 

b. How old are you? 

c. Do you know the name of this hospital? 

d. How long have you been in this hospital? 

e. Tell us why you came to this hospital? 

f. Tell us how you spend your day in the hospital ? 
g. Do you like it here? Tell us more. Go on... . 
h. Do you like going to the movies and the parties 


we have here? 
i. What are you going to do when you leave the 


hospital? 
j. What do you think you will be doing a year 
from now? 


A group atmosphere is encouraged in 
which the patients identify with each other 
and thus bring out any remnants of socializa- 
tion left in these chronic psychiatric patients, 
The questions have been structured to cover 
the information needed for rating the 7 cri- 
teria as defined. Usually the session is limited 
to these 10 questions, but very occasionally 
encouraging questions are asked by the raters 
in order to clarify certain answers and to en- 
hance group cohesion. There is no attempt to 
determine a quantitative score. The rating is 
qualitatively determined, based on the dy- 
namic understanding of the patient in the 
group atmosphere. As examples of the pro- 
cedure, patients with low, middle, and high 
scores are presented : 

A. A young World War II veteran who was neat 
and clean came to the room willingly, sat erectly 
in his chair, made no verbal responses, had a con- 
tinual half-smile, almost smirk, on his face through- 
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out the session. In reply to the questions he would 
occasionally nod, “Yes,” or shake his head, “No,” 
put his fingers across his lips as though to indicate, 
“hush.” Toward the end of the session he put a 
cigarette in his mouth, got a light from another 
patient’s cigarette and gave that patient and one of 
the interviewers, who had offered his cigarette 
lighter, a cigarette each in payment for their serv- 
ices, When the interviewer returned the cigarette, 
the patient in a few minutes walked over to him and 
gave him the cigarette again. He was rated as illus- 
trated because he was apparently aware of his 
surroundings, communicated in a nonverbal way, 
made some attempt at interaction with the others 
in the group, was minimally cooperative, and 
showed evidence of understanding the situation. 
His total score was 5. (Fig. 2). 


1, Reality Testing......... 


+ e r ya t 

} AA 

a Bimotionality saa diss e O en 
(lpn ET 

3 Communication ssis ees maeu 
NERE 

4. Human Relationships.... 2@ " " 7 
n E EE Y 

Be ARDITAOUSNA S ia Kaaa EA Sa 
e a i 4 

6. Manifest Overt Behavior. 1—9 " 7 " 
Conn tire ee 

7. Intellectual Functioning.. 2_@ ’ 7 _/ 
COREA sla 

Total —5 


Fic. 2.—Rating of Patient A. 


B. A middle-aged World War II veteran who 
was fairly neat and clean, extremely cooperative, 
talking at great lengths in response to each ques- 
tion, Occasionally he was not attentive when other 
patients were replying, while at other times he 
seemed to partake in the group activity. In reply 
to the questions he was fairly accurate, was quite 
delusional about his reason for coming to the hos- 
pital, and had inadequate plans about what he would 
do when he left the hospital. He was rated low on 
reality testing, relationships, and aspirations because 
of his delusional thinking and bizarre plans for the 

- future. His method of communication was above 
average, He received a total score of 12 (Fig. 3). 

C. A young World War II veteran, very neat 
and clean, who answered all questions very well. He 
indicated that he worked on the “In and Out” Desk 
of the hospital library. He stated that he came to 
the hospital to get help because he couldn’t keep on 
working, and in reply to questions about future 
planning he indicated that he would like to return 
to his Post Office job. “If you push me I can go 
out, I am worried, I need a push or I will be here 
for ever.” Patient stated further, “I don’t like it 
here, but if I have to be here, I make the best of it.” 


` 


He was rated in the middle of the scale on aspira- 
tion because of his poor planning for the future and 
similarly for reality because of his inability to 
accept his relationship to his illness and environ- 
ment. He scored about average in emotion and 
human relationships and high in communication, be- 
havior, and intellectual functioning. He scored a 
total of 22 points (Fig. 4). 


1. Reality Testing......... 


AE E ie yey 

2, Emotionality .. ‘lS iS, Nel EELS 
EISA 

4. Communication .......-. UMM 
[tga tiga: Uke ie 

4. Human Relationships... __@ _"_"_* 
ours rans A 

OMAS pianon E A a ee A T 
SA TE 

6. Manifest Overt Behavior, 1! __@ " 
o I 2 3 4 

7. Intellectual Functioning.. 2’ @ —" " 
(3) PE PNO RS T 

Total — 12 
Fic. 3.—Rating of Patient B. 

1. Reality Testing......... 2" @ ! 
o I 2 3 4 

2, Emotionality ......... SS Caste IS laa 
i ee 

3. Communication ......... 1 u S 
o i 2 K 4 

4. Human Relationships. .. .- TE Te 0 a 
A he Te R O 

5. Aspirations .......... Weids Rl AL 
DUTEA A A 

6. Manifest Overt Behavior. 11! ” ° 
EREA 

7, Intellectual Functioning.. 1’ __’ _' —® 
Oat ay 3 || 4 

Total — 22 


Fic. 4.—Rating of Patient C. 


RESULTS ` 


In this preliminary study 100 chronic male 
psychiatric patients were rated by the method 
described and a statistical evaluation of the 
results was made. Each rating team con- 
sisted of two persons. One team consisted 
of a psychiatrist and psychologist who 
tested all 100 patients in groups of 10. A 
second team, also a psychiatrist and a psy- 
chologist, retested 50 of the patients and the 
other 50 were tested by 2 psychologists. The 
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final rating scores of the first team were 
checked against those of the other teams and 
showed close correlation in both total scores 
and rank order of the patients in each group. 
The procedure is statistically reliable since 
each team is rating each of the 7 criteria in 
the same way. The reliability as determined 
by the Pearson product moment coefficient of 
correlation is 0.77, which is statistically sig- 
nificant. The validity of the procedure is also 
significant. The scores of the rating teams 
were compared to the rating of each patient 
by his own psychiatrist. Each doctor was 
briefly oriented and asked to rate his patients 
on the same rating scale used in the study, 
from his knowledge of the patient after more 
than a year’s observation on his ward. The 
tesults correlated well, demonstrating that 
this rating scale closely equalled the psychi- 
atrist’s long-term evaluation of his patient. 
The coefficients of validity for the 2 rating 
teams were 0.71 and 0.70, 


DISCUSSION 


This is an exploratory study to demon- 
Strate the reliability and validity of this tech- 
nique. The procedure is rapid and in actual 
Practice each interview takes only 40 to 45 
minutes with approximately ro minutes for 
final rating by the 2 interviewers. The total 
time for the 2 sessions is therefore approxi- 
mately 10 to 12 minutes per patient, as con- 
trasted with the hours necessary for a satis- 
factory clinical psychiatric and psychological 
evaluation. The technique provides informa- 
tion about the patients’ 24-hour conduct on 
the ward, information readily obtained dur- 
Ing a doctor-patient interview. In effect, it 
Svaluates the patients’ degree of ability to 

unction in a social group, which a 24-hour 
havior scale cannot do. Further, the stress 
caused by the rigidity of structured questions 
n ances the patients’ productivity of emo- 
ee Preoccupations and thinking disturb- 
th es. We get a 10-statement summary of 
. Patient’s clinical history in his own func- 
io method of communication. The tech- 
ite is simple and is therefore valuable 

“ithe limited amount of trained personnel 
€ 1s considered. It can be conducted 
Y Psychologists who have a dynamic orienta- 


tion and who have received a brief indoctrina- 
tion into the method. 

The validity coefficient was obtained by 
comparing the results of the tating scale with 
the opinions of different psychiatrists on the 
hospital staff. These were a heterogeneous 
group, representing different schools of psy- 
chiatric training and orientation. This un- 
doubtedly affected their ratings of the patient, 
but still there was significant correlation. A 
team of psychologists who cooperated in test- 
ing the rating scale were given only the brief- 
est orientation about the method and reliance 
was placed on their dynamic background. 
Likewise, only the briefest orientation was 
given to the ward psychiatrists when they 
were asked to evaluate the patients for val- 
idation of the results. The findings in this 
preliminary study, both as to reliability of the 
technique and validity of the resulting ratings, 
are of sufficient correlation to be statistically 
significant. Since a correlation coefficient of 
0.40 in any small-sample study of psychologi- 
cal procedures offers good hope for pursuing 
that study, our obtained coefficient of 0.77 far 
exceeds the minimal objective statistical test 
requirements. The findings are also consist- 
ent with the clinical records of the actions of 
the patients rated in their daily conduct on the 
ward. Those patients who had difficulty in 
entering into the group spirit during the rat- 
ing interview did not readily enter into group 
therapy sessions or any auxiliary treatment 
groups in their daily treatment programs. 

This group technique of evaluating chronic 
psychiatric patients is basically sound since 
it takes into account the social and interper- 
sonal adjustment of these patients, which con- 
stitutes in essence a primary remaining asset. 
This facet of the chronic psychiatric patient 
may be therapeutically manipulated more 
than his individual personality structure. It 
is a common experience to note in the group 
psychotherapy of schizophrenic patients their 
desire to relate to the group. It is important 
for patients to show this desire to relate to 
each other in group activities if any thera- 
peutic effect is to be derived from their treat- 
ment program, Further papers are planned 
and will describe the use and practical appli- 
cation of this group screening technique. 
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GROUP SCREENING OF CHRO: 


SUMMARY 


The problem of the classification and treat- 
ment of the chronic psychiatric patient con- 
stitutes a critical situation in all large neuro- 

_ psychiatric hospitals. A group method for the 
rapid screening of such patients is presented. 
This scale is statistically reliable and valid. 
Neuropsychiatric hospitals could well employ 
this technique in a periodic evaluation of 
their patients toward a more effective treat- 
ment and management program in view of 
the changes that can occur spontaneously or 
as a result of treatment in these patients ; and 
as a demonstration of a constant state of flux, 
rather than stagnation, that can exist in a 
chronic psychiatric hospital population. The 
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advantage of the group rating over an indi- 
vidual method is that it permits more rapid 
evaluation of a greater number of patients. 
The group method also permits the evaluation 
of social and interpersonal adjustment, which 
if present may be utilized as a vital remain- 
ing fundamental asset of the chronic psychi- 
atric patient. This scale may also be of prog- 
nostic value since it may be used as an ef- 
fective tool in the planning and evaluation of 
adjunctive therapies. It is economical to use 
since it can be conducted by nonmedical per- 
sonnel, such as psychologists of dynamic ori- 
entation. The results of this pilot study have 
been so encouraging that additional ones are 
planned about many aspects of the chronic 
psychotic patient. 
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SOME PERSISTENT PROBLEMS IN THE EPIDEMIOLOGY OF 
MENTAL DISORDERS + 


H. WARREN DUNHAM, Pn. D., Detrorr, Micu. 


The epidemiology of certain physical dis- 
eases has been of concern to the public health 
officer almost from the very beginning of 
public health work in the United States, In 
fact, as is well known in public health circles, 
the epidemiological study of a physical dis- 
ease has often been the forerunner of control 
and eventually of prevention of that disease. 
With respect to the so-called mental diseases, 
it is only recently, since the end of World 
War II, that certain psychiatrists and public 
health physicians have expressed an interest 
in the development of these studies? Their 
interest has reflected the possibility that such 
studies might prove useful in the prevention 
of these very puzzling personality and mental 
disturbances. Prior to this recently developed 
interest certain sociologists were making 
Studies of the distribution of different types 
of mental diseases, generally based upon the 
diagnoses that had been given by state hos- 
pital psychiatrists? Even prior to these 
studies various isolated epidemiological in- 
vestigations of “insanity” are to be found 
Scattered through the literature(4-8). But 
these studies, without exception, give no 
Tecognition to the different types of mental 

isease, nor were they in a position to do so, 
considering the infant state of psychiatry, the 
Poor quality of most hospital records, and the 
general public apathy to mental illness. 

The studies of the sociologists during the 
ast 2 decades can be taken as the most 
oie efforts to date in throwing light 
L he epidemiology of mental disorder. 


in Ccesented at the conference on Mental Health 

Sch Ommunity Health Problems, conducted by the 

es ool of Public Health of the University of Michi- 

n, March 27 and 28, 1952. 

rs Wayne University. 

OSN Papers presented at the 1949 annual con- 

` DA of the Milbank Memorial Fund, November 

should ERA and reported in reference. However, it 
iolon o ted that H. B. Elkind states that epi- 

health (SCl „studies of mental disease in public 

in 1916 in New York with the work of 


iat 
refer ock, W. Treadway, and R. G. Fuller. See 
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In making these studies, however, the 
sociologist had objectiyes and purposes that 
differed somewhat from those of the psy- 
chiatrist and public health officer. Within 
his own frame of reference the sociologist 
was interested in examining the possibility of 
social causation with respect to mental dis- 
ease, particularly those mental disorders that 
presumably had no discovered or demonstra- 
ble organic basis, namely, the so-called func- 
tional psychoses, particularly the schizophre- 
nias and the manic-depressive psychoses. In 
line with this objective, the major kind 
of evidence from, which certain hypotheses 
might be inferred was presented in the form 
of significant statistical rate differentials be- 
tween census tracts, local communities of 
large cities or counties in rural areas. From 
our study(9) of the distribution of mental 
diseases in Chicago 3 findings stand out that 
subsequently have been substantiated for 
other cities by other investigators(10). These 
findings are as follows: 

1. That all types of mental disorder show 
a pattern of distribution within the city 
where the high rates are concentrated in and 
around the central business district with the 
rates declining in every direction toward the 
periphery. 

2. That the schizophrenic rates show a 
pattern of distribution very similar to that 
of all types of mental disorder. 

3. That the schizophrenic rates for every 
series form patterns with the high rates. at 
the center of the city in areas of low economic 
status, and with rates declining to the lowest 
rates on the periphery of the city, while the 
manic-depressive rates for every series show 
a much wider scatter within the city and a 
tendency for positive correlations with areas, 
of relatively high social-economic status. 

The excitement these findings engendered 
in some quarters among psychiatrists and so- 
ciologists has hardly abated as yet and pro- 
vides the setting for the persistent questions 
constantly cropping up in one guise or an- 
other, with respect to the epidemiological 
study of mental disorder. These problems 
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that still confront us might be classified as 
follows: (1) problems of data, (2) problems 
of technique, and ( 3) problems of interpreta- 
tion. 5 
Before launching into a consideration of 
` the special problems in each of these cate- 
gories, it is necessary to face squarely the 
chief issue that these epidemiological studies 
have initiated. Are statistically significant 
rate differentials between local districts of a 
given geographical area actually caused by 
differences in the very texture of social life 
or are such rate differentials caused merely 
by the selection of cases, by the mobility of 
cases, by statistical manipulations of the data, 
or by a combination of these elements? This 
is a real 64-dollar question. The answer that 
is eventually validated will affect the theoreti- 
cal orientation of psychiatry, the role of the 
social sciences in this area, and the kind of 
preventive programs that must emerge. One 
can perhaps sense the crucial significance of 
this question when I call your attention 
to the fact that, when our epidemiological 
studies of mental disorders first appeared, 
they were subject to violent attack by the 
psychiatrists and every possible objection 
was raised in order to explain away the find- 
ings. For it must be readily seen that if the 
widely current psychiatric formulations con- 
cerning mental diseases were at least partially 
valid—namely, biological inheritance, dis- 
eases of the central nervous system, toxic 
influences, glandular dysfunctions, or various 
structural pathologies—then certainly there 
should be no significant statistical differences 
in the incidence of these diseases in the var- 
ious geographical divisions or social strata 
of a human society. The fact that such dif- 
ferences were shown to exist made it neces- 
sary to examine every possible contingency in 
order to see if the rate differences could be 
made to disappear. Thus, hypotheses center- 
ing around the cases selected, mobility of 
cases in the city, transient areas, and statisti- 
cal errors were all advanced as possibilities 
for decreasing the differences as found., I 
have analyzed these hypotheses elsewhere(3) 
and consequently do not wish to present them 
here. Sufficient it is to say that they have 
been critically analyzed, and while each has 
a certain rationale they have not, singly or 
taken together, been able to eradicate the rate 
differences as found particularly for the 
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“functional” psychoses that the- epidemio- 
logical studies revealed. However, the argu- 
ment and debate that have ensued as a result 
have succeeded in calling attention to certain 
persistent problems in the epidemiological 
study of mental disorder that I wish to dis- 
cuss. 


PROBLEMS OF DATA 


Certain problems immediately face the 
worker who attempts to collect a series of 
mental cases in order to discover the nature 
of their distribution within a given geographi- 
cal area. These problems include (1) the 
definition of a case, (2) the age spread of 
the cases, (3) the validity of the diagnosis, 
(4) the variety of types, and (5) the mobility 
of cases. 

When we raise the question as to what 
constitutes a case, we are hitting at the vital 
problem in the epidemiological study of men- 
tal disorder. The problem is frequently stated 
in this fashion (see references 11, 12): How 
far can we go in accepting first admissions 
to mental hospitals as an index of the true 
incidence of mental disease in a community? 
It is not necessary that hospital admissions 
represent all the persons who may be psy- 
chotic in the community, but for studies of 
incidence they should be an adequate index 
of the true proportion of cases in the universe 
or in the various districts or social strata 
in the community. In other words, can the 
extent of the universe of “cases” be deter- 
mined? 

Let us, in order to explore this problem 
further, rule out of consideration the “or- 
ganic” psychoses and, in fact, all psychoses 
but schizophrenia, which is not only a most 
puzzling disorder but also because of its fre- 
quency a most pressing public health prob- 
lem. Now in any plan for case detection 
there are 2 possible positions that can be 
taken. One can hold, as many psychiatrists 
do, that schizophrenia is a pretty specific dis- 
order whether due to biological, endocrine, 
toxic, or emotional origin, that a person 
either has it or he does not, and that an ex- 
amination and diagnosis can be made irre- 
spective of time, place, or social situation. 
Some of these persons go to hospitals ; others, 
for numerous reasons, do not. Or one can 
hold that schizophrenia is a name given to a 


_ 
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variety of distortions in the realms of think- 
ing, feeling, and acting, in the development 
of which the person appears to be cut off 
from linguistic contact with others and so 
displays a marked change of personality. 
However, the extent to which a personality 
change has taken place is determined by the 
judgment of the person’s family, friends, and 
other associates. Such a judgment brings 
about hospitalization immediately or in the 
not-too-distant future. This latter position 
ties society to the body-mind axis and indi- 
cates that the thinking, feeling, and acting 
distortions that are noted in the person are 
observed precisely because he is seen from 
the context of some undetermined type of 
interpersonal relationships and that in some 
different context of interpersonal relation- 
ships these same distortions would be viewed 


by others in a different light and result in a 


different social judgment.* 

From this first conception of schizophrenia 
marked rate differentials between communi- 
ties, census tracts, or other divisions within 
a given geographical area are likely to be re- 
garded as a statistical illusion. It is argued 
that if careful case-finding methods were 
employed many cases would be brought to 
light in the area that had not been hospital- 
zed but that would reduce to statistical non- 
Significance the rate differentials between dis- 
tricts(16). Consequently, it is maintained 
that first admissions to public mental hos- 
Pitals do not provide a true picture of the uni- 
Verse of schizophrenics but admissions to 
Private hospitals, outpatient clinics, and pri- 
vate psychiatrists’ offices must be tapped as 
Well as those persons with schizophrenia 
living in the community but neither in con- 
„tact with any of the above community re- 

Sources nor hospitalized.® 
Tn terms of the second conception of schiz- 
Sane the marked rate differentials found 
i Hee x 
L Sst between districts of a given geo- 


* For an early thoughtful stątement by an an- 

pologist on this issue, see reference 13. See 
also 14, 15, 
h *It Seems appropriate to note here that the non- 
ee Psychotics must be heavily concentrated 
Be, low-rate areas if the rate pattern is to be 
ne Coe Significantly. If there are just as many 

Yehotics outside the hospital as in the hospital, as 
each i claimed, and this proportion holds for 


Tate pattern would not show any changes. 
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graphical area become a measure of the ex- 
tent to which the people in the various local 
areas tolerate or accept, repel or reject,® cer- 
tain persons with peculiar thinking forms, 
feeling tones, and conduct patterns that in a 
psychiatrist's office might produce a diag- 
nostic label but in the local community may 
either become blended with the total complex 
of response patterns found there or represent 
signs of “screwiness,” “shaky brains;” or 
“nervous breakdowns,” In the latter case, a 
person is “sick” when he is placed in a hos- 
pital by family and friends or enters volun- 
tarily; in the former case, he is not sick if 
he does not enter voluntarily or is not com- 
mitted to a hospital. Consequently, a rate 
based upon hospital first admissions becomes 
a measure of the “true” incidence of schizo- 
phrenia for a local district. From this per- 
spective, the rate differentials represent dif- 
ferences in the degree of toleration for 
persons with schizophrenic symptoms for the 
different districts of a given geographical 
area.’ Here I should say that it is not diffi- 
cult for me to sense the objections to this 
analysis, but my purpose is not to solve this 
difficulty but to sharpen the issue as it has 
been debated during the past 15 years. 
From this analysis—that the social judg- 
ments of persons in the community as to who 
is sick represent a measure of the incidence 
of the schizophrenic disorder—certain pre- 
dictions can be made that could be subjected 
to appropriate tests in the future. First, I 
would predict that cases, eventually labeled 
as schizophrenia, committed to hospitals from 
high-rate local areas, excluding definite tran- 
sient areas, would be (1) cases that are less 
severe in terms of the potential personality 


® Mary Bess Owen has suggested this possibility 
as an explanation for our reported patterns of 
schizophrenic rates. See reference 17. 

7 In this discussion, we are ignoring the problem 
presented by inadequate hospital facilities for a given 
community and are assuming that adequate hospital 
facilities are always present, which, of course, is 
far from the case in most communities. However, 
in a community where hospital facilities are not 
adequate it merely means that the most serious and 
severe cases will be selected for prolonged hospitali- 
zation. Other cases found as sick in the social 
judgment of family members and friends will get to 
a receiving or psychopathic hospital, only to be. 
forced back into the community because of the lack 
of hospital space. Hospital beds are increased by 
the communities under such pressures. 
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ravages of schizophrenia and (2) cases where 
the duration of the disorder before hospitali- 
zation is of relatively short duration. Con- 
versely, I would predict that such cases 
committed to hospitals from low-rate areas 
would be (1) cases of greater severity and 
(2) cases where the duration of the disorder 
before hospitalization is relatively long. If 
these predictions held up, one might expect, 
all other things being equal, which they are 
not, that the high-rate areas would have a 
greater proportion of discharges or cases re- 
sponding favorably to the therapeutic efforts 
of the hospital. If the discharge rates from 
hospitals prove to be higher in these high- 
rate areas, one would also expect the rate of 
hospital readmissions to be higher from these 
same areas, for it is in these areas that the 
competitive struggle is more sharp, more bit- 
ter, and more crude, Such predictions would 
not be applicable to those rare communities 
that may have had a psychiatric renaissance 
in the sense of the multiplication of psychia- 
trists, outpatient clinics, community psychi- 
atric hospitals, and other facilities designed 
to cope with the mental health problem. 

The fact that the age span in most psy- 
choses is rather large poses special difficul- 
ties. True it is that the age span varies in 
the different psychoses but, if again we con- 
fine our consideration to the schizophrenic 
psychoses, we can see the special problems 
created by this fact. The age span of first 
admissions for the schizophrenias ranges 
from 15 years to over 65 years of age. Evi- 
dence seems to indicate that persons experi- 
encing acute onsets, like catatonics, are ad- 
mitted to hospitals sometime close to onset 
while persons experiencing a gradual onset, 
like paranoids, are selected out for hospitali- 
zation much later in their lives. With respect 
to epidemiological work 2 questions are per- 
tinent: (1) Are first admissions of older 
persons actually first admissions? (2) Have 
such older persons resided more or less con- 
tinuously during their lives in the districts 
from which they are committed? It might 
bring some fruitful results if in epidemiologi- 
cal studies attention were focused upon the 
distribution of younger schizophrenics in or- 
der to discover if rate differentials between 
districts are significant enough to pin down 
unfavorable psychological climates for youth. 


Such attention might help to answer the con- 
troversy over “what constitutes a case.” 

The problem of the validity of diagnosis 
is always present in the epidemiology of 
mental disorder—and particularly is it pres- 
ent with respect to the “functional” psy- 
choses. The fact that no objective basis 
exists for making diagnosis in these cases, 
except by exclusion, means that the positive 
side of the diagnosis is a matter of descrip- 
tion and inference concerning symptomatol- 
ogy and further interpretation of the in- 
ferences taken together. This situation has 
caused some psychiatrists, such as Dr. Robert 
Knight(18), to-discourage epidemiological 
studies of the “functional” psychoses, except 
for administrative purposes, until the clinician 
has been able to arrive at some valid judg- 
ments concerning the etiology of these dis- 
orders. Such a position points clearly to 
the assumption that Dr. Knight is making, 
namely, that these “functional” disorders are 
either hereditary in origin or the outcome of 
some specific organic pathological process. 
If their origin is tied to the psychodynamics 
of personality development, as many psychi- 
atrists hold, then, by all means, the epidemio- 
logical studies should continue because the 
psychodynamics of personal growth is tied 
closely, both in form and content, to the very 
texture of interpersonal relationships as they 
function within a given type of societal or- 
ganization. 

I remember 20 years ago when the psychi- 
atrists first looked at our maps showing the 
distributions of schizophrenia they shook 
their heads and said, “Well, after all, these 
diagnoses are not very reliable,” but I also 
noted in the context of other discussions they 
would often defend their diagnoses as being 
something quite definite and with a minimum 
of error. One can take his choice; the prob- 
lem will probably not be settled until agree- 
ment is obtained on the etiological process. 
Meanwhile it seems that epidemiological work 
in the “functional” psychoses still has the 
possibility of sharpening up our conceptions 
of these mental disorders and of providing 
us with clues for social factors that may play 
a role in both their development and onset. 

The variety of types described in psychi- 
atric nosology poses special problems for the 
epidemiologist. As is well known, the great 
incidence of mental disease is made up by the 
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“functional” group, which constitutes ap- 
proximately 50% of all first admissions to 
mental hospitals for any one year in the 
United States. When to this group is added 
the psychoses of advanced age, namely the 
senile psychoses and psychoses with cerebral 
arteriosclerosis, the total amounts to approxi- 
mately 75% of first admissions in the United 
States. The remaining 25% is distributed 
among 13 diagnostic categories, which, when 
broken down by states and sections within 
states, results in such a small number of 
cases in each diagnostic category as to dispel 
any notion of epidemic proportions for these 
remaining mental disturbances. However, it 
should be noted that, among these 13 cate- 
gories, general paralysis and alcoholic psy- 
choses manifest the largest number of first 
admissions. 

The question of priority of study among 
the psychoses is at least partially answered 
by the diagnostic concentration of cases. 
There is particular need for several careful 
Comparative studies of the distribution of 
schizophrenia and manic-depressive psycho- 
Ses to discover if the differences as found in 
Chicago and reported for other cities actu- 
ally Stand up under careful scrutiny. The 
Predictions about the aging of our population 
and the increase of mental disorder in the 
ages above 50 suggest a very important area 
for epidemiological study. In fact, this is 
Just the group around which New York State 
has initiated its current mental health re- 
Search in an effort to develop some kind of 
Program aiming at prevention. 

he disruption and dislocation of com- 
munity life in the twentieth century pro- 
(Ost in part by the new technology of pro- 
ee lon, transportation, and communication, 
nd in part by the burden that war and war 
Preparation have placed on the nation, have 
a a situation that makes the computa- 
100 of rates for certain communities a rather 


. Uncertain matter and also enhances difficulties 


®t interpretation and inference. We have be- 

me a nation of movers. More and more 
oes of people who are born into a 
co ee and live out their life span in that 
ey is decreasing. This becomes quite 
Which os with respect to mental disease, 
a Strikes at any age above 15 years and 
mea ina Place far removed from the com- 

mity of origin, True, most states still 
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employ the device of sending nonresidents 
who break down back to their state of legal 
residence, but this hardly applies to those 
who have established residence even though 
they have lived in a given community not 
much longer than the time the state requires 
for residence, For example, if one takes an 
area within a large city and computes a rate 
for schizophrenia, one would like to know if 
the number of cases on which the rate is 
based are persons who have resided in the 
community for a long time or have lodged 
there only temporarily. Certainly, the “ho- 
bohemia” areas of large cities are repositories 
_for many of the failures, Occupational mis- 
fits, and alcoholics, some of whom develop 
mental disturbances and on the face-sheets 
of the hospital records are recorded as resi- 
dents of these areas. Such areas have high 
schizophrenia rates; but it would be a grave 
error to infer that the social conditions of 
the area are of significance except in terms of 
precipitating outbreaks. 

Tietze, Lemkau, and Cooper(19) have 
shown rather conclusively that high rates of 
mental disturbances are to be accounted for 
by persons who move most frequently in com- 
parison to those who reside for a long period 
in the same house. What is more, they report 
that such rates are higher for intra-city mi- 
grants than migrants from other communi- 
ties. Even though population turnover in a 
given city district may affect the rate, the mo- 
bile persons have a higher rate of commitment 
than nonmobile persons. We need epidemio- 
logical studies of “functional” mental dis- 
orders that will take account of this tendency 
of persons to move around to see if we can 
pin down the fact that those who have not 
developed any stable community roots are 
likely to turn up with schizophrenic disorders. 
Whether schizophrenically predisposed per- 
sons move frequently or whether frequently 
moving persons are more prone to dévelop 
schizophrenia is still an open question. 

In fact, the mobility of persons in the 
population was one of the first explanations 
that the psychiatrists offered to explain the 
schizophrenic rate patterns as found. Now, 
as I have indicated, there may be some justi- 
fication for this view when applied to certain 
urban districts ; it does not, as I have pointed 
out elsewhere (9, p. 323), explain the high 
rates in other areas not filled with migrants 
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‘but with old residents. Only further study 
will place this factor in its proper perspective 
in relation to the distribution patterns of 
schizophrenic disorders. 


PROBLEMS OF TECHNIQUE 


The problems presented by the data are of 
a different order when we pass to problems 
relating to technique or data manipulation. 
These latter problems are largely a matter 
of making decisions about techniques to be 
used in organizing and analysing the data 
and would probably be of minor significance 
if the queries we have raised about the data 
could be given satisfactory answers. 

Perhaps the first problem that arises here 
is the decision to be made with respect to size 
of the geographical unit that one wishes to 
use for the computation of rates. The an- 
swer partially depends on the distribution 
of the population—its size and density. In 
large metropolitan cities a combination of 
contiguous census tracts into somewhat larger 
units which constitute natural communities 
developed and incorporated with the expan- 
sion of the city seems necessary and desir- 
able. In small cities the census tract might 
be used as a unit with the possibility of com- 
bining adjacent tracts that are culturally 
similar for the purpose of obtaining a larger 

, population base. In rural areas combinations 
of census tracts or townships may serve as 
tate computational units. Intensive analyses 
of whatever unit may be selected as to both 
population and cultural characteristics is 
necessary as a prerequisite for getting at the 
significance of any pattern of rates that may 
emerge, 

Total rates should be broken down by age 
and Sex specific rates for purpose of discover- 
ing if such breakdowns show consistency 
when compared to the total rate pattern. 
Such breakdowns may also serve to call at- 
tention to specific conditions within areas 
that should be subject to intensive examina- 
tion. I have already pointed to the possibili- 
ties inherent in studying intensively rate 
patterns formed by the distribution of youth- 
ful schizophrenics, Such studies might serve 
to bring us closer to the social situation and 
cultural climates that are unfavorable for the 

development of mental health. 
While such rate refinements may prove 


helpful and perhaps insightful, there is a 
need to develop distributions based on cate- 
gories that are seldom used as a basis for 
the epidemiological study of mental dis- 
order. I will mention 2 of these possibilities 
here. The first problem centers around the 
severity of the psychosis. One of the more 
puzzling riddles of the schizophrenic disorder 
is the short span of the disorder in some 
cases and the very long span of the disorder 
in other cases. The first group of patients 
stay only a short time in the hospital (6 to 18 
months), while the latter group may spend 
all their remaining adult years in the hospital. 
The public health official readily sees the shift 
from some of his early interests when he 
turns to mental disorder. Here, he is likely 
to be counting “number of days ill” rather 
than deaths as so often was the case with the 
studies of infectious and contagious diseases. 
It is necessary here to take some of the tools 
perfected by the psychologists for predicting 
outcome of the disease and then to compare 
the distribution of those cases for which a 
quick recovery is predicted to those for which 
a slow recovery is predicted(20). Such 
studies might aid in determining whether we 
are dealing with 2 different kinds of schizo- 
phrenia or of one kind but with certain condi- 
tions operating that help to produce a condi- 
tion of relative chronicity. 

Another possibility that might be used by 
the epidemiologists for the “functional”’ psy- 
choses is to study the distribution of specific 
symptoms rather than diagnostic categories. 
The only study I know of this type was done 
by Mandel and Irene Sherman in the 1930’s 
(21). Such a proposal, of course, makes it 
possible to set up a questionable dualism 
with respect to form and content of a given 
psychosis. Some would maintain that this 
procedure might bring us close to the role 
of the cultural milieu in determining content 
of the disorder ; it also has the possibility of 
demonstrating that certain social worlds act- 
ing upon given psyches actually twist the 
personality or provide experiences that lead 
the person further and further away from 
the approved norms of thinking, feeling, and 
acting. What I am saying in these 2 illustra- 
tions is merely to suggest new ways for the 
manipulation of cases of mental disorder in 
relation to their environmental basis and to 
emphasize that, in dealing with these kinds of 
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personality disturbances that have their bio- 
logical, psychological, and sociological as- 
pects, we should not be content with the 
routine ways but attempt to develop new 
and ingenious procedures. 

Some insight may be gained concerning 
the patterns of distributions of various “func- 
tional” psychoses if the frequency distribu- 
tion of the rates is submitted to a statistical 
analysis. For example, if the nature of the 
social life in a particular geographical area 
under consideration has no causal significance 
with respect to the incidence of a psychosis 
then one might reasonably expect that the 
rate distribution would follow a normal prob- 
ability curve. On the other hand, if social 
conditions play a significant role in causation, 
then it seems highly probable that the rate 
distribution would be skewed, One can take 
the actual distribution and compare it with 
a theoretically expected distribution using a 
chi-square test to determine if the skewness 
in the actual distribution gives the pattern 
of rates a statistical significance, A statistical 
Significance here would certainly argue that 
certain factors are at work in the various 
districts that serve to distort the expected 
normal probability curve. It is necessary 
also for the epidemiologist to check the rates 
by the standard-error measure to determine 
if the rates increase significantly in the di- 
tection the pattern indicates. 


PROBLEMS OF INTERPRETATION OF EPIDEMIO- 
LOGICAL FINDINGS 


This has been an extremely controversial 
area, and rightly so, because investigators 
ave approached the findings from the per- 
*pectives of different theoretical orientations. 
ose psychiatrists viewing mental disease 
as predominately due to biological inheritance 
or to a disease process in the organism have 
tended to view rate differentials for the vari- 
ous psychoses, but particularly schizophrenia, 
as due to mobility, a “statistical illusion,” 
rase selection, or the like. The concentra- 
tions of cases must be explained away. Other 
Psychiatrists with a psychoanalytic persua- 
“on either have not paid too much attention 
to these findings or have dismissed them as 
an elaboration of the obvious. Still others, 
Scnerally those not committed to any final 
theory or more closely identified with public 
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health, have tried to take the epidemiological 
findings as support for certain theoretical 
conceptions they were trying ‘to develop. 
The first issue that arises in dealing with 
the problem of the interprétation of epi- 
demiological findings is whether the purpose 
or objective of the study has been sufficiently 
clarified at the outset, Conceivably such 
studies might have the purposes stated below, 
which are not necessarily mutually exclusive, 
but only in the sense that the investigator 
knows at the beginning what he is attempting 
to do. It is entirely possible that starting out 
with one objective the investigator may dis- 
cover groups and develop ideas that relate to 
one or another of the other objectives. This 
will all be to the good and enable him, at least 
in his summary, to point to some of the di- 
rections that further research might take. 
The purposes that have been used in the 
past and still may be useful in such study 
might include the following: (1) To use 
distribution patterns and mental disease as 
certain kinds of evidence for a study of-a 
community itself; (2) to utilize such study 
as an aid in solving problems that adminis- 
trations face in the handling of public health 
issues as they may be related to mental dis- ` 
ease; (3) to develop certain hypotheses con- 
cerning the role of social factors in the de- 
velopment of various kinds of mental dis- 
orders; and finally (4) to use such studies 
as a basis for the development of preventive 
programs. I would also remark that any one 
of these purposes might be centered in a de- 
sign that is experimental in character, for 
it is only through well-designed experiments 
that we shall advance our knowledge with 
respect to etiology, treatment, and prevention. 
Each one of these purposes might be elabo- 
rated further but it would carry us beyond 
the scope of this paper. It is sufficient to 
emphasize that the clarity of purpose care- 
fully stated at the outset of an investigation 
will facilitate a meaningful interpretation of 
tate patterns and differentials. In any specific 
context of objectives attention will eventually 
center on the selection for special study of 
examples of a high-rate and a low-rate area, 
While such special study may vary with the 
purpose, it is very likely to point to the need 
for focusing attention upon, and attempting 
to identify, the quantity and quality of, the 
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situations from which mental patients tend 
to come. 

We do wish, however, to illustrate the sig- 
nificance of social factors as they may play 
a role in the development of mental disorder 
by reference to Leighton’s proposal (22). We 
have already pointed to the accumulated 
evidence concerning the differential. rates for 
all types of mental disorder and particularly 
for schizophrenia between districts in large 
American cities and also rural districts. 
Various indices that are correlated with these 
rate patterns would indicate that the inci- 
dence of mental disease appears to lie highest 
in those districts that apparently have the 
greatest amount of social tension, conflict, 
and stress. If this is so, reasons Leighton, 
then it might be desirable to take selected 
communities and analyse their social organi- 
zation, cultural patterns (values, beliefs, 
customs, class structures, status positions, 
sources of psychological stress, and the like) 
for the purpose of securing some significant 
quantitative differentiation between the com- 
munities with respect to these matters. To do 
this one must select factors and social situa- 
tions that current theory suggests may be re- 
lated to the development of mental disorders. 
Leighton suggests such factors as broken 
homes, rapid technological change, groups 
showing marked discrepancy between ex- 
pectancy and achievement, groups having 
conflicting social values, and groups facing 
the future with anxiety and uncertainty. It 
might then be possible to subject certain 
theories in this area to the crucial test. Will 
the incidence of mental disease be high where 
theory says it should be high and, conversely, 
will it be low where theory says it should be 
low? I understand that Dr. Leighton is 
currently engaged in attempting to conduct 
this kind of a test. 

This kind of experimentation is particu- 
larly needed in some epidemiological work 
if these studies in the mental health field are 
to have any justification as probes into etiol- 
ogy. There is one area, of course, in which 
the studies may yet earn a significant status 
and that is as a basis for the development of 
preventive work. In this sense they have 
dual roles to play. First, they may be used 
as a device for determining the type and lo- 
cation of preventive efforts. Secondly, they 

may be used as devices for measuring the re- 


sults of preventive efforts—whether such ef- 
forts take the form of curing personalities 
who have been ill or disturbed or of attempt- 
ing to prevent the breakdown of those who 
may be expected to develop mental disorders. 
There are many problems here, but I am only 
suggesting that, whatever we do in the future 
on a public health scale in this area, we pro- 
vide definite measures to evaluate our work 
and our results. To place our efforts on an 
experimental basis is not only good science 
but also good service to our community, state, 
and country. Epidemiological study may be 
only one arm of such evaluation but it will 
probably remain a necessary and fundamental 
one, 

In this paper I have tried to bring to atten- 
tion the results of the epidemiological study 
of mental disorder during the past 2 dec- 
ades and to indicate the problems that have 
emerged as a consequence. I have not tried 
even to indicate the ultimate answer except 
to maintain that some of the problems are 
persistent because men with different pro- 
fessional training use different concepts and 
become predisposed to different kinds of 
theories about the nature of man and factors 
that lie behind his behavioral disorders. Ac- 
cumulated evidence from more epidemio- 
logical studies of mental disorder will help 
point the way toward an evaluation of that 
theory that will be most useful in helping ex- 
plain these very puzzling disturbances in the 
nature and personality of man. Such evi- 
dence would enable us also to decide on the 
possible effectiveness of preventive programs. 
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INTENSIVE TREATMENT OF BACK-WARD PATIENTS— 
A CONTROLLED PILOT STUDY: 
E. F. GALIONI, M.D., ann F. H. ADAMS, M.D., Stockton, CALIF., 


AND 
F. F. TALLMAN, M.D., SACRAMENTO, CALIF. 


On observing patients in the so-called back 
wards of state hospitals as a group, one is im- 
pressed by the fact that one of the major rea- 
sons they are there is their own lack of mo- 
tivation to return to the realities of a com- 
munity existence outside the hospital. Rarely 
do we hear a patient approach us with the 
question, “When will I be able to leave?” that 
is so familiar in the more acute wards. 

Within recent years, efforts have been 
made by institutions throughout the country 
to intensify treatment of the chronic patient 
as one of the positive steps in attacking the 
problems of overcrowding and continuous ex- 
pansion of facilities to house them. We are 
all aware, however, that with an inadequate 
staff, in numbers and training, we cannot 
use our present treatment methods effec- 
tively and that, in this sense perhaps, we are 
contributing to the lack of motivation found 
in our “chronic” patients. 

In California the Department of Mental 
Hygiene conducted a study at the Stocktorl 
State Hospital for 18 months to attack this 
problem. Its primary objectives were as fol- 
lows: 

1. Will more adequate staffing with in- 
tensified use of the common present-day 
treatment procedures bring about sufficient 
improvement in a group of chronic patients 
to permit some of them to return to the com- 
munity ? A 

2. What is an “adequate” staff for this 
purpose? 4 


‘ 
SELECTION AND CLASSIFICATION OF PATIENTS 


Four hundred male patients were selected 
from the “chronic” population of the hospital 
and screened to exclude any organic diseases 
that would prevent them from returning to 
the community should their mental picture 
improve sufficiently for them to do so. 


1 Read in the Section on Mental Hospitals at the 
108th annual meeting of the American Psychiatric 
Association, Atlantic City, N. J., May 12-16, 1952. 

From the Stockton State Hospital, California 
State Department of Mental Hygiene. 
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The characteristics of this group are found 
in Table 1. Two hundred of these patients 
were chosen by random selection to take part 
in the experimental program. Thirty-five 
additional patients were selected ‘by the same 
means for replacement purposes so that the 
same staff/patient ratio could be maintained, 
if and when any of the originally selected 
patients left the hospital. Each of these 235 
patients was paired with a control patient 
so that the 2 members of each such pair 
matched on all or nearly all of the matching 
items as shown in Table 2. In some cases 
where an experimental patient could not be 
matched with his control mate, he was 
matched to another control patient. In a large 
number of cases it was possible to strengthen 
the matching to an even greater extent than 
the criteria in this table would indicate. For 
example, a 23-year-old patient could be 
paired with a 25-year-old rather than with a 
29-year-old patient. Even where the criteria 
differed, it was often possible to select adja- 
cent classes; for example, a patient with a 
college education was paired with a patient 
of a high school background, rather than with 
an illiterate patient. 

Patients in the control group remained 
scattered throughout the chronic wards of the 
hospital and received whatever treatment 
could be afforded by the usual program of 
those wards. The 200 experimental patients 
were segregated and placed in 2 cottages with 
capacities of 100 patients each. 


RATING METHODS 


In order to establish a base line for measur- 
ing the degree of clinical improvement or de- 
terioration occurring during the study, all pa- 
tients were initially rated by means of the 
Malamud-Sands Rating Scale.? Evaluations 
by this scale were repeated every 3 months 
for the experimental patients, and every 6 


2 Malamud, Wm., and Sands, S. A Revision of 
the Psychiatric Rating Scale. Am, J. Psychiat., 
104 :231 (Oct. 1947). 
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TABLE 1 
CHARACTERISTICS OF PATIENTS SELECTED FOR STOCKTON STATE HOSPITAL Pror Stupy 
Number of Number of 
Criteria patients Criteria patients 
I. Diagnosis 5. Accessibility 
a. Involutional psychosis .......... 6 a. Accessible ...... 
b. Psychosis due to other diseases.. 3 b. Not accessible 
c. Manic-depressive psychosis ..... 15 c. Language barrier ... 
d. Dementia praecox ...........05- 463 6. Disturbed behavior 
e. Undiagnosed psychosis ......... 6 a. Disturbed ...... 
2, Length of hospitalization * b. Not disturbed .. 
a12-17 months . 200)... 5 v.teseeses) QE 7. Tidiness 
b. 2 years (i.e., 18-30 months). =. 43 DU E an A E AELIAN 
Çi B74 yEALS e sio v bare’ . 56 b. Untidy . ETTR 
d. 5-9 years . . 16 8. Hospital activity 
e€. 10-14 years . + 103 a. Nonworker ............ 
f. 15-19 years .. sie b. Nonessential . 
8g. 20 years and over . 69 (1) Supervised ... 
3. Age at admission (2) Not supervised ... 
a. 20-29 - 49 9. Education 
b. 30-30 + 142 a. Illiterate . 
€. 40-49 + 164 b. 1-10 grades 
d. 50-59 . 138 c. II-14 grades . x 
4. Race d. 3 or more years of college 
a. White ...... 2 Nob stated isco E Nehi isc 
b. Negro ..... sU DAS 10. Marital status 
c. Mexican-Indian . 30 a. Single .... 
d. Chinese ...... 26 ri 
e. Japanese . 15 c. Widowed .. 
f, Filipino . 19 d. Divorced .. 
g. Other .... seceeaseee A e. Separated . 
f. Unspecified 


TF 

mat 
atching items (in order of control 
Aecreasing importance) patients 

Diagnosis ...., é ++ 200 


Length of hospitalization 

(by groups) ..... 
Age (by groups) 
Race 


Accessibility 

j idiness seise'ee seein eee) 109 
egree of disturbance 196 
Ospital activity ..... 197 
ducation (by groups) .... 184 


Marital status ...... ELN 174 


TABLE 2 


“If the patient was a transfer-in, previous hospitalization was included. 


NUMBER or TIMES A Patient IN THE EXPERIMENTAL GROUP WAS MATCHED WITH A 
PATIENT IN THE CoNTROL GROUP 


Group of 35 patients ayailable 
of 200 experimental for areca i 
police ee 
control other with control other 
member control control member control 
of pair patients patients of pair patients 
200 .. 32 32 
IQI 4 34 32 2 
166 3I 34 32 2 
200 a 34 33 I 
182 13 34 24 10 
188 I 35 3I 4 
186 10 34 28 6 
124 73 33 23 10 
119 65 31 17 14 
146 28 29 23 6 
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for the controls, The rating team consisted of 
5 members of the professional hospital staff 
(2 psychiatrists and 3 psychologists), and a 
psychologist on the staff of a nearby college. 
Each patient was rated by 2 examiners inde- 
pendently and in order to be listed as either 
improving or deteriorating, both ratings had 
to agree, otherwise they were listed as un- 
changed. 

Under the circumstances in which this scale 
was used, it is subject to the criticisms that 
one may wish to make about subjective 
evaluations in general. Nevertheless, this 
scale standardized and lent more objectivity 
to the otherwise subjective clinical evalua- 
tions and impressions of the raters. 


visors and senior technicians) a total of 176 
technicians was employed during the 18- 
month period ; of these only 17 remained the 
full period of time. It can be readily seen, 
therefore, that training of the great majority 
of ward personnel was a constant necessity. 


TREATMENT 


No additional treatment measures were 
made available to the experimental group of 
patients other than were in use generally 
throughout the hospital. The increase of staff 
for this group, however, allowed more inten- 
sive application of these measures than was 
possible in the other hospital wards, Leaving 


TABLE 3 
Srarrinc (Ratio OF PERSONNEL TO PATIENTS) 

Position Experimental Control A.P.A." 
Bhysicians:.\sduaccs enri 1:100 (2) 1:500 1:150 
Clinical psychologist ......... 1:200 (1) I: 2,250 I: 500 
Psychiatric social worker ..... I:200 (1) I: 1,500 (1: 60)+ 
Registered nurses ..........4- 1:285 (7) None 1:40 
Psychiatric technicians +. 122.3 (88) 1:15 1:6 

Supervisors . (3) 
Ward staff (73) 
Kitchen staff (12) 
Occupational therapists 
(registered) .........1.- 1:40 (5) 1: 900 I: 500 
Occupational therapists 
others) svemviare tet unas I:100 (2) 1: 2,250 T2150 


* A.P.A. Mental Hospital Service. Standards for Psychiatric Hospitals and Clinics, 


November 1951, 


.,7 (continued service wards). 


+ Ratio of psychiatric social workers to patients on convalescent status or on family 
care. This ratio cannot be applied to either the experimental or control staff on this 


study. 
STAFFING 


In establishing what might be considered 
an “adequate” staff, it was impossible to 
think of numbers alone. This was defined as 
a group in which a climate of teamwork had 
been established—when teamwork was pre- 
sented not merely as a policy but was carried 
out in a day-by-day pattern of behavior and 
attitude on the part of each staff member. 
On this basis, it was possible to utilize to a 
greater degree of effectiveness the already 
improved ratio of personnel, as shown in 
Table 3. 

Personnel in the psychiatric technician 
category were originally picked for the 2 
experimental cottages. As replacements were 
needed, however, assignments were made 
from the new applicant group, primarily. 
With the exception of key personnel (super- 


aside the possibility that anything done to, 
for, or around the patient could be defined 
as therapy, the treatment plan for the ex- 
perimental group could be divided into 3 
blocks: group psychotherapy, rehabilitative 
therapy, and other specific treatment meas- 
ures. 

Group therapy was given both by the psy- 
chiatric technicians and by the nurses under 
the supervision of the ward doctor. These 
groups functioned on a supportive basis pri- 
marily, with the main goal of activating in- 
terest in the environment, and stimulating 
verbalization. The reasons for establishing 


_a group therapy program on this simple a 


level were two. It was devised so that it could 
reach the deteriorated patient making up the 
bulk of the experimental group. It did not 
threaten the inexperienced ward personnel 
in working with the patient. 


In the day hall of an experimental cottage 
could usually see about 40 patients and 
r 5 technicians gathered together. Each 
er had a copy of the “reading selection 
the day.” A staff member would read a 
or two. He then would ask a patient 
continue even though the patient quite 
n was unable to verbalize. Another tech- 
would assist the patient in whatever 
he could to obtain response—perhaps 
audible whisper or at times just a brief 
ition of the reading material he was 
ing. Such programs were carried out 
ice weekly for 30 minutes each. 
im another area of the ward one might see 
ychiatric technician with 7 to 10 patients. 
member would again have some reading 
terial, in this case usually verse. For in- 
nce, they might be reading “Casey at the 
i” After a brief introduction the psychi- 
He technician might ask the patient to re- 
any experiences that he had had playing 
all and carried the discussion to the 
group. He might ask another patient to read 
se of the poem, then return again to the 
p for a brief discussion, These sessions 
scheduled twice weekly for one hour. 
tside the cottages one might find the 
group taking a short walk, playing 
ball or “catch.” Again the technician 
Ways attempting to stimulate the group 
at least a temporary relationship, this 
on a nonverbal level. 
Fae nurses might be found assisting with 
Programs or conducting a group session 
“it own. Perhaps one would be found 
3 patients, only one of whom could 
ze. The two of them would be trying 
na response from the mute members 
group. Each nurse usually had 3 such 
Meetings twice weekly for 30 minutes. 
€ might find a nurse and 7 patients en- 
in a discussion of the patients’ im- 
ite problems in the hospital or in giving 
ance to a member soon going into the 
nity or at times attempting to improve 
ber’s attitude toward a relative who 
the previous Sunday. A nurse would 
ally have 2 of these groups scheduled once 
for an hour each. 
1 the above program it was constantly 
by the supervising physician that the 
€ media, such as reading and discus- 
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sion, were merely tools to carry across the 
fact that the staff was interested in the pa- 
tient’s general welfare and to convey any of 
the supportive attitudes necessary for the in- 
dividual patient’s general improvement. 

An increase in the rehabilitation staff al- 
lowed more intensive utilization of occupa- 
tional, recreational, music and therapy. 
About 1,700 patient hours of occupational 
therapy per month and 340 hours of music 
therapy per month were the rule. 

Occupational therapy was usually carried 
out in a centrally located “shop,” but on oc- 
casions some activities were carried out on 
the wards. The music therapy program made 
use of community singing, small “rhythm 
bands,” and some individual work with a few 
patients, as well as music programs for the 
patients from records or by visiting enter- 
tainers. An especially encouraging use of 
music was ds an aid in relaxing the patient 
waiting for electric shock therapy. 

Additional nursing and medical personnel 
enabled the experimental staff to evaluate 
critically the effects of electroshock therapy 
upon the individual patient, to establish a 
sounder maintenance program for those who 
needed it, to take advantage of the improve- 
ment obtained by other treatment methods, 
and to avoid the delicate problems of resort- 
ing to patient help on treatment teams. With 
an increased ward nursing staff it was pos- 
sible to raise the standards of general medi- 
cal and nursing care, to give more attention 
to the preparation and serving of food, and 
to devote more time and effort in stimulating 
the patient’s interest in his personal hygiene. 
One can readily recognize the effect of proper 
immediate treatment of a dyspneic patient 
in early cardiac failure with delusions of 
being gassed, but we should not underesti- 
mate the effect of herniorraphies, hemorrhoi- 
dectomies, and even treatment of the minor 

fungus infections, not only as a treatment of 
somatic illnesses but as the psychologic effect 
of interest in the welfare of the patient. 

In the control group most of the staff had 
to be utilized for ward administration, and 
had little or no time left for active individual 
or group treatment on the ward. Rehabilita- 
tion therapies were a luxury because of dearth 
of personnel. The minor physical ailments 
were not recognized because of the distant 
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staff-patient relationship, in general, produced 
by the scarcity of personnel. 

These are the measurable components of 
the total treatment given on the wards. Yet 
far more important, though immeasurable, 
was the constant utilization of ward situations 
and incidents for rehabilitative purposes by 
the staff. It is impossible to say at this time, 


Number 
of patients 
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RESULTS 


The effects of intensified treatment upon 
the patient afforded by a more “adequate” 
staffing are shown by the following results: 

1. The rate of separation was increased by 
more than 2% times (see Fig. 1). Twenty- 
seven (18.5%) of the experimental patients 
were separated from the hospital, as com- 


Control Group 


Find ..--/ 


Fic. 1—Cumulative number of patients separated from hospital, July, 1950 to December, 1951. 


nor at any time in the future, from this pro- 
gram how beneficial any individual method 
of treatment has been, since this was not the 
initial intent of the study. Rather one must 
consider it from the light of what effect will 
any group of treatment measures have if 
applied in a coordinated program with more 
adequate staffing and especially in a milieu of 
therapeutic optimism. 


pared to 10 (5%) of the controls. Of these, 
25 experimental and 8 control patients were 
on indefinite leave of absence, and 2 from 
each group discharged. 

2. The number of visits to relatives was 
increased. Enough improvement within the 
hospital occurred to allow about 2} times 
more visits in the experimental group (89 
visits), as compared to the control (32 visits). 


= 
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` This can be illustrated by the case of E. Z., who had 
been hospitalized since 1945. Until 1950 this patient 
had been home on 2 visits for a total of 10 days. 
From January, 1951, to July, 1951, this patient had 
improved to the point where he was able to make 
11 visits to relatives ranging from 3 to 10 days each, 
although he was still not considered ready to leave 
the hospital indefinitely, 


3. A greater degree of improvement and 
less deterioration occurred in patients remain- 
ing in the hospital. As measured by the 
Malamud-Sands Rating Scale (Fig. 2), 55% 
of the experimental patients showed a trend 


x Percent 
of patients 
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the experimental group, bringing për capita 
costs for them up from $918 a year to $1,966, 
or $5.38 a day instead of $2.52. This great 
difference, however, might be materially re- 
duced were a program such as this carried 
out in other than experimental conditions. 

The savings brought about by the release 
of an additional number of patients, who 
would probably have’remained in the hospital 
for the rest of their lives, have not been cal- 
culated—nor have the savings in human 
values. 


% Experimental patients inproved 


Fig. 2.—Percent of patients improved and deteriorated as measured by The Malamud—Sands 


Rating Scale July, 1950 to November, 1951. 


toward return to their premorbid personality 
as compared to 33% of the control group. 
th © Controls, on the other hand, had 17% of 
s Patients continue on a downhill course 
: ad Only 6% of the experimentals showed 
change on the scale. These data must 
x regarded as trends, however. Eighteen 
Der of treatment, no matter how inten- 
ao with a group of schizophrenic patients 
Mnot be expected to give definite results. 
COs 


To conduct this program, it has cost an 
tional $1,048 a year for each patient in 


\ 


Discussion 


Adequacy of Staffing.— In determining the 
personnel necessary to produce the results 
mentioned previously, one cannot assign a 
specific ratio of staff to patient and arbitrarily 
define it as the minimum requirements of ade- 
quacy. Rather, it becomes necessary to con- 
sider this problem in terms of approach and 
attitude. 

That a team approach is more effective 
than a group of departments or individuals 
functioning separately is self-evident. With 
an integrated approach, new problems arise, 
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but many old ones in the institutional careand 
treatment of the patient can be solved. The 
following observations drawn from, this 
study may help to evaluate the efficacy of any 
coordinated treatment program, and avoid, 
or at least minimize, problems that may arise. 

In organizing the treatment team, it was 
found that specific attitudes, many of which 
are usually taken for granted, had to be re- 
emphasized and cultivated. 

1. Interest in the patient’s welfare had to 
be emphasized. The main objective of the 
team remained appropriate, efficient, coordi- 
nated rehabilitation of the patient. 

2. The role of the physician became pri- 
marily supervision and integration of treat- 
ment. His therapeutic ambitions with a large 
number of patients could be best realized by 
direction and supervision of the general 
treatment approach rather than by a direct 
relationship with the patient. This was best 
accomplished by working directly with the 
ward employees, in relieving their anxieties, 
giving support where needed, and- helping 
them work through their own problems aris- 
ing with patients or other staff members. In 
this sense, the physician was reaching the pa- 
tient by doing therapy with the employees. 
Tn no sense was it possible for the physician 
to carry the brunt of direct treatment of the 
patient individually or by group methods. 

3. Information had to be shared. As the 
staff increased in size, communication be- 
tween the members became more important, 
but more difficult, Familiarization of the 
duties, problems, and goals of other members, 
and constant exchange of ideas about the pa- 
tients’ progress and problems were encour- 
aged by every available method. Only thus, 
was it possible to maintain a common con- 
sistent treatment approach. 

4. Frequent, frank discussions were a 
major means of communication, Discussions, 
both formal and informal in nature, between 
staff members of their problems were encour- 
aged. By this means not only staff-patient 
problems, but also difficulties between staff 
members themselves, were brought into the 
open where they could often be solved effec- 
tively. 

5. Every member of the team is a thera- 
pist. Every relationship between staff and 
patient, whether negative or positive, present 
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or absent, aggressive or passive, was con- 
sidered a treatment relationship. From this 
concept grew the attitude that each individual 
member of the team had a hand in the even- 
tual rehabilitation of the patient. This was 
felt to be one of the main factors responsible 
for the cohesiveness of the experimental staff 
and the attitude of “therapeutic optimism.” 

6. Stimulation of professional growth for 
all personnel enhanced the general attitude of 
enthusiasm. Groups were developed to re- 
view technical articles pertaining to their 
field, to explore means of ameliorating rela- 
tionships between their group and others, 
and to improve standards within their own 
group. These helped materially in keeping 
staff relations on a harmonious level, and in 
stimulating new suggestions in the general 
treatment of the patient. 

7. The individual patient cannot be com- 
pletely subordinated by the group. When 
treating larger groups of patients, it often 
appears simpler to consider the group rather 
than the individual. However, the group 
techniques used with the experimental pa- 
tients were not effective until the names and 
numbers became individuals to the staff, and 
each patient’s needs were considered in work- 
ing out his treatment program. 

As effective as a treatment team may be, 
it cannot function independently of the com- 
munity. Several of the observations made 
during the course of the program strongly 
indicate this relationship. 

1. The patient’s family must be considered 
an essential part of the therapeutic program. 
Whenever possible the patients’ relatives 
were incorporated into the treatment pro- 
gram. Attempts were made to engender ap- 
propriate attitudes toward the patient. At 
times, this could be accomplished by discuss- 
ing the treatment plans with them; in other 
instances, more intensive individual case- 
work methods were required. Attempts to 
reawaken interest in the patient, such as 
letters and visits, often produced increased 
anxiety, guilt, and hostility from many rela- 
tives. It is evident that a strong initial work- 
ing relationship between the hospital and pa- 
tients’ relatives must be established and main- 
tained, if an optimal treatment program is to 
be carried out, and if this is postponed too 
Jong it may be most difficult to re-establish it. 


ip program was originally contem- 
relatives, but this was not carried 
use of insufficient relatives. 

propriate and effective community 
nt measures became essential if in- 
treatment efforts within the hospital 
be fully realized. All too often the 
of family-care homes was in terms 
e-sac for the elderly. With ade- 
cial service support and direction, it 
sonable to think of them as re- 


of the patient outside his working 

e problems constantly facing the 
rvice staff. It was our experience 
n patients returned to the hospital 
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after an unsuccessful leave, the cause lay in 
the difficulties they experienced in their social 
adjustments when not working, in spite of 
the fact that many were quite capable of 
handling the occupational demands made 
upon them, 


SUMMARY 


The indication of this study is that a com- 
mon integrated treatment program by means 
of a team approach in an atmosphere of ther- 
apeutic optimism can be a potent factor in 
the rehabilitation of increasing numbers of 
the so-called chronic patient. By itself, how- 
ever, it will be doomed to failure if these ini- 
tial results cannot be followed by the com- 
bined efforts of the hospital and the commu- 
nity in combating the “Rip Van Winkle” 
effects observed in patients hospitalized for 
many years. j 


LONG-TERM CLINICAL AND METABOLIC OBSERVATIONS 
y F IN PERIODIC CATATONIA + 


ÅN APPLICATION OF THE Kinetic METHOD oF RESEARCH IN 
THREE SCHIZOPHRENIC PATIENTS 


A. G. GORNALL, Pu.D., B. EGLITIS, B.Sc, A. MILLER, M.D., 
A. B. STOKES, M.B., anp J. G. DEWAN, M.D., Pu. D. 


Toronto, CANADA 


Investigations of somatic function in pa- 
tients with mental disease have followed 2 
general patterns(1). The “contrast” method 
consists in a comparison of data obtained in 
studies of normal persons and patients with 
various types of mental illness. The “kinetic” 
or “longitudinal” method involves a long- 
term study in a few selected cases. The dis- 
tinction in procedure may be likened to the 
photographing of a large number of natural 
scenes at different times of year, or taking a 
picture of 2 or 3 particular scenes every day 
for a period of a year or more. Each method 
provides the observer with a good deal of 
useful information, in the one case broad but 
shallow, in the other deep but narrow. Each 
method has its advantages and its limitations. 
The ultimate objective must be to integrate 
the knowledge so obtained until each body of 
‘data can be understood in terms of the other. 

The present research program has followed 
the pattern set in the classical kinetic studies 
of Gjessing(2-5) and followed by a few 
others (6-8). The patients were selected from 
the small group of schizophrenics that have 
regular, recurrent attacks and fit the classi- 
fication known clinically as periodic catatonia, 
These cases provide a unique opportunity 
(a) to use their own normal phases for pur- 
poses of comparison and (b) to study the 
metabolic changes of the transition periods. 

The patients were carefully selected and 
kept in private rooms in a special metabolic 
ward of the Toronto Psychiatric Hospital. 
They were examined for focal infections and 
kept under observation until it was clear that 
any such infection had been eradicated. The 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952, 

From the Department of Psychiatry and the De- 
partment of Pathological Chemistry, University of 
Toronto, 
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full investigation began only after an ade- 
quate period of acclimatization and condition- 
ing to the test procedures, which varied with 
each case, Every possible care was taken to 
exclude exogenous factors in order that a 
true picture of the patient’s endogenous 
metabolism might be obtained. No sedatives 
or drugs were permitted during the period 
of observation except in those instances 
where the influence of thyroid hormone, 
adrenocorticotrophin, or cortisone was tested 
therapeutically. 

Psychological factors were standardized by 
having a selected nursing staff, imbued with 
the purposes of the research program, ad- 
ministering to the patients and carrying out 
all necessary procedures in a prescribed 
fashion. These nurses were required to record 
their impressions of each patient at least 
every half hour throughout the 24-hour pe- 
riod. Close relatives were permitted to visit 
the patient once or twice a week but only 
during their “normal” periods. One patient 
was allowed to go home for 2 or 3 days when 
the metabolic study was interrupted by her 
menses in a “normal” phase. 

Throughout the metabolic study each pa- 
tient was kept on a constant fluid diet similar 
to that described by Gjessing(3). It con- 
sisted of milk, cream, eggs, sugar, and salt 
supplemented with vitamins (brewer’s yeast, 
12 tablets per day; ascorbic acid, 75 mg. per 
day ; and 1 Natola capsule—vitamin A, 5,000 
I.U., +vitamin D, 1,000 I.U.) and traces 
of heavy metals (iron, copper, and man- 
ganese). In addition the patients received a 
limited constant amount of orange and tomato 
juices and some fresh fruit each day. This 
diet provided about 2,000 calories daily and 
its nitrogen content, checked twice weekly, 
was 10.5-+0.5 gm. over a period of more than 
a year. The fluid nature of the diet made it 
possible to ensure complete intake of the 
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food. In rare instances, when ‘necessary, it 
could be given by stomach tube, 


CLINICAL OBSERVATIONS 


' From the nurses’ record and the clinician’s 

assessment, the psychic state of the patient 
was recorded each day, noting behavior, 
mood, degree of lucidity, motor activity, and 
mental content. This was expressed in ac- 
cordance with a simple, individual rating scale 
as “base line,” first, second, third, or fourth 
degree excitement or retardation. These 
tating scales are described later for the 2 
milder cases; 

The temperature and pulse rate were taken 
twice daily, at 6 a.m. and 6 p.m., with the 
patient at rest. The temperature was taken 
per rectum and the lower value of 2 observa- 
tions that showed good agreement was re- 
corded. Three full-minute counts of the pulse 
Were taken and the lowest recorded. 

The basal metabolic rate was determined 
every morning unless the patient’s restless- 
hess or psychic condition made it impossible. 
A Benedict-Roth metabolism apparatus was 
used and the oxygen consumption taken as 
the average value determined from 2 satis- 
factory 6-minute recordings. 

The patients’ body weight and hours of 
ep during the night were noted each morn- 
ng. 

Electroencephalograms and electrocardio- 
grams were recorded once a week and con- 
stitute part of a separate study. 


LABORATORY OBSERVATIONS 


_ All urine voided by the patient was stored 
: the refrigerator and each 24-hour collec- 
Pee analyzed regularly, usually daily, for 
wa nitrogen and 17-ketosteroids. In addi- 
is volume, specific gravity, titratable acid- 
"Y, chloride, creatinine, creatine, and amino 
acids were determined but showed no special 
$ anges and will not be reported here. Later 
1 the investigation the corticosteroid hor- 
Mones were also determined. 
Ki Se nitrogen was determined by a macro 
Q dahl procedure modified slightly from 
a ag Pbell and Hanna(9). The 17-ketoster- 
all Were assayed by a method that is essen- 
the the same as the standard procedure of 
© Medical Research Council of Britain(10). 
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Adrenal “corticoids” were determined on 
neutral, lipid extracts of urine by the method 
of Gornall and Macdonald(11). 

In one patient it was impossible to collect 
urine during the extreme excited phase, in 
another collections were suspended during 
menstrual periods, Otherwise all urine was 
collected and examined. 

Each of the three cases to be reported has 
been investigated in this manner for a period 
varying from 2 to 3 years. 


FINDINGS 


Case 1. Periodic catatonia characterized by violent 
excitements. 


Mrs. H. McC., age 37, a white woman of Anglo- 
Saxon extraction, was born and raised in a northern 
Ontario mining town. When 11 years old she suf- 
fered a dual tragedy, first when her mother de- 
veloped an inyolutional depression during which 
she subsequently died, and in the same year the 
sudden death of her father. : 

This patient was always a rather tense, sensitive 
person but had the capacity to make friends and 
was regarded by her family as a likeable, friendly 
individual. She reached Grade 9 at the age of 16, 
then worked efficiently as a domestic until her 
marriage at age 23. 

Menarche occurred at 13; periods have always 
been regular. There were no particular difficulties 
in her psychosexual development. 

She married a restless, unstable, psychopathic 
individual and from this point her life was unsettled 
and distressed because of the husband’s irresponsi- 
bility, his tendency to move frequently from place to 
place with little consideration for his family. 

The first evidence of illness occurred in 1939 
when the patient was 26. At this time she became 
restless and abnormally excited and exhibited mor- 
bid thinking and behavior following her first preg- 
nancy. This episode lasted several weeks and sub- 
sided spontaneously. 

Again in 1944 (age 31) there was a short excited 
period following the birth of her third child. 

One year later, following a left mastectomy for 
what turned out to be a benign tumor, she again 
developed a mental illness, this time characterized 
by alternating periods of excitement and retarda- 
tion. She improved after 3  electroconvulsive 
treatments. 

In 1946 she became apathetic, preoccupied with 
depressive ideas, retarded in thinking and move- 
ment, and finally made a suicidal attempt and was 
admitted to hospital. 

From this point there occurred a period of a year 
during which retarded and excited phases occurred, 
interspersed with intervals of relatively normal be- 
havior. She was given electroconvulsive treatment 
during her morbid episodes. Subsequently, her 
phases of excitement increased in duration and in- 
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tensity and were not affected by electroconvulsive 
treatment. She received a total of 200 ECTs. 

In February 1949 she was admitted to the Toronto 
Psychiatric Hospital for study and treatment. Pre- 
frontal leucotomy was under consideration as a 
means of reducing her violent excitement and lessen- 
ing the nursing problem. Because of the periodic 
nature of her illness she was admitted to the re- 
search ward. 


bolic findings of this period are summarized in 
Table 1. 

The extreme degree of excitement in this patient 
limited the extent of the metabolic investigation, 
but the case provided an excellent opportunity for 
assessing the effects of therapeutic intervention 
because of the length and regularity of the periodic 
illness. It was clear that the change in phase of the 
mental state was related in some way to the rate of 


TABLE. 1 


CLINICAL AND MerasoLIc FINDINGS IN Case I 


In the disturbed phase 


During the interval 


Normal (98°-99° F.) 


Temperature ......... antes .. Elevated (99°-102° F.) 
Pulse sin ass Increased (80-100) Decreased (50-60) 
B.M. R. -Not obtainable Low (—20%) 
Sleep ... .. Reduced (2-3 hours) 5 to 6 hours 
ı Body weight... .. Decreased in spite of usual diet Progressive increase 


Nitrogen excretion. . 


-Period of retention changing to period 


Moderate retention 


of overexcretion about midway 
through excited phase. 


JANUARY 1950 JULY 
PSYCHIC STATE 
OVER A TWO 
YEAR PERIOD 
JANUARY 1951 
4 
; 
PSYCHIC STATE $ 
20 
BMR% =“ 
-10 
-20 
122 
THYROXIN 


MARCH AY 


JANUARY 1951 WY JANUARY 1952 


JULY 


WWW aby 


DESICCATED THYROID 


Fic. 1—Mrs. McC. The upper portion illustrates the psychic state of the patient for the year preceding 
and the year following treatment with thyroid. The lower part shows on a magnified scale the effect of 
the thyroxin and desiccated thyroid (each horizontal line represents 1 grain) on the basal metabolic rate. 


Clinically, the patient exhibited a recurrent pic- 
ture of intense excitement (preceded by a very 
short, retarded period) that was characterized by an 
identical pattern of disorganized thought, stereo- 
typed delusional formation, extreme psychomotor 
activity and personality disintegration. She was 
extremely dangerous because of marked homicidal 
tendencies. Associated with her excited phases there 
were characteristic autonomic changes. 

It was found that each phase of illness lasted for 
2 months and was followed by 4 months of relatively 
normal behavior, this sequence recurring with great 
regularity. The more significant clinical and meta- 


oxygen consumption. There was some indication of 
a correlation with changes in nitrogen balance. 
Consequently, guided by Gjessing’s experience, it 
was decided to observe the effects of thyroid 
hormone. 

Initially thyroxin was injected intramuscularly, 
a total of 122 mg. being given from February 1-16, 
1951, which was just after the peak of nitrogen re- 
tention. This was followed by oral administration 
of 4 grains of desiccated thyroid (Parke, Davis and 
Co.) daily, the dose being increased gradually to 7 
grains daily in order to maintain a basal metabolic 
rate of about +10 per cent. The results of this 
therapy are illustrated in Fig. 1. 
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The next disturbed phase was due around the end 
of June 1951. It failed to appear and the patient was 
allowed to take a position as a store-clerk in Sep- 
tember. She lived at the hospital during this period 
and was kept under observation until a year had 
elapsed. For the past 6 months she has been work- 
ing in another city, living with relatives and en- 
joying good health. 


This case illustrates the successful treat- 
ment of a periodic, schizophrenic illness by 
thyroid administration. Although the change 
has been associated with a distinct rise in 
basal metabolic rate (from —20% to + 10%) 
the real cause of her illness and the reason 
for her improvement cannot be defined. 
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with a poor prognosis. In March 1949 he was 
selected for metabolic study because of the re- 
current nature of his illness. 

Clinically this patient was a well-developed adult 
in good physical health, During the first period of 
observation he exhibited a clear-cut periodic illness, 
recurring every 40 days, consisting of a phase of ex- 
citement that began with the appearance of restless- 
ness, tension, abnormal irritability, flushing of the 
face, and excessive perspiration, then the rapid de- 
velopment of explosive, noisy, violent excitement 
with sleeplessness, destructiveness, dirty habits, care- 
lessness and negligence of self, clouding of sen- 
sorium, hesitant, disconnected thinking, delusional 
formation, and vivid auditory and visual hallucina- 
tions. This phase reached its peak in 3 days and 
then gradually subsided over a period of 3 weeks 
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TABLE 2 
CLINICAL AND LABORATORY FINDINGS IN CASE 2 


In the disturbed phase During the interval 
Temperature .. Increased (99°-100° F.) Normal (98°-99° F.) 
Pulse .... ...Relativeiy increased (60-100) Slow (40-50) 
B. M.R. «.. Not obtainable Low (—25%) 
Sleep ...... -Reduced (0 to 3 or 4 hours) Normal (8 hours) 


17-ketosteroids r, 
Nitrogen excretion. 


Case 2, Periodic catatonia with recurrent excite- 
ments, 


Mr. W. L. age 36, is a white male of Anglo- 
Saxon extraction. His family are all in good health 
and there is no evidence of mental illness in the 
family background. 

This patient is the third of 7 siblings and was 
Taised in an urban setting. His development was 
normal and his health good. He completed 2 years 
z high school at age 16, being considered an aver- 
ae student and reasonably well adjusted. He was 

ways a rather tense, submissive person, dominated 
Ri a rather authoritarian father. There is little 
ae that the patient felt considerable hostility to- 
a ri the father but was completely unable to ex- 
e his feelings and tended to maintain the role 
the submissive but anxious son. 

‘aie Patient was apparently in his usual state of 
iles, up to age 20 (1936) when he developed an 
delet characterized by excitement associated with 
oie thinking, following a head injury ‘that 

a loss of consciousness for one hour. The psy- 
ik c episode lasted 2 weeks. Investigation at that 
deere subsequently has failed to reveal any evi- 

in of skull fracture or structural brain pathology. 
ee that time the patient has suffered periodic 
citeme © €pisodes—always characterized by ex- 
thinkiw’ Violent and impulsive behavior, disordered 
ea 8, hallucinations and delusions. Until 1947 
fee s a and out of mental hospitals, having rela- 
t947 (a Periods between attacks of illness. Since 
respond as been in hospital continuously, failing to 
CoA to shock and other forms of therapy. He 
“garded as a case of catatonic schizophrenia 


12-14 mg/24 hours 
Slight increase 


when the patient became relaxed, cooperative, care- 
ful of his personal habits, and able to think clearly 
and relevantly. 

The following scale was used in rating the clinical 
state of this patient: 

Degree 1—1tense, movements quick and jerky, 
hands trembling, irritable. 

Degree 2—hyperactive, manneristic, walking up 
and down and rearranging his room, occasionally 
whistling, talking to himself. 

Degree 3—talking very loudly, often incoherently, 
singing, whistling, occasionally shouting, moving 
hastily and continuously around the room, 

Degree 4.—yelling, singing, laughing loudly, curs- 
ing and swearing, banging on the door or walls, 
belligerent. 

The more significant clinical and laboratory find- 
ings during this period are summarized in Table 2. 
The 17-ketosteroids were in the low normal range 
but there was no clinical evidence in this patient of 
subnormal gonadal function. The main psychic and 
metabolic features are illustrated in Fig. 2. 

It can be noted that adrenal cortical function, as 
reflected in 17-ketosteroid hormone excretion, did 
not appear to respond to the stress of the excited 
phases. For this reason it was considered pertinent 
to assess the response of the patient’s adrenals to 
the administration of ACTH. Four courses were 
given in all, 2 during interval phases and 2 during 
the disturbed periods. In each case the hormone 
was given in a single intramuscular injection of 
too mg., daily for 3 days in the first 2 trials, for 
5 days in the last 2 trials. The results are illustrated 
in Fig. 3. It can be seen that the hormone had no 
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Fic. 2—Mr. L. Psychic state, basal metabolic 
rate, urinary nitrogen, and 17-ketosteroid excretion 
over a 3-month period. 
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ketosteroids and an increased excretion of nitrogen, 
with a slight, temporary rise in body weight as- 
sociated with a mild water retention. The cortisone 
had no detectable clinical effect when given during 
the normal intervals but the subsequent disturbed 
phase was longer. When cortisone was given at the 
beginning of the excited phase the symptoms were 
more severe and the phase lasted about twice as 
long as usual (see Fig. 4, March, 1951). 

The findings of these 2 sets of experiments sug- 
gested that the adrenal cortex of this patient re- 
sponds poorly to ACTH in terms of 17-ketosteroid 
excretion, but probably produces corticosteroid-type 
hormones, Administration of an excess of these 
hormones, in the form of cortisone, appeared to 
cause a deterioration of the patient’s mental state. 
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Fic. 3.—Mr. L. Psychic state, basal metabolic rate, urinary nitrogen, and 17-ketosteroid excretion during 
2 intervals and 2 disturbed periods in each of which a course of ACTH was administered. 


demonstrable effect on basal metabolic rate, or on 
urinary nitrogen or 17-ketosteroid excretion. Dur- 
ing the third trial, in July 1950, adrenal “corticoids” 
were determined on neutral, lipid extracts of urine 
by the formaldehydogenic method(12). The ad- 
ministration of ACTH raised the excretion from a 
normal average of 1.7 mg. to 3.4 mg. on the fifth day. 

Because the ACTH had produced no effect on 17- 
ketosteroid excretion and there was some question 
as to whether the adrenals had been stimulated, it 
was decided to explore the possibilities of cortisone 
therapy. Three courses of 150 mg. intramuscularly 
daily for 5 days were administered, 2 during in- 
terval periods and 1 during a disturbed phase. 

The results were as follows: Each period on 
cortisone resulted in a decreased excretion of 17- 


Because of the low basal rate of oxygen consump- 
tion during the intervals of this patient’s periodic 
illness, there was a possibility that thyroid hormone 
would be beneficial. Beginning in July 1951 thy- 
roxine was administered intramuscularly in an in- 
terval period, beginning with 2 mg. a day and in- 
creasing by this amount to 8 or 10 mg. a day until 
a total of 86 mg. had been given. Desiccated thy- 
roid by mouth was then substituted and increased 
gradually from 2 to 7 or 8 grains daily, which was 
sufficient to keep the basal metabolic rate around 
+10 to +15%. This treatment has continued to 
the present and the results are illustrated in 
Fig. 4. It can be seen that 5 more disturbed periods 
occurred, without change in the length of the in- 
terval phase, but each was less severe than the last 
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and at the time of writing the patient has been well 
for 6 months, 

After stabilization of the patient with thyroid and 
clearing of the mental illness the response of the 
adrenal cortex to ACTH was reassessed. When the 
hormone was administered in a single daily dose 
for a 4-day period, exactly as before, no rise in 
17-ketosteroids occurred and the “corticoids” (11) 
rose from an average of 2.4 mg. to 5.0 mg. on the 
fourth day. When the same quantity of hormone 
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existed in this patient, perhaps as a basic 
abnormality, a deficiency of androgen pro- 
duction by the adrenal cortex or a relative 
excess of corticosteroid secretion. The bene- 
fit derived from thyroid medication does not 
seem to be due to any effect on the propor- 
tions of these hormones, but thyroxin may 
influence the metabolism or effects of the 
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Fic. 4—Mr. L. Top portion depicts the patient’s psychic state over a period of more than 2 years. 
The long disturbance beginning in March 1951 illustrates the effect of cortisone previously mentioned. 
th R lower portion illustrates on an enlarged scale the period of therapy with thyroxin and desiccated 
ere (each horizontal line represents 1 grain). The improvement in psychic state is associated with a 
Stabilization of the basal metabolic rate on the positive side. 


te pren in divided doses over two 4-day periods 
ket following results were obtained. The 17- 
N roids rose from average values-around 15 mg. 
i cod to a maximum of 24 mg. a distinctly sub- 
We a. response, The “corticoids” rose from an 
ay oS of about 2.3 mg. to a peak of 5.8 mg. per 
other tone lot of ACTH and to 12.1 mg. with the 
an This Tesponse is at least as great as, if not 
teats €T than, normal and the difference in the 2 
ae be attributed to the known difference in 
a cy of the 2 ACTH preparations (13). 
i es therapeutic use of thyroid hormone 
in 'S patient virtually abolished, over the 
tea of 6 months, the periodic psychic dis- 
| aoe No clear evidence could be ob- 
in ws that this was due to any improvement. 


in V 
adrenal function, It appears that there 


hormones in ways that are not yet under- 
stood. The administration of cortisone made 
this patient worse, perhaps because it ex- 
aggerated the hormone imbalance already 
present. It is possible that treatment with 
testosterone might have been as effective as 
thyroid in this patient, but this will have to 
be determined in another, similar case. At 
the time of writing the patient is receiving, 
in addition to thyroid, 5 mg. of testosterone 
propionate daily by intramuscular injection. 
This has produced no significant change in 
urinary 17-ketosteroids, but the “corticoids” 
have decreased, at least temporarily, from an 
average of 2.5 to 2.1 mg. per day. It is diff- 
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cult to judge, at present, whether this com- 
bined therapy has produced any additional 
clinical improvement. 


Case 3. Periodic catatonia with recurrent stupors. 


Mrs, E. Y. age 33, is a white female of English 
extraction. She was born and raised in a rural 
Ontario setting. In her family background there 
was a maternal aunt who was psychotic. 

This patient is the youngest of 5 siblings; she 
developed normally, attended school regularly, com- 
pleted high school at age 18, and was considered an 
average student. Her personality was that of a shy, 

„retiring, poorly socialized individual, excessively 
dependent on a rather rigid and moralistic mother. 
Her menses began at 14 and have been regular. 

The patient worked as a housekeeper after leav- 
ing school. There was considerable anxiety and 
fear associated with sexual problems, She married 
at age 23 (1941) and apparently did not experience 
difficulty in making sexual adjustment; her attitude 
was fairly good except for excessive jealousy of her 
husband’s affections. In her first pregnancy in 1943 
she gave birth to a monstrosity. This event pro- 
duced a short period of anxiety and a tendency to- 
ward self-blame. 

Mental illness developed for the first time in 
1945 following the birth of her second child. She 
had been rather apprehensive during this pregnancy 
because of her previous experience. At the onset 
of her illness she was fearful and anxious, had dif- 
ficulty in thinking, exhibited psychomotor retarda- 
tion, and expressed delusional ideas. This period 
was followed by a gradually increasing motor ac- 
tivity, going on to violent and destructive behavior 
and marked thought disorder with paranoidal de- 
lusions. She improved spontaneously and returned 
to her normal state but there was concern about the 
health of her daughter who was found to have 
congenital heart disease. 

Subsequently, she suffered recurrent bouts of ill- 
ness, exhibiting essentially the same features, with 
the exception that her excited phases became less 
intense and of shorter duration until her phases ex- 
hibited mainly a retarded picture, Treatment with 
ECT did not alter the course of the illness. 

In December 1949 she was admitted to the 
Toronto Psychiatric Hospital for investigation on 
the metabolic ward. During this period of observa- 
tion it was found that her illness ran a characteris- 
tic course, occurred every 3 months and lasted 1 
month. During the morbid phase, the clinical pic- 
ture was that of increasing withdrawal, tremulous- 
ness, ‘Psychomotor retardation, untidiness, disturb- 
ance in perception, disorganization of thought with 
stereotyped phrasing, and purposeless activity, De- 
lusions and hallucinations were present. Physically, 
during this phase, there were (a) characteristic 
skin changes, viz., pallor, oily skin, localized pig- 
mentation, and acneform eruptions on face and trunk 
and (b) gastrointestinal symptoms of belching, 
nausea, and occasional vomiting. During the in- 
terval phases the mental state was normal and the 
dermatological picture cleared, 


The following scale was used in rating the clini- 
cal state of this patient: 

Degree 1.—withdrawn, indifferent to her untidy 
appearance, taciturn, sometimes curt in manner, 
critical. 

Degree 2,—face expressionless, more retarded in 
movement, tense and depressed, hands tremulous, 
speech hesitant, slightly confused. 

Degree 3.—movements automatic, more confused, 
worried expression, concentration poor. 

Degree 4.—very confused, negativistic and un- 
cooperative, mumbling to herself, unable to con- 
centrate or answer questions, tearful, semistuporous. 

This case has been ideal for metabolic investiga- 
tion because the morbid phases did not present 
problems of feeding and urine collections were 
interrupted only during menstruation. The more 
significant findings of the initial observation period 
are summarized in Table 3. It can be seen that in 
spite of a general slowing down of mental and 
physical activity there were increases in the pa- 
tient’s temperature, pulse rate, and basal metabolic 
rate. 

The interrelationship of these changes and the 
psychic state is illustrated in Fig. 5. It can be 
seen that the relatively deep stupor is preceded by 
a period of slight retardation followed by a very 
short, slightly excited, and euphoric phase. 

Figure 6 shows the urinary excretion of 17-ke- 
tosteroids and corticosteroids measured daily, 
except for the menstrual period, through almost 2 
complete cycles. It is noteworthy that in this pa- 
tient the excretion of 17-ketosteroids was usually 
above normal limits and periodically, at a time 
just preceding the onset of the deepest retardation, 
showed spontaneous increases to rather high levels. 
The corticoid excretion in general was normal, al- 
though it tended to rise to upper normal limits at 
the time the ketosteroid excretion was maximal. 
The appearance of the acneform eruption coincided 
with the evidence of increased adrenal cortical ac- 
tivity as shown by the 17-ketosteroid peak. 

It appeared that the endocrinological disturbance 
in this patient was quite different from that of the 
preceding case, where no rise in 17-ketosteroid ex- 
cretion occurred. This fundamental difference was 
further demonstrated by testing the response to 
ACTH. Two courses of ACTH were given to this 
patient, both during interval phases. In each in- 
stance 100 mg. of the hormone were injected once 
daily for 4 days, then after a lapse of 1 day 20 mg. 
were administered intravenously over an 8-hour 
period on each of 2 successive days, The results are 
shown in Fig. 7. The difference in magnitude of the 
responses can again be attributed to differences 1n 
potency of the 2 ACTH preparations used. 

Of particular interest here is the fact that the 
maximum stimulation produced by the intravenous 
ACTH did not exceed the levels of 17-ketosteroid 
excretion that have been noted in this patient coin- 
cident with the onset of the stuporous attacks. 
ACTH stimulation did result, however, in a greater 
production of corticoids than had occurred spon- 
taneously. Furthermore, when ACTH was given 1n 
the interval between attacks the next stupor phase 
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TABLE 3 
CLINICAL AND LABORATORY FINDINGS IN CASE 3 
In the disturbed phase During the interval 

Beilemperature:/.. onone eon ev ewanee Increased (99°-100° F.) Normal (98°-99° F.) 

Pulse rate. .. Increased (about 100) Normal (65-75) 

B.M. R. .. Increased (+10 to +15%) Low (—20%) 

sleeps... «Reduced (0-6 hours daily) Normal (6-7 hours) 

17-ketosteroids . .. Increased (18-31 mg/24 hours) Normal (14-17 mg/24 hours) 

Worticoids: s oss ARAE Increased (up to 2.5 mg/24 hours) Normal (1.5-1.7 mg/24 hours) 
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Fic. 5—Mrs. Y. Relationship of changes in body temperature, pulse, basal metabolic rate, and hours of 
sleep to the psychic state during 2 disturbed periods and the interval between them. 


Fic. 6—Mrs, Y. Dai don ot AIT ids and corticoids in relation to the psychi 
Mrs. Y, Dail: eti f 17-ketosteroids and corticoids : psychic 
ee Over a 4-month A A masae period interrupted the study for a few days at the time of onset 
the Second deep stupor. 
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tended to be delayed; when given at the beginning 
of the retarded phase the stupor did not occur. 
ACTH had no effect on the B.M.R. although the 
rise in 17-ketosteroid that occurred normally at the 
onset of her stupor was accompanied by an elevated 
metabolic rate. ` 

` In a preliminary trial, before the above informa- 
tion was obtained, cortisone had been administered 
to this patient by intramuscular injection for 3 
days just prior to the onset of the stuporous phase. 
As a result of this trial the attack was delayed for 
3 weeks and the patient said she “had never received 
such wonderful medicine.” 


IKS mo 


Fic. 7—Mrs. Y. Results of 2 trials with differ- 
ent preparations of ACTH, 4 days intramuscular 
followed by 2 days intravenous. The test in April 
was during an interval period; the test in July was 
just prior to the stuporous phase. 


It would appear that there exists in this 
patient an abnormal, increased production of 
adrenal androgens with a normal (though 
perhaps relatively deficient) secretion of cor- 
ticosteroids. This patient also exhibited a 
low basal metabolic rate during the interval 
phase in spite of the fact that her serum pro- 
tein-bound iodine? was normal and showed 
no significant increase when the B.M.R. rose 
in the retarded period. Beginning before 
the next retarded period it is proposed to de- 
termine whether moderate doses of cortisone, 
at a time that anticipates the mental disturb- 
ance, or if necessary continually, will provide 
permanent, specific, corrective therapy in this 
patient. : 


2 These data were obtained with the collaboration 
of Dr. M. W. Johnston, Department of Medicine. 


Discussion 


The results presented suggest that in the 
group of schizophrenia known as periodic 
catatonia, there are some cases that demon- 
trate abnormalities in the urinary excretion 
of certain hormones, presumably a reflection 
of their production by the adrenal cortex. 
There was also found during the interval 
periods in all 3 cases studied, a subnormal 
basal rate of oxygen utilization by the tissues, 
even though the amount of circulating thy- 
roid hormone, in the one case where it was 
measured, was normal. In each of these pa- 
tients the basal metabolic rate increased 
sharply at the time of the mental disturbance, 
whether associated with motor excitement or 
retardation. In case 3 this was not accom- 
panied by any significant change in the serum 
protein-bound iodine. 

One can speculate on several possible ex- 
planations of the above findings. (1) The 
circulating thyroid hormone may not be all 
in a biologically active form during the inter- 
vals. If so, one would have to explain why, 
at the beginning of a disturbed period, thy- 
roid secretion reverts qualitatively to normal. 
(2) The tissue cells may be unable to utilize 
oxygen at a normal rate under the influence 
of a normal amount of thyroid hormone. In 
this case one has to postulate that some 
change occurs at the onset of the disturbed 
period that enables the cells to increase their 
metabolic activity. (3) An imbalance of cir- 
culating hormones, mainly from the adrenal 
cortex, may be responsible for a thyroid hor- 
mone antagonism or a direct intracellular in- 
hibition of oxygen utilization. There is no 
evidence that an endogenous correction of the 
imbalance gives rise to the increased basal 
metabolic rate at the onset of the disturbed 
phase. Evidence presented from case 2, that 
thyroid administration failed to affect the ad- 
renal response to ACTH, opposes the view 
that the hormonal imbalance is the result of 
impaired adrenal metabolism. 

The results described provide evidence 
that, when a deficiency of oxygen utilization 
and a form of adrenal hormone imbalance co- 
exist, therapeutic improvement may be 
achieved from either direction. If a relative 
deficiency of androgenic-type or corticostet- 
oid-type hormones has been established, ad- 
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ministration of the deficient hormone may 
prove beneficial. It remains to be demon- 
strated that such treatment has any consistent 
effect on the basal rate of oxygen consump- 
tion. The administration of thyroid hormone, 
until the level of cellular metabolism in- 
creased to normal or slightly higher values, 
had a striking effect on the mental health of 
2 of our cases. No reason for this effect has 
been established. Sackler et al.(14) postulate 
an “antidyne” effect toward adrenal corti- 
costeroids. This would fit in with our results 
on case 2 but would imply that thyroid would 
be without benefit in case 3, a situation that 
might explain differences of opinion on the 
value of thyroid medication(15, 16). Thy- 
toid hormone was in fact administered to 
this patient in November and December 1950 
without clinical improvement, but the period 
of trial may have been too short. We have 
Suggested that thyroid hormone may act by 
tendering the tissue cells less vulnerable to 
an existing state of hormonal imbalance. If 
this is true, then the ideal therapy should 
be a combination of thyroid and the deficient 
hormone in optimal amounts, 

Tt must be emphasized, as a result of our 
experience, that patients even in a carefully 
selected small group within the classification 
of recurrent schizophrenia may exhibit quite 
different, even directly opposite, types of en- 
docrine imbalance, Although one of our cases 
showed excitement and the other retardation, 
there is as yet no reason to suppose that the 
type of hormonal imbalance has any bearing 
on the nature of the motor disturbance. 

Pincus et al.(17) have reported that 70% 
of schizophrenic patients show a distinctly 
Subnormal adrenal response to ACTH. 

“Iss et al.(15), however, found that only 
30% showed a poor response to ACTH. in 
: fir series, Our study would suggest that 

ven in a selected group of schizophrenics 

‘te are some patients who do respond and 
others who do not. 
ed et al.(18) review the use of sex- 
ee and report their own success in the 

a ae of schizophrenia and other mental 
ee Our observations in case 2 show 
in conn May be good reason for this success 

certain cases, 


Cohn et al.(19) have been encouraged by 


their success in the treatment of a few pa- 
tients with cortisone. Case 3 in our series 
illustrates a type in which a similar result was 
observed and might well have been expected. 

The inferences to be drawn at present 
seem to be that there exists, in a proportion 
of mental patients (the figures yet to be de- 
termined), an imbalance of circulating hor- 
mones, which in some cases at least appears 
to be associated with a subnormal oxygen 
utilization by the tissues. It is possible that 
treatment of these patients with those hor- 
mones that are specifically needed in each 
case will lead to a high proportion of success- 
ful results. What seems clear is that the 
nature of the endocrinological abnormality 
must be defined. Until this is done, reports 
of random treatments, even in what is thought 
to be a uniform psychiatric group, will con- 
tinue to state that varying proportions of 
the patients showed improvement, 

Admittedly the method of determining the 
hormonal imbalance that we have used is too 
complicated to permit wide application. The 
response to ACTH may provide the basis 
for a simpler method of assessment. If certain 
groups of psychiatric patients can be classi- 
fied in terms of a particular type of hormone 
deficiency or excess, it will be possible to 
establish with greater accuracy the value of 
specific, corrective therapy. 


SUMMARY 


A detailed, metabolic investigation has 
been conducted in 3 cases of periodic cata- 
tonia over a period of 2-3 years. j 

Case 1, a woman whose illness dated back 
to 1939 and who for 3 years prior to the pres- 
ent study had experienced recurrent violent 
excitements, was found to have changes in 
basal metabolic rate and nitrogen excretion 
correlating with her phasic changes. The dis- 
turbance has been brought under control by 
treatment with thyroid hormone and she has 
returned to work. 

Case 2, a man whose periodic psychotic ex- 
citements date back to 1936, was found to 
have a relative deficiency in 17-ketosteroid 
excretion with normal corticoid output. 
ACTH caused a normal adrenal response 
only in the corticoid fraction. This patient 
also had a low basal rate of oxygen utiliza- 
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tion during interval periods and thyroid 
medication has brought his illness under 
control. 

Case 3, a woman with recurrent attacks of 
stupor since 1945, was found to have a rela- 
tive excess of 17-ketosteroids in her urine 
with marked increases just prior to the onset 
of the deep retardation. The adrenal re- 
sponse to ACTH was relatively good, with 
a somewhat greater increase in corticoids 
than in 17-ketosteroids. Preliminary trials 
with cortisone improved her mental state and 
may provide specific, corrective therapy in 
this case. 

The possible significance of the low rate 
of oxygen utilization and its relationship to a 
state of hormonal imbalance are discussed. 

The importance of a careful determination 
of the hormonal pattern is stressed, if the 
causes of certain types of mental illness are 
to be understood and the success of specific, 
corrective therapy is to be evaluated. 
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PROGNOSIS IN FRONTAL LOBOTOMY BY USE OF THE 
MALAMUD RATING SCALE: 


WALTER FREEMAN, M.D. Px. D., Wasumcron, D. C. 


Changes in behavior following frontal 
lobotomy have been observed, studied, and 
classified in considerable detail ever since 
psychosurgery was first introduced by Egas 
Moniz(1) in Europe and by Freeman and 
Watts(2) in this country. Rating scales for 
more refined analysis of behavioral changes 
have been employed by Sands and Malamud 
(3), Schrader and Robinson(4), and re- 
cently by Jenkins and Holsopple(5). These 
scales and others serve a useful purpose in 
indicating what elements in behavior are 
changed by lobotomy, and what elements are 
not, For instance, the marked drop in anxi- 
ety following lobotomy is accompanied by 
relatively less alteration in hallucinations and 
by little improvement in thinking processes. 
With minor variations, the findings of Sands 
and Malamud have been substantiated in the 
studies undertaken in connection with this 
one, 

A more delicate question, and one that re- 
quires somewhat different handling of the 
material, concerns the prognostic value of 
Tating scales, and of the Malamud scale in 
Particular. For such a study there must be 
careful evaluation of the patient before 
operation, and a long-range follow-up specif- 
ically in regard to social adjustment. Here 
it is not a question of studying the changes 
in behavior following lobotomy but rather 
of revealing the favorable and the unfavor- 
able aspects of behavior that may guide the 
Psychiatrist and the surgeon in the selection 
of patients for operation, In view of the 
multitude of other factors, such as age, sex, 
education, diagnosis, duration, previous treat- 
aN and so on, a reasonably large number 
ot individuals must be studied, and statistical 
methods applied, so that the significance of 


Ne observations can be satisfactorily estab- 
lished, 


MATERIAL AND METHODS 


3 AS Original case material consisted of 
— submitted to one form or an- 
bogi Eom the Department of Neurology and Neuro- 
Pr Surgery, George Washington University. 
sented before the American Neurological As- 
tion May 9, 1952, 


other of lobotomy. Among these were 622 
cases of prefrontal lobotomy in the Freeman- 
Watts series. All these patients were followed 
for at least 2 years (and many of them for 
Io years or more) or until death. The other 
main group consisted of 498 cases of trans- 
orbital lobotomy, which were followed, with 
one exception, from 1 to 6 years. Personal 
interviews, telephone conversations, letters, 
and photographs constituted the main sources 
of information. Reports from physicians, 
hospitals, and relatives were included. When 
there was divergence in the opinions as to 
the social effectiveness of the operated pa- 
tient, the statements of the close relatives 
were taken as more accurate, in spite of in- 
clinations to optimism on the part of the pa- 
tient. However, when relatives closed their 
eyes to the social deficiencies of the patients, 
or on the other hand belittled their accom- 
plishments, it was a matter of judgment on 
the part of the investigator as to how to 
classify the patient. te 

The data concerning each case were as- 
sembled on work-sheets and transferred to 
punch cards for greater ease in handling. 
This study correlated the preoperative Mala- 
mud rating scale with the level of social 
achievement 2 years following prefrontal lo- 
botomy or one year following transorbital 
lobotomy. Study of the levels of achieve- 
ment at various stages after operation showed 
that at least one year was required for con- 
valescence and readjustment. For prefrontal 
lobotomy, 2 years were allowed. The level 
of achievement remained quite stable through 
2 subsequent periods, namely the 2-5 year 
and the 5-10 year period, while there was 
some falling off after 10 years, owing to re- 
tirement, etc. Also, the number of cases re- 
maining for analysis after 10 years was too 
small to be of great significance. 

Application of the Malamud scale before 
operation was made on the basis of personal 
acquaintance with most of the patients, as 
well as study of the clinical history. Some- 
times the scale had to be applied in retro- 
spect, that is, at a period after operation, in 
connection with the follow-up study. It 
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speaks well for the clarity of the categories 
selected by Malamud that from the progress 
notes in the records it was possible to obtain 
practically all the information desired. When 
the grading was done by others, it was only 
following a period of training in which re- 
peated ratings were made upon the same pa- 
tients, with checking against the figures 
selected by me. Malamud and Sands empha- 
sized the high degree of correlation achieved 
by different individuals studying the same 
patient, It is doubtful whether a similar high 
correlation could be achieved by different 
workers examining merely the records, but 
the validity has been checked as far as was 
feasible. Since upwards of 80% of the pa- 
tients were personally known, the errors 
were likely to be somewhat diminished. The 
Malamud scale was chosen because it was the 
most available and because it had been em- 
ployed in the study of lobotomy cases. The 
original form consisting of 19 categories 
was used,” because the study was well under 
way when Malamud’s revision (6) was 
brought out, and revising the scale would 
have necessitated too drastic changes in the 
setup of the work-sheets and punch cards. 
For study of the rating scale in compari- 
son with the level of achievement, the pa- 
tients were divided into 2 groups, those with 
good adjustment and those with poor adjust- 
ment. In the former group were included a 
small number of patients whose level of 
achievement actually surpassed their pre- 
psychotic state: This meant usually that the 
patients had broken down during their school 
years, and had never been employed previous 
to operation. Postoperatively these patients 
were all either fully employed or keeping 
house in satisfactory fashion. Two other 
groups were included among those showing 
a good level of social adjustment, namely 
those who had returned to the same level of 
social achievement that they had shown be- 
fore their illness and those who maintained 
themselves in partial or occasional employ- 
ment, or with some assistance were able to 
contribute to the home environment, There 
were 444 patients in this group that made a 
good adjustment in the years following 
lobotomy. 


? Data on sex behavior were inadequate and this 
scale was omitted. 


The group showing poor achievement con- 
sisted of all patients remaining in hospital 
whether or not they were employed there, 
and even though it seemed that satisfactory 
home situations would have permitted their 
discharge. Also included, however, were 
patients who were cared for at home or by 
paid employees outside the hospital. Thus it 
was not just the criterion of life outside of 
a hospital that determined whether the pa- 
tient would be placed in the group showing 
a good level of achievement. There were 
576 patients in this group with a poor level 
of achievement. The remainder, numbering 


Code: 
1, Bizarre 5. Careless 
2. Decorative 6. Slovenly 
3. Overmeticulous 7. Incontinent 
4. Neat 8. Smearing 


Fic. 1—Apprarance, The odds are against a 
patient who deviates too far from the normal in 
personal toilet. 


100 cases, were not included, either because 
of death or inadequate follow-up, or because 
they had been reoperated upon too recently 
for evaluation. 

When the statistical tabulations had been 
performed, their significance was checked by 
the chi-square method.. These are shown in 
Figs. 1-18. 


REsuts 


Unfavorable manifestations were dis- 
organization of thought processes in the di- 
rection of incoherence and scatter, and the 


. presence of hallucinations and delusions. Ex- 


ternally directed violence (destructive, bel- 
ligerent, combative) was less favorable as 
regards eventual high level of achievement 
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5. Quiet 

6. Underactive 
7. Retarded 

8. Stuporous 


2.—Moror Activity. 


m n 
3 1 9 6 is z 
5. Rigid 
Overdependent 6. Stubborn 
7. Resistive 
8. Negativism 


SPONSIVITY. Resistive and negativistic. 
ts are poor risks but not hopeless. 


Patien 
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Code: 
1. Destructive 5. Self-effacing 
2. Combative 6. Self-deprecating 
3. Belligerent 7. Self-mutilative 
4. Dominating 8. Suicidal 


Fic. 4.—Accressiveness. Externally directed 
aggression carries a poorer outlook than self-de- 
structive trends. 


5 
2. Meddlesome 6. 


7. Isolated 
8. Inaccessible 


3. Out-reaching 
4. Extraverted 
Fic. 5.—Soctarization. There appears to be no 
great significance one way or the other, 
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Code: 
1. Uncontrolled 4. Alert 
scatter 5. Detached 
2. Markedly distract- 6. Preoccupied 
ible 7. Disparative 
3. Moderately dis- 8. Completely 
tractible withdrawn 


Fic. 6— Arrention. Both ends of the scale 
weigh against the chances of the patient, but the 
significance is rather low. 


Code: 
1. Incessantly pro- 5. Terse 
ductive 6. Undertalkative 
2, Push of speech 7. Retarded- 
3. Overtalkative uncommunicative 
4. Voluble 8. Mute 


Fig. 7.—Sprecu. Nothing of note in this scale. 


Code: 
1. Omniphagic 5. Finicky 
2, Voracious 6. Anorexia 
3. Gluttonous 7. Refusal 
4. Indulgent 8. Tube-fed 


Fic. 8—Nurririon. There is little of prognostic 
value in the eating habits of patients. 


Code: 
I. Severe insomnia 5. Heavy sleep 
2. Moderate insomnia 6. Somnolent i 
3. Restless sleep 7. Lethargic | 
4. Light sleep 8. Comatose 
Fic..9—Steer. The more insomnia the better, 


as far as prognosis in lobotomy is concerned. Still, 
the significance is rather low. i 
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Code: 
1, Disruptive 5. Indifferent 
2. Scattered 6. Uninterested 
3. Overactive 7. Resistive 
4, Eager 8. Incapacitated 
(psychiatrically ) 


Fic. 10—Worx. The tall columns on the right 
dominate the picture, but the results of lobotomy 
appear to be unrelated to working capacity. 


Code: 
1. Exhilarated 5. Pessimistic 
2. Euphoric 6. Somber 
3. Gathusiastic 7. Despondent 
4. Optimistic 8. Deeply depressed 


lob 


atient’ 
Patient's mood before operation. 


oe 11—Moop. The level of achievement after 
pomy is not significantly correlated with the 


I. Spontaneous out- 4. Demonstrative 


bursts 5. Reserved 

2. Explosively reac- 6. Inadequate 
tive 7. Bland 

3. Labile 8. Inappropriate 


Fic. 12—Arrecr. Spontaneous outbursts prob- 
ably occur in response to hallucinations, There is 
a two-to-one chance that patients showing spon- 
taneous outbursts will turn out poorly. Propor- 
tions are reversed in cases of labile affect. 


Sh ES. Aai Aa a SS e 


Code: 
1. Confused 5. Restricted 
2. Scattered-disoriented 6. Depersonalization 
3. Superficial 7. Cloudy 
4. Diffuse 8. Unconscious 


Fic. 13—AWARENESS. There is no great 
significance in this field. 
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REIT) oe Ti a 
Code: 2. Code: 

1. Panic 5. Hyposensitive 1. Hallucinated—de- 5. Introspective 

2. Anxiety—guilt 6. Phlegmatic luded 6. Self-observing 

3. Tense-irritable 7- Dull 2. Ideas of reference 7. Conversions- 

4. Hypersensitive 8. Apathetic 3. Autism hypochondriasis 

Fic. 14.—Feetinc. None of the operated pa- 4. Projective 8. Obsessions—phobias 
tients could be considered normal in feeling tone. Fic. 16—Content. Hallucinations and delusions 


Selecting only such features as anxiety-guilt (fa- were present in a majority of patients, with both 

vorable) and dull and apathetic (unfavorable), good and poor level of achievement. The great 

one would be on relatively safe ground in predict- disparity, however, shows the ominous significance 

ing the outcome, of hallucinations. On the other hand, obsessive 
preoccupations are of good omen. 


SSS Ss at gg 


5 


Code: Code: 
1, Irrelevant 5. Concise 1. Confabulation 5. Generalized 
2. Flight 6. Brief 2. Fabrication 6. Mildly defective 
3, Tangential 7. Impoverished 3. Obsessively 7. Severely defective 
4. Circumstantial 8. Blocked reminiscent 8. Amnesia 
Fic. 15—Assoctations. Only the extremes are 4. Detailed 
unfavorable, and even these of no outstanding sig- Fic. 17—Memory. Again, the extremes are 


nificance. unfavorable but of minor significance. 
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Code: 
1. Fragmented 5. Critical 
2. Alogical 6. Rationalization 
3. Loose 7. Obsessive— 
4. Shallow hair-splitting 


8. Obsessive—doubt 
„Fic. 18—Tuoucur Processes. Disorganiza- 
tion of thought processes is highly unfavorable. 
This item in the scale probably is the most signifi- 
cant of all. 


than was self-directed violence (self-depre- 
cating, self-mutilative, suicidal) but of less 
value in forecasting eventual results than the 
Preceding. None of the other items in the 
scale was of outstanding significance. 

Top rating for favorable manifestations 
was attained in the field of obsessive mani- 
festations (obsessions, _ hypochondriasis, 
doubt, compulsions). Heightened feeling 
tone (anxiety, guilt) and labile affect were 
of favorable significance, though extremes of 
both (panic, spontaneous outbursts) were 
unfavorable. Dullness and apathy were 
ominous. It was surprising to find that the 
Mood of the patient had so little value in 
Prognosis, The other items in the scale 
achieved a generally lower significance as far 
aS Prognostic value was concerned. 


DISCUSSION 


While the occurrence of disordered thought 
Processes is one of the deterrents to psycho- 
Surgery, nevertheless, this symptom was 
oe in a sufficiently large number of pa- 
a who regained a good level of achieve- 
ee. So that of itself, this symptom should 
not be accorded too great importance in re- 
‘Sars Patients for psychosurgery. The same 
ped be said of hallucinations and delusions. 

Yen flattened affect did not appear from the 


figures to be an absolute handicap to return 
to useful existence. From this it would ap- 
pear that estimation of flattening of affect 
may be unreliable, and that patients whose 
affect is supposed to be flattened may actually 
be restrained rather than deteriorated or 
emotionally dilapidated. 

The second point of importance that ap- 
pears from this study is the composite clinical 
picture of the patient who comes most often 
to psychosurgery. Such a patient is halluci- 
nated, deluded, and aggressive and his 
thought processes are disordered. According 
to the figures presented here, these are the 
items that carry the worst prognosis as far as 
a good level of social achievement is con- 
cerned. There appears to be a paradox here, 
because if patients were excluded because of 
these familiar manifestations there would be 
a greatly reduced application of surgical 
methods in the treatment of mental dis- 
orders, The solution to the question lies in 
the objectives of operation. If the objective 
of the operation is understood as being the 
modest one of relieving the patient from his 
overwhelming distress, then his later adjust- 
ment at the level of hospitalization or home 
invalidism may be considered as having justi- 
fied the operation, On the other hand, a good 
level of social adjustment can be achieved in 
a respectable number of similar cases, in 
spite of these ominous signs, when other 
aspects of the psychotic illness are given due 
weight. Since this paper deals only with the 
rating scale, such other factors in prognosis 
must be omitted. In order to achieve best 
results in lobotomy, patients should be se- 
lected who reveal anxiety, obsessive thinking, 
and suicidal ideas. As long as affect and 
feeling remain high and the patient is fighting 
his disease, there is a good chance of a su- 
perior result. 


SUMMARY 


More than 1,000 lobotomized patients were 
graded according to level of achievement 
after convalescence had been completed, and 
their preoperative rating by the Malamud 
scale was studied in order to determine what 
factors were of good and bad omen. Favor- 
able indications appeared in the fields of 
anxiety, obsessive thinking, and self-directed 
violence, while unfavorable indications ap- 
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peared in the fields of hallucinations and de- 
lusions, scattered thought processes, and ex- 
ternally directed violence. 

The apparent paradox was disclosed that 
patients came to operation most frequently 
because of the latter phenomena. Since the 
objective of psychosurgery is to relieve over- 
whelming suffering, anything gained above 
this, as far as level of achievement is con- 
cerned, makes the operation even more 
worth while. The surgeon and the psychia- 
trist, working together, can select patients 
who will give almost any desired level of 
achievement. From the practical standpoint, 
the Malamud rating scale offers a modest 
predictive criterion for the selection of pa- 
tients for psychosurgery. 
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INTRODUCTION 


Scientific research such as the present, 
which is not in the mainstream of current 
work, should be prefaced by a justification. 
A great many correlations can be demon- 
strated in biological investigations that are 

` either artifactual or peripheral. The chance 
unearthing of relatedness of this type has fre- 
quently been followed up with an ad hoc 
theory and the progress of the science con- 
siderably delayed in investigating and dis- 
proving such claims. 

At times in the following pages the data 
of biochemistry are dealt with in an unusual 
manner and since correlations are made with 
gross morphology (somatotype) we have 
felt the need of detailing how and why the 
Present study came about. 

In our researches in schizophrenia we have 

felt increasing need of developing a method- 
ological approach that is capable of describ- 
ing the total organism. Almost all authorities 
agree in stating that schizophrenia is a type 
of disorganization. To comprehend the na- 
ture of this disorganization we are required 
to find a means of first describing the or- 
ganization. 
_ The few reports in the literature on rela- 
tionships of body type to biochemical and 
other biological measures had been supple- 
mented by unpublished studies of our own. 
Our reason for choosing body type as a start- 
mg point is most succinctly put by Sinnott 
(17) : “Form is the external representation of 
——— 


a The 2 senior authors are responsible for the 
tistical and theoretical formulations. 
Director of Research, Rockland State Hospital, 
rangeburg, N. Y., and Research Associate, De- 
partment of Neurology, College of Physicians and 
rons, Columbia University. The present study 
os done while this author was Director of Re- 
earch, Worcester State Hospital, Worcester, Mass. 


Won esearch Service, Worcester State Hospital, 


grcester, Mass. 
Pathology Laboratory, Memorial Hospital, 
prcester, Mass. 
ogy en cester Foundation for Experimental Biol- 
> Shrewsbury, Mass, 


organization.” As the present study demon- 
strates, the use of “form” actually does pro- 
vide an excellent preliminary indication of 
biochemical organization. 

Organization is expressed both by struc- 
ture and function; structure being a process 
that develops through an extended time in- 
terval, while function is a more immediate 
process (or reaction). 

Frequent attempts have been made to re- 
late function (whether by Rorschach, keto- 
steroid output, or autonomic reactivity) to 
an organizational concept (schizophrenia, 
psychopathic personality, neurosis, etc.). Al- 
most universally the evidence found for such 
relationships is encouraging, but it fails to 
be definitive. 

We feel that one reason for this failure is 
that long-term processes (structure) are not 
sufficiently taken into account, and that the 
expression of immediate functioning may 
be obscured by the expression of a more ex- 
tended process (such as structure). For ex- 
ample, the blood pressure response to an 
immediate stimulus (function) will depend, 
among other things, on the muscular devel- 
opment of the heart, the degree of sclerosis 
of the vessels, and other structural factors. 
Both are expressions of cardiovascular or- 
ganization and neither can be fully under- 
stood without the other. 

In this paper we have attempted to pre- 
sent the relationships of a long-term process 
(structure, i.e., morphology) to certain sero- 
logical measures whose fluctuations have 
generally been attributed to relatively short- 
term processes. 

We have used somatotype as our mor- 
phological index, not from a conviction that 
it is ultimately the best index, but because it 
was a measure available for our subjects 
from independent sources, and seemed to 
show a reasonable reliability. We use it pri- 
marily as a general index and have, in the 
discussion, indicated how we would approach 
the establishment of a more discriminating 
organizational system. 
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Unquestionably our implied attempt even- 
tually to encompass the entire biochemical 
(and ultimately the entire biological) field by 

such organizational description is an ambi- 
tious one. Yet such a comprehensive ap- 
proach seems necessary to describe anything 
so complex and yet so integrated as a human 
organism. 


METHOD 


In the course of an unrelated study ap- 
proximately 1,000 patients at the Worcester 
State Hospital were photographed, and soma- 
totype ratings were made by Dr. William H. 
Sheldon. Subsequently 35 women were se- 
lected as tending to represent the extremes 
of endomorphy and ectomorphy with a few 
representatives of intermediate types. 

In Sheldon’s system of morphological eval- 
uation(16) ratings are given to each of 3 
basic components on a 1-7 scale. Endo- 
morphy theoretically represents the endoder- 
mal development, which is evidenced by 
roundness, softness, and fatness. Mesomor- 
phy theoretically represents mesodermal de- 
velopment, characterized by muscular, osse- 
ous, and connective tissue development. Ecto- 
morphy represents the ectodermal develop- 
ment and is primarily recognized by linearity 
and fragility of structure. Individuals in 
whom one of the components dominates are 
illustrated in Figs. 1, 2, and 3. 

The patients continued to reside on their 
usual wards and hospital routine remained 
unaltered except that, on 3 successive days, 
blood samples were taken prior to the morn- 
ing meal. The following 16 indices were de- 
termined daily on these blood samples: al- 
bumin, globulin, A/G ratio and total protein 
(14), NPN(7), sugar (8), cholesterol(2), 
hemoglobin, color index, RBC, WBC, polys, 
lymphos, eosinophiles, transitional cells, and 
basophiles. 

Fifteen of the male patients on the re- 
search ward were subjects in a study of 
variability ° that involved approximately 50 
indices, including these same 16 measure- 
ments. Each determination was made on 5 
separate days over a 2-week period with con- 


€ Undertaken cooperatively with the Memori 
Hospital and the Worcester Foundation e el 
mental Biology, and Dr. R. Wittenborn of the Yale 
University Department of Psychology. This study 
is to be reported in a subsequent paper. 


ditions similar to those under which the data. 


on the females were collected. Positive re- 
lations between somatotype and serology in 
the female group led us'to investigate whether 


- the relationships held for the males. Soma- 


totype ratings were, therefore, obtained on 
these men and, while they did not tend to 
represent the same morphological extremes 
as did the females, the distribution did rep- 
resent a moderately satisfactory range. The 
number of men was less than we would have 
used had they been selected for the present 
study, but we considered it large enough for 
confirmatory purposes, since 5 determina- 
tions of each index were made on each man. 
Correlations for the males and the females 
were performed separately. 


RESULTS 


Table 1 presents a summary of results on 
14 of the 16 indices. Figure 4 is a graphic 
illustration of one of these correlations. Val- 
ues of basophiles and transitional cells have 
been omitted because the small values meant 
that the degree of reliability was less than 
that for the other data. 

The highest correlation is between ecto- 
morphy and albumin-globulin ratio. In both 
the males and the females this correlation 
was better than .70, which, with the present 
number of cases, means that there was less 
than one possibility in over a thousand that 
this would occur by chance. The most dra- 
matic aspect of this was that in the females 
the correlation was a positive one, i.e., the 
higher the ectomorphy the higher the A/G 
ratio, whereas in the males the correlation 
was equally good, but was negative, i.e., the 
higher the ectomorphy the lower the A/G 
ratio. This reversal of correlation between 
male and female also holds, as one might ex- 
pect, for both albumin and globulin inde- 
pendently. 

The apparently contradictory trends are 
clarified to a considerable extent if one con- 
siders the range of absolute values as pre- 
sented in Fig. 5. It is not unreasonable to 
expect that serodynamics would, in part at 
least, depend upon the absolute values in- 
volved. These are quite different for the 
male and female groups. Table 2 demon- 
Strates that those women whose range of 
absolute values is most similar to the male 
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ranges (the ectomorphic females)-also show particular serological index, is indicative of 


PAG *-somatotype correlations rather sim- 


a far more orderly pattern of response than 


ilar to the male values.* The existence of a has been previously suspected. 


TABLE 1 


RELATION OF SOMATOTYPE CoMPONENTS TO CERTAIN SEROLOGICAL MEASURES 
IN 34 Psycmoric FEMALES (MEAN or 3 DAILY DETERMINATIONS) AND 15 
Psycuotic Mares (MEAN or 5 DAILY DETERMINATIONS) 


Endomorphy 
Males Females 
Albumin * 527 —.567 
Globulin * . —.511 628 
A/G ratio* .. +552 —718 
Total protein * . .270 —.134 
NPN —.402T —.054 
Sugar ... —.272 341 
Cholesterol .. .261 +303 
Hemoglobin . -603 -158 ł 
.120 —.087 
283 -198 
-021 .082 
—.167 —.307 
143 090 
176 —.123 


‘Mesomorphy Ectomorphy 
Males Females_ Males Females 
659 —.163 —.660 -493 
—218 -477 677 —.675 
.410 —.407 —.738 -723 
497 -184 —.281 —.0II 
—.252 t —.108 —.477 t 086 
477 477 —.020 —-404 
241 230 —112 —.308 
+345 .217ł —.565 —.246 ł 
.005 —.183 —.329 .009 
156 -345 —.141 —,.222 
—.053 044 —.123 —.141 
—413 —.259 217 232 
474 237 220 243 
—.206 —.127 044 .008 


Nore: Correlations of .349 and .449 (Snedecor) are at the 5 and 1% level of confidence respectively for the females. 


ecause of the smaller number of 


teens and Walsh method(14). 


of males the necessary correl 
Independent determinations by Howe(12) meth 


are .514 and .641. 


lations for this grow 5 641. 
were in same direction but not as 


Serum determinations were done on the males(12). The laked blood method used on the females(7) was also done on 


the males and showed correlations in the same di 
Female values were obtai 


ined by visual (Hayden Hauser) inspection me 


but (as in the females) not so marl 


in contrast to values for the males more 


accurately obtained by Coleman photoelectric spectrophotometer. 
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at 4.—Relationship of endomorphy to A/G 
cng This figure is illustrative of the type of cor- 
$ ation found in Table 1; in this instance the per- 
ent of endomorphy is related to the albumin-globu- 
in ratio in the female subjects. 


ae, 
qontinuum’” of range (Fig. 5) involving 
x and somatotype, and characteristic of a 


‘Total Protein, albumin, globulin, and A/G ratio. 
ore eure 6 illustrates how it is possible for the 
Tall correlation of the females to be in a differ- 
direction from a subgroup. Here the over-all 
‘ation for women is negative, while the ecto- 

c subgroup shows a positive correlation. 


On the other hand the total protein does 
not show such clear linear correlations. The 
females as a group had only one subject. who , 
was dominantly mesomorphic and, as has 
been illustrated, the relative dominance of a 
somatotype component at times may be even 
more significant than its actual numerical 
rating. The fact that a group of the males 
was very definitely dominant in mesomorphy 
may well account for the .497 correlation be- 
tween total protein and mesomorphy, while 
the absence of a dominantly mesomorphic 
group may explain the lower (.184) corre- 
lation in the females. 

Nonprotein nitrogen shows a high positive 
correlation with ectomorphy, and a negative 
correlation with endomorphy in the males. 
The values in the females were in the same 
direction and the lower degree of correlation 
may well be due to the fact that a different 
method of determination was used. The laked 
blood method was used on both males and 
females, but serum determinations were done 
only on the males and it was these latter that 
showed high correlations. This suggests that 
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E ENDOMORPHIC FEMALES 
Fic. 5.—Range of serological response by sex 
morphic females are separated from those who are 


one of these 2 components are omitted. The males 
of the small number of cases, There is a continuum 


way between the males and the endomorphic females. 


TABLE 2 


CONTINUUM or PROTEIN-MORPHOLOGY CORRELATION 
WITH RESPECT TO SEX AND SOMATOTYPE 


že Bs 
Correlation Sa S 
coefficient 3 gg 88 
between and a a a 
Endomorphy Albumin +.527 +.176 —.215 
Globulin = —.511 +41 +.476 
A/G ratio +.552 —103 —Azr1 
Mesomorphy Albumin +.659 +.1902 +.045 
Globulin —.218 —.712 +.302 
A/G ratio -+.410 +750 —.106 
Ectomorphy Albumin —.660 +:277 —.039 
Globulin +677 —275 —.504 
A/G ratio —738 +.304 +363 


similar values might have been found in the 

females had the same method been used. 
Both males and females showed a high 

positive correlation between mesomorphy and 
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and somatotype. In this figure the dominantly ecto- 
dominantly endomorphic, and those not dominant in 
are not broken down into somatotype groups because 
of range, in which the ectomorphic females fall mid- 


fasting blood sugar levels. The discrepancy 
between males and females as to direction of 
correlation with endomorphy is probably due 
to the fact that the females with high en- 
domorphy were also high in mesomorphy. 
This makes it impossible to evaluate the con- 
tribution of mesomorphy and endomorphy 
independently in this female group. Also, 
since sugar showed significant positive cor- 
relation (.47) with globulin, the discrepancy 
between the male and the female data may be 
related to the globulin difference. The higher 
degree of correlation with mesomorphy and 
the fact that endomorphy correlates nega- 
tively in the males leads us to believe that the 
mesomorphic component is the important 
one in respect to sugar values. 

Goetler et al.(4), in a series of nonschizo- 
phrenic males, have reported significant rela- 
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i tionships between mesomorphy and choles- 


terol of a much higher order than we ob- 
‘tained. Despite the lower correlation, our 
T results do not lead us to question either his or 
” our own findings, but introduce a provocative 
speculation as to whether or not the relation- 
“ship between constitution and serological 
levels may not differ in schizophrenics and 
“normals.” The striking difference between 
males and females in respect to globulin may 
also reflect itself in the cholesterol values, 
since cholesterol has a high (.78) correlation 
with globulin, as was the case with sugar. 


GLOBULIN 


MESOMORPHY 
Fic. 6.—Opposing correlations between group and 
Subgroup. The apparent contradiction between the 
fact that the total group of females may show a 
Correlation in one direction, while a subgroup of 
ig females shows a correlation in the opposite di- 
ection, is clarified by the present figure. The fe- 
male group as a whole shows a positive correlation 
between globulin and mesomorphy (solid line), while 
the ectomorphic females (open circles) simultan- 
E show a high negative correlation (broken 


The hemoglobin values for the men were 
much more accurate than for the women, 
Since, in the former group, a photoelectric 
Spectrophotometer was used. Had this 
Method rather than the visual inspection 

Method been used on the females a similarly 
high correlation would have been expected 
_ Since the visual method, which was also done 
_ On the males, gave orders of correlations 

Similar to those reported here for the females. 
Hf this relation between hemoglobin values 
pi: and Somatotype holds true for “normal” as 

Well as schizophrenic individuals the im- 
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portance for clinical medicine is considerable, 
as will be subsequently discussed. 

The quite definite relationship between 
mesomorphy and both polys and lymphos (in 
both sexes) would have considerable diag- 
nostic importance in clinical medicine if the 
same relationship is found among “normals.” 
If such a relationship is not found in the 
“normals” the present results would then be 
of considerable significance in the study of 
schizophrenia. All the indices have been cor- 
related against weight as well as somatotype 
to investigate the possibility that we are deal- 
ing primarily with differences due to total 
body mass. Weight is, of course, highly cor- 
related with somatotype and thus a fairly 
high order of correlation would be expected, 
more or less artifactually, wherever a high 
correlation with body type is found. That 
the correlations found with weight were 
largely of such an artifactual nature is evi- 
denced by the fact that they are essentially 
in the direction that would be predicted from 
the somatotype, but they are not as high. The 
correlations of weight with blood cellular 
components, however, are sometimes higher 
than the correlations with somatotype, sug- 
gesting that body mass may be an important 
factor here. We feel that this may, in part, 
explain the fact that the blood cellular values 
correlated less highly with somatotype than 
the blood chemistry values. We are, there- 
fore, at present reworking our data to deter- 
mine if, by the addition of a correction factor 
for total blood volume, these correlations 
will not be improved. 

In addition to the measurements in Table 1, 
an additional 11 serological values and 10 
urinary values were obtained on the male 
patients. The correlations of these measure- 
ments with somatotype are given in Table 3. 

Owing to the small number of cases 
it was impractical to carry out tests of sta- 
tistical significance based on groupings in 
terms of dominance of a particular somato- 
type component, There were only 3 endo- 
morphs, 4 mesomorphs, and 4 ectomorphs 
among the males, and 10 ectomorphs, I meso- 
morph, and 22 endomorphs among the fe- 
males (the rest having equal dominance in 
more than one component). Despite this 
handicap the groups differed markedly in 
respect to numerous measurements. There is 
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no question that if the same trends are shown 
to continue in a larger number of subjects 
the reliability of the differences will be sta- 
tistically demonstrable. Evidence from an- 
other study of urinary values suggests that 


TABLE 3 


CORRELATION or URINARY AND ÅDDITIONAL SERO- 
LOGICAL MEASURES WITH SOMATOTYPE IN 15 MALE 


SCHIZOPHRENICS 

2 2 > 

A E € 

co o E 

EI E £ 

3 3 $ 

a a A 
17-ketosteroids (15) 550 344 —.547 
17-ketosteroids/creatinine 528 041 —.454 
Phosphate(4) ..........05 . 
Phosphate/creatinine . 


Uric acid(5)* sia. ae.. 
Uric acid/creatinine * 


Creatinine(6) ....... Ș 
Urine volume .. 
Fa n DRA RENA sh: 5 
Hematocrit .... Baw x 
Total cell volume ......... 617 179 —.715 
Total blood volume(9,10) . 023.149 :093 
Serum volume(9, 10) ..... —.060. .080 220 
Red blood cell volume 

COMO ear ent, etn -129 218 —.060 
Red blood cell volume/serum 

volume ............ 297 4173. —.478 
Cholesterol esters (3) 288 188 —.oor 
Free cholesterol ... 1042 156 ~~ .00 
Phospholipids (4) tes 122 4317, —.069 
Cholesterol/phospholipids .. .203. —.001 —.064 
Free/total cholesterol ..... —.367 279.080 


* Values obtained in the Worcester State Hospital labora- 
tory by Sally Bergen and Jean Minor, under the direstien 
of Dr. F. Elmadjian, 


patients with 35% or more ectomorphy react 
differently than those with less than this de- 
gree of ectomorphy (Fig. 7).° 
Since our primary interest was in organiza- 
tional patterns rather than somatotype per se, 


9 A striking similarity of results was independently 

obtained in the measurement of circulatory response 
to injections of adrenalin and mecholyl, indicating 
the consistency of this pattern in fields other than 
the biochemical. In this study of normal males the 
t ectomorph” group was made up of individuais with 
ratings of 3% or above in ectomorphy, and the 
nonectomorph” group members were rated 3 or 
below in ectomorphy. The similarity of “breaking 
point” (at about 35%) for both Figs. 7 and 8 sug- 
gests that something other than a simple linear 
pattern may be involved. 

In other cases, circulatory response can be grossly 
correlated with a morphological component in a 
direct linear manner (see Fig. 9). 
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it was inevitable that when we found 2 or 
more indices correlating with somatotype we 
would investigate how they correlated with 
each other. Scattergrams were made relat- 
ing each biochemical index to every other bio- 
chemical index. The frequent regularity of 
an individual’s particular relationship to the 
group was strongly indicative that we had 
hit upon a method that offered possibilities of 
a much more discriminating descriptive tech- 
nique than gross morphology. Illustrations 
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Fic. 7.—Relationship of ectomorphy to urinary 
values. The figure illustrates a positive correlation 
of urinary values for subjects with more than 35% 
ectomorphy, in contrast to a negative correlation for 
individuals rated less than 35% in ectomorphy. 

Mem. per hour in the case of sodium, potassium, 
and ketosteroids and mgm. per minute in the case 
of uric acid were each divided by creatinine in grams 
per 24 hours to obtain the units for the ordinate 
scales. 


of this individual-to-group relatedness are 
given in Fig. 10. It can also be seen from 
this figure that certain patients tend to fall 
into subgroups in which all the members re- 
act in a highly similar manner. These groups 
were originally selected on the basis of mor- 
phology, but as can be seen from Fig. 10 


certain individuals are consistently found ina ` 


subgroup other than the anticipated one. 

Again, the small number of cases made it 
inadvisable to follow through with cluster 
(multivariate) analysis, which was the next 
obvious step. The existence of such clusters 
had been postulated on purely theoretical 
grounds by members of our group in a previ- 
ous publication(13). 
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Fic. 8.—Percent change in systolic blood pressure response to injections of adrenalin and mecholyl. 
Following a one-hour rest period in a reclining position, a group of normal controls were given injec- 
tions of mecholyl, followed, after a suitable time interval, with injections of adrenalin. The percentage 
increase in systolic blood pressure has been plotted, and the difference is evident between subjects with 
ratings 3.5 and above in ectomorphy and those rated 3.0 or below. (“The Morphological Variability in 
Systolic Blood Pressure Responses,” Blair, J. H., Kline, N. S., and Lategola, M. T. Submitted for pub- 
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„Fic. 9.—Relation of somatotype to orthostatic 
Citculatory response. An index combining pulse rate 
ia Pulse pressure was established as indicative of 
becwlatory response. After a “basal” condition had 
wen cached, the tilt table on which the subjects 
“re resting was tipped so that compensating cir- 
eee mechanisms were evoked. When the per- 
ae age of ectomorphy is plotted against the per- 
ii tage displacement of the pulse rate-pulse pres- 

EN index a high positive correlation is found. 
te in from “The Relationship of Somatotype to 

Presa ct of Orthostasis on Pulse Rates and Blood 
ine in ‘Normal’ Healthy Men” by Lategola, 


~ T. M. A. is, Bi k 
University.) Thesis, Biology Department, Clari 


Discussion 


Simple linear correlations between somato- 
type and a number of serological indices have 
been shown to exist despite certain demon- 
strable co-existent regularities and relation- 
ships that would tend to complicate the pic- 
ture. An instance of this other more complex 
type of regularity is evidenced by the corre- 
lation of somatotype with protein fractions 
(as shown in Table 2). It is evident that 
there is not simply a dichotomy of response 
in the sexes, since when the ectomorphic 
women are considered separately it is found 
that their response is intermediate between 
the endomorphic women and the men. The 
protein response of men and women, on closer 
analysis, is more suggestive of a continuum 
than a dichotomy. 

The confirmation of other relationships 
that the data have suggested requires a more 
extensive series and is, therefore, not pre- 
sented here. 

It is probable that the final relationship be- 
tween morphology and biochemical function 
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when these values have diagnostic meaning 
with a much greater degree of accuracy. 
For instance, a poly count of more than 65% 
would appear to be a definite elevation if 


will not be a simple linear one. This study, 
however, has demonstrated that certain linear 
somatotype-biochemical function relation- 
ships do hold and may be of use for certain 
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Fic. 10—Patterns of blood chemistry response (females). The characteristic relation of an individ- 
ual to the group is indicated by subjects 1, 2, 3 in these figures. The 3 subjects were chosen because their 
responses were at the extremes of the group distribution. In these cross correlations of 6 separate indices 
they maintain their peripheral positions with remarkable consistency. On 2 of the graphs the abscissa scales 
are reversed from the conventional in order to illustrate better the consistency of individual-to-group 
relatedness. 

The distribution of the individuals in the upper 2 graphs gives the impression of 2 separate linear re- 
gressions. The solid dots, representing the mesomorphic endomorphs, show a positive correlation between 
total protein and A/G ratio, while the open circles (the ectomorphs) show a strong negative correlation. 
To a lesser degree these opposing trends are evident in the relation of albumin to globulin. In the lower 
graphs the difference between the 2 groups is primarily one of range. 

Subjects A, B, and C, in addition to giving further illustration of the consistency of individual-to-grouP 
relatedness, are interesting exceptions to the somatotypic trends. Subject A, although an ectomorph, con- 
sistently falls into the endomorphic pattern of response. On the other hand, subject B, an endomorph, 


shows typical ectomorphic responses. The responses of subject C are always such that she could be char- 
acterized as a member of either group. 


practical purposes, not only to physicians but 
to physiologists, psychologists, chemists, or 
anyone using human biochemical responses. 
If the normal range of such values as hemo- 
globin, A/G ratio, percent of lymphos and 
polys, blood sugar, cholesterol, etc., is related 
to somatotype it may be possible to determine 


mesomorphy is high, whereas for individuals 
with low mesomorphy readings up to 75% 
are not uncommon. An ectomorph with more 
than 40% lymphos probably has lymphocyto- 
sis, while this is a common level for the meso- 
morph. This same type of relationship ™ 
respect to the other indices may provide 1m- 
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portant information in diagnosing such con- 
ditions as diabetes, anemia, hypertension, and 
whether or not an infectious condition is 
present. 

These findings also suggest that fundamen- 
tally different mechanisms of metabolism 
may dominate in the different somatotypes. 

If our current studies do not demonstrate 
these same relationships in nonschizophrenic 
individuals we will have gained important 
knowledge about schizophrenia itself. This 
would then suggest a type of disorganization 
in which there is “abdication of central in 
favor of peripheral control” (1) of function 
with consequent “rigidity” and loss of or- 
ganismic adaptability. 

The existence of a dependably individual 
and characteristic pattern of response for a 
particular subject in relation to the other in- 
dividuals in the group has been indicated. 
The reaction is “typical” for the individual 
insofar as his responses bear a relatively 
fixed relationship to each other from one test 
to the next. Individuals appear to fall into 
“types of responders” and, in some cases, 
the type shows a high correlation with soma- 
totype. However, there are occasional pa- 
tients who consistently react as though they 
ought to be” of a different somatotype. 

, Obviously somatotype is not “causal” nor 
Is it adequate of itself to conceptualize the 
dynamic patterns that are indicated here. 

We feel that once the elements in these 
clusters of responses have been demonstrated 
and validated they themselves will suggest 
other “models” by which these reactions and 
types of reactors can be described and re- 
lated.10 
as 

Appreciation is expressed to the Wenner-Gren 

Sundation for their support of these projects. 


CONCLUSIONS 


1. Significant linear correlations between 
somatotype and certain biochemical indices 
have been demonstrated. 

2. In addition to linear relationships the 
existence of more discriminant patterns in- 
volving both sex of the subjects and mor- 
phological groupings is illustrated. 

3. By cross correlations of the various in- 
dices, individuals are shown to have a typical 
pattern relative to the rest of the group, 
which may be even more consistent than the 
pattern based on morphology. 
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THE VALUE OF SUBCONVULSIVE ELECTROSTIMULATION IN 
THE TREATMENT OF SOME EMOTIONAL DISORDERS: 


EUGENE A. HARGROVE, M.D., A. E. BENNETT, M.D., anp FREDERICK R. FORD, M.D. 
BERKELEY, CALIF. 


The use of faradic current in the treat- 
ment of psychiatric problems was first ad- 
vocated by Berkwitz(1) in 1939. In 1949 
Hirschfeld(2) described the technique of 
nonconvulsive electrostimulation, with a 
prior anesthetic dose of Pentothal to mini- 
mize the factor of pain. Alexander(3) in a 
separate study in 1950 found that electro- 
stimulation could be used following con- 
vulsive shock to relieve apnea and laryngo- 
spasm. Subsequently he observed that elec- 
trostimulation combined with convulsive 
shock relieved patients of memory loss and 
posttreatment anxiety, This led to the use 
of subconyulsive electrostimulation in other 
problems such as anxiety states and to its 
combination with electroshock therapy in 
some of the depressive reactions. Both 
Alexander and Hirschfeld emphasized the 
point that psychotherapy was essential in the 
successful use of this method. In Hirsch- 
feld’s opinion electrostimulation was contra- 
indicated in patients with any observable de- 
pression, and Alexander noted that depres- 
sive reactions were usually unaffected or 
worsened by nonconvulsive electrostimula- 
tion, 


PURPOSE 


The reports of these workers led us to 

- investigate subconvulsive electrostimulation 
in the treatment of patients with anxiety 
states or neurotic depressive reactions. 
Originally we planned to compare treat- 
ment in a total of 150 patients, using electro- 
stimulation alone, electrostimulation com- 
bined with psychotherapy, and psychotherapy 
alone on 50 patients each. However, the use 
of electrostimulation alone brought a number 
of serious complicating problems, including 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
From the departments of psychiatry, Herrick 
' Memorial Hospital and the A. E. Bennett Neuro- 
psychiatric Research Foundation, Berkeley, and the 
University of California, San Francisco, Calif. 
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delayed panics and abreactions; and early 
analysis of the treatment indicated such poor 
results that we abandoned this approach 
after treating 20 patients. The significance 
of results in so small a group is questionable, 
but does in our opinion indicate a definite 
trend. The recovery rate seemed unlikely to 
approximate that of the other 2 methods. We 
have therefore deleted this group from the 
statistical study, although we include per- 
tinent comments upon it. 


TECHNIQUE 


Using the Reiter machine, we have slightly 
modified the technique outlined by Hirsch- 
feld. The patient, without special prepara- 
tion, is anesthetized with 5 to 20 cc. of 25% 
or 5% Pentothal until the lid reflex is absent. 
With the machine set at moderately high 
modulation, the current is turned on at 10 to 
12 milliamperes and after 15 to 30 seconds 
is reduced so that the patient begins to 
breathe in a slow regular manner. The treat- 
ment then continues until the Pentothal no 
longer covers the pain, usually a period of 
2 to 5 minutes. 

When the current is stopped, some patients 
at once return to a moderately deep sleep 
from which they can be roused by placing 
them in the sitting position. Others remain 
quiet for a short time even though awake, 
while still others begin abreacting immedi- 
ately. The abreaction has a tendency to de- 
crease in direct proportion to the number of 
treatments. Unless the patient is too deeply 
narcotized he will ordinarily awaken in less 
than 5 minutes. 

Psychotherapy is begun as the patient re- 
sponds to the spoken word, in a twilight of 
consciousness that takes on characteristics 
of narcoanalysis. Therapy is directed at cur- 
rent problems, with whatever background 
investigation is necessary to treat the symp- 
toms. The depth of therapy remains flexible, 
determined by the problems involved. The 
ideas is interpreted or not, as deemed 

est. 
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MATERIAL 


The study includes only those patients 
whose predominating symptoms were anxiety 
or depression. The 50 patients given a total 
of 589 electrostimulations with psychother- 
apy have been compared with 50 patients 
treated by psychotherapy alone. The pa- 
tients on psychotherapy alone were seen a 
total of 631 times. The patients in either 
group were unselected. The first 50 were 
treated by the combined method and the sub- 
sequent 50 by psychotherapy alone. As noted 
above, the 20 cases treated by electrostimula- 
tion alone were dropped from the formal 
statistical study. 
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psychotherapy. Table 1 compares results of 
the methods in these cases. By way of com- 
ment, the 14 patients treated by electrostimu- 
lation alone showed an improvement rate of 
less than one-tenth that of the group on 
psychotherapy alone. 

Table 2 compares the treatment time of 
the 2 groups. An average of 23 periods was 
required for improvement on the combined 
treatment. The number of treatments varied 
from 7 to 42. The group on psychotherapy 
alone required an average of 15 interviews. 
The variation was from 2 to 43. Itis inter- 
esting that none of the patients on electro- 
stimulation combined with psychotherapy 


TABLE 1 
ANXIETY: RESULTS or TREATMENT 
No change Improved Recovered Total 
Electrostimulation with psychotherapy... 23 (64%) 7 (20%) 6 (16%) 36 
Psychotherapy alone.........++++seeeeee 6 (17%) 20 (57%) 9 (26%) 35 
TABLE 2 
ANXIETY: TREATMENT TIME 
No change Improved S Recovered 
Number Number Number 
of treat- Aver- of treat- Aver- of treat- Aver- 
ments age ments age ments age 
Electrostimulation with psychotherapy........ 3-23 9 7-42 23 6-24 13 
Psychotherapy alone........ccceseeeereeeeees 2-12 6 2-43 15 2-22 1 


RESULTS 


Tn evaluating the results we have classified 
the patients in 3 groups: no change; im- 
Ploved (work capacity regained, some symp- 
toms still present) ; socially recovered (re- 
turn to normal efficiency, without symp- 
toms), 

Of the 50 patients treated by the combined 
pate of electrostimulation and psycho- 
cee 36 had the predominating symptom 
mie About two-thirds of the patients 
Ba ed to respond; one-fifth improved and 
: Out one-fifth made social recoveries. In 
Ta ae treated with psychotherapy alone, 
social alf improved, more than a fourth made 
eo o vetes, and no change occurred in 
o ana fifth. The group on psychotherapy 

ne thus did more than twice as well as did 
dee’ on combined treatment. More than 
E E ourths of them improved or recovered, 
ES mpared to slightly more than a third of 

€ on electrostimualtion combined with 


made adequate improvement in less than 7 
treatments, while with psychotherapy alone 
definite improvement often occurred in 2 
interviews. For social recoveries the time in 
treatment was roughly similar with either 
method. The combined treatment averaged 
13 periods, with a variation from 6 to 24 
treatments; in the group on psychotherapy 
alone the average time was Ir interviews, 
with variations from 2 to 22. 

Of the so patients treated by electrostimu- 
lation with psychotherapy, 14 had the pre- 
dominating symptom of depression. The re- 
sults in this group are compared with those 
on psychotherapy alone in Table 3. Nine of 
the patients on the combined treatment failed 
to show any change; none were classified as 
improved, and 5 made social recoveries. Of 
the 15 patients treated by psychotherapy 
alone 4 failed to show any change. Thus, 
more than a third of this small group im- 
proved sufficiently to be discharged and 
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the remaining third made social recoveries. 
Again, the group on psychotherapy showed 
results much superior to those in the com- 
bined treatment group. It is noteworthy that 
those treated for depression by electrostimu- 
lation alone failed to respond, with the ex- 
ception of a single patient. 

Comparing the average time in treatment 
(Table 4), we observed that recoveries were 
equally fast with either psychotherapy or 
electrostimulation combined with psycho- 
therapy. The variation in number of inter- 
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and dependence, as shown by the patients’ 
associations. These components do not ap- 
pear in equal proportion in the orthodox 
method of psychotherapy, nor are they spe- 
cifically created by the therapist in the treat- 
ment situation. Ordinarily the psychother- 
apist manages depressions and anxieties by 
focusing on the current problems and the 
dynamic factors that have produced the 
symptoms. He is a permissive person to- 
ward whom the patient can direct and venti- 
late his feelings. The artificial elements in- 


TABLE 3 
DEPRESSION: RESULTS OF TREATMENT 
No change Improved Recovered Total 
Electrostimulation with psychotherapy..... T RS 9 (64%) o 5 (36%) 14 
Psychotherapy alonen. s\n s.swiab a ienen kepe Aarnes 4 (27%) 6 (40%) 5 (33%) 15 
TABLE 4 
DEPRESSION: TREATMENT TIME 
No change Improved Recovered 
“Number Number Number 
of treat- Aver- of treat- Aver- of treat- Aver- 
ments age ments age ments age 
Electrostimulation with psychotherapy........ 3-25 9 o o 8-32 16 
Psychotherapy alone..........cesceeccvesceee 6-20 10 4-22 12 9-28 15 


views was also roughly similar—g to 28 and 
8 to 32, respectively. No patients treated by 
the combined method were classified as im- 
proved. Patients who improved on psycho- 
therapy required an average of 12 inter- 
views, with variations from 4 to 22 hours. 
The patients who showed no change aver- 
aged about the same number of sessions. 


DISCUSSION 


Analysis of the results of treatment has 
been surprising. The results have not con- 
firmed our expectation of an equal number 
of improvements or recoveries by either the 
combined method or that of psychotherapy 
alone. The use of somatic treatment creates 
some problems that may slow or actually 
prevent recovery. Probably the most im- 

ortant factor is the mechanics of the treat- 
ment situation. The patient is put to bed, is 
then hurt by the introduction of a needle, and 
subsequently put to sleep by the use of Pen- 
tothal. The procedure automatically and un- 
necessarily, in our opinion, introduces ele- 
ments of hostility, seduction, masochism, 


volved in electrostimulation, however, re- 
quire extra handling and add more intense 
transference problems than usually enter into 
treatment. This fact may explain in part 
the increased number of failures in the group 
treated with combined electrostimulation and 
psychotherapy, and in part the almost com- 
plete failure of electrostimulation alone. 


A dream of a male patient who was receiving the 
combined treatment emphasized the elements of 
masochism and seduction. In the dream he consulted 
the referring physician who indicated that a treat- 
ment would be in order. A giant syringe was fille 
with Pentothal and attached to a needle about 12 
inches long and 3 inches in diameter. The frightened 
dreamer tried to escape, “but the doctor caught me 
and inserted the needle into my leg, no, into my 
hip.” It hurt for a minute, Then the patient became 
hot and flushed all over, but immediately felt re- 
lieved and awoke the next morning to find that al 
his symptoms had temporarily disappeared. Upon 
return for his next treatment the patient showed 
markedly intensified anxiety. 

The element of exaggerated dependence is illus- 
trated by the case of a 38-year-old white male who 
sought relief from an incapacitating fear of heart 
trouble. Although he seemed to enjoy thoroughly the 
12 treatments by the combined method and looked 
forward to treatment days, he made no improve 
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ment. On carbon dioxide inhalations in much the 
same setting the patient showed a similar reaction. 
With reluctance he agreed to a change of treat- 
ment. In psychotherapy vis-à-vis he began to im- 
prove with 6 interviews and has since continued to 
make progress. 


These observations are related to the poor 
results seen early in our use of electrostimu- 
lation alone. The therapist left the patient 
completely alone immediately at the end of 
electrostimulation. We felt that this method 
frustrated the very needs of the patient, who 
was denied the chance to form some type of 
relationship with an understanding person. 
At first the patient often did not seem to miss 
the doctor, but always after a few treat- 
ments he showed a greater urge to talk over 
his problems with the doctor. Stopping the 
patient in order to maintain the controlled 
situation must therefore have implied to him 
that we were not actually interested either 
in what he had to say or in the patient 
himself. 

Abreactions following electrostimulation 
are definitely related to the use of Pentothal 
and the machine. The presence or absence 
of the therapist has no effect on the quantity 
or quality of the feeling expressed. Certainly 
no one is more alone than the patient in the 
midst of a massive emotional binge, without 
the doctor to listen, reassure, or direct him. 

The countertransference varied as consist- 
ently as did the transference. It has oc- 
curred to us that perhaps the only value of 
lectrostimulation in this type of case is that 
it gives an insecure therapist a screen of 
Medication and machinery behind which he 
may hide himself and his feelings. What- 
ever the attitude of the therapist was, the pa- 
tient in time came to think of it as containing 
elements of hostility. 

Tn the course of therapy by the combined 
method we have observed a number of panic 
Teactions. These always occurred after the 
Patient had left the treatment session, and 
therefore caused both the patient and his 
pores a great deal of anxiety. Some pa- 
tents refused to return for further treat- 
ee or insisted on changing the treatment; 
others had to be hospitalized. When the 
is treatment was not discontinued 
p eonen of the panic reaction had to be 
ey ved before therapy of the presenting 
Ymptoms could be continued. 
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For example, one female patient became anxious 
and fearstricken on returning home from treatment. 
Her panic produced disorganization resembling 
psychosis. Fleeing from the house she was ap- 
prehended by police and placed in the county psy- 
chopathic ward, where she remained until released 
for hospitalization and further treatment by one 
of us. 


The quality and quantity of the abreaction 
is an important factor. Theoretically, the ab- 
reaction should determine the rate of therapy. 
Unfortunately, the intense expression of feel- 
ing so early in treatment appears to arouse 
further anxiety. If the patient were able to 
handle free ventilation of his feelings he 
would probably not be in treatment. The 
sudden release of the dammed-up emotions 
is thought of in terms of weakness or dis- 
grace. In psychotherapy the true feelings 
come out gradually as the patient judges is 
appropriate and as he feels safe to express 
himself with the therapist. Electrostimu- 
lation completely destroys this natural in- 
hibition, causing a flood of feeling. Often 
this sudden display is not only unacceptable 
to the patient but seems to him presumptuous, 
since he has known the therapist so short a 
time. This may well account for the panic 
reaction. 

The abreaction has been reported to differ 
from that seen in narcosynthesis, but we 
have observed no difference. For example, 
if the desired depth of anesthesia could not 
be attained without undue pain or the risk 
of massive doses of Pentothal, we treated a 
few patients in the early stages with narco- 
synthesis alone. The abreaction appeared the 
same in intensity and duration as under elec- 
trostimulation. 

We have not found electrostimulation of 
value in the treatment of depressions. About 
twice as many patients recovered or im- 
proved on psychotherapy alone as on the 
combined treatment. In treatment of symp- 
toms of anxiety the results were equally 
poor. 

In our series of a total 903 treatments 
given to 83 patients, 5 instances of true 
Pentothal sensitivity occurred in 3 to 9 treat- 
ments. Coupled with the inherent risk in 
anesthetizing any patient, the poor results of 
treatment indicate that the risk is hardly 
worth while. 

A financial factor must also be considered. 
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The patient often requires so much Pentothal 
as to incapacitate him for all or part of a day. 
This is not true in psychotherapy. He must 
also pay for the use of machinery, linens, 
medication, and nursing care, which are no 
part of psychotherapy. 


CONCLUSIONS 


1. A total of 120 patients have been treated 
for anxiety and depression with subconvul- 
sive electrostimulation combined with psy- 
chotherapy, with electrostimulation alone or 
with psychotherapy alone. 

2. Less than one-fifth of the patients 
treated with psychotherapy alone for the 
symptom of anxiety failed to improve or re- 
cover, as compared with almost two-thirds of 
those treated by the combined method. The 
group on electrostimulation alone, although 
too small for comparison, indicated a trend 
toward poorer results than those observed 
with the other 2 methods. The average time 
required for social recovery by any method 
is roughly similar. 

3. In depressions 11 of 15 patients treated 
by psychotherapy improved or recovered, 
whereas by the combined method only 5 of 
15 made comparable gains. The smaller 
group treated with electrostimulation indi- 
‘cated poorer results than with the combined 
treatment. The duration of treatment in 
each method is roughly similar, 

4, The use of electrostimulation combined 
with psychotherapy in the treatment of anxi- 
eties and mild depressions may add problems 
that retard treatment or prevent recovery. 

5. The explosive ventilation of feeling 
that electrostimulation undoubtedly causes is 
at best a temporary relief. It has no part in 
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the long-term approach to amelioration of 
the patient’s symptoms that only a process 
of reeducation can achieve. The introduction 
of pain, seduction, inappropriate dependence, 
or indulgence in masochism does not achieve 
reeducation in any sense, and our results 
emphasize this belief. 

6. Treatment of patients with the pre- 
dominating symptoms of anxiety or mild de- 
pression by electrostimulation is in our pres- 
ent experience second choice to treatment by 
psychotherapy alone. 
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A COMPARISON BETWEEN UNIDIRECTIONAL CURRENT NONCON- 
VULSIVE ELECTRICAL STIMULATION GIVEN WITH REITER’S 
MACHINE, STANDARD ALTERNATING CURRENT ELECTRO- 
SHOCK (CERLETTI METHOD), AND PENTOTHAL IN CHRONIC 


SCHIZOPHRENIA + 


D. H. MILLER, M. B., Topexa, Kans., J. CLANCY, M. B., WEYBURN, SASK., 
AND 
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Nonconvulsive stimulation has now been 
used for a wide variety of disorders(1-4). 
Wilcox(3) in a study of chronic psychotic 
patients of all types stated that there was 
improvement in ward behavior in such cases, 
irrespective of age distribution, and in 
chronic schizophrenia the cumulative im- 
provement rate was reported to be 19%. By 
improvement was meant a difference in ward 
behavior (i.e., wetting, soiling, destructive- 
hess, and noisiness), and no attempt was 
made to assess any change in the psychosis. 
Martin(5) used ECT indiscriminately in 
improving patient standards on a back ward; 
he also changed the environment and as- 
sessed his results in consultation with the 
nursing staff. He stated that in 72 male pa- 
tients bed wetting fell from 48 to 40, and that 
25 out of 62 patients became more coopera- 
tive and interested in ward activities. None 
of his patients engaged in occupational ther- 
apy so progress was also measured by will- 
ingness to enter into simple play and to go 
for walks. He found that 9 months after 
treatment 60% of patients “improved.” Vari- 
ables introduced into these assessments were 
Psychotherapy, environmental manipulation, 
and in some cases intravenous barbiturates. 
Wilcox stated that he considered the most 
important factor in improvement was the 
Production of grand mal seizures, but Pa- 
cella(6) has shown that in involutionals, 
acute paranoid states, and manic-depressive 
Psychosis, the results with ECT (Cerletti) 
and Reiter’s convulsions are very similar. 
aos et al.(7) have shown that under an 
<2 7onmental situation wherein a high level 
om the Saskatchewan Hospital, Weyburn, 
*Social Biologist, 


of patient activity is possible there is no 
change in the patient’s psychosis and al- 
though social performance improves there is 
no statistically significant change in ward be- 
havior as regards accessibility of the patients 
to the staff and activity levels over a period 
of 2 months. 

The aim of the present experiment was to 
compare the effects of unidirectional current, 
nonconvulsive stimulation with Pentothal, 
Pentothal alone, and standard alternating 
current electroshock on a chronic schizo- 
phrenic psychosis and on the social perform- 
ance of chronic schizophrenic patients under 
similar environmental conditions. Social per- 
formance was measured by the ability of 
patients to engage in occupational and rec- 
reational activities, in their accessibility to 
the staff and each other, and an improvement 
in their social behavior as regards cleanliness, 
verbalizing, and toilet habits. 


METHOD 


Of 40 patients living in a similar environ- 
ment, all of whom were originally diagnosed 
as suffering from catatonic schizophrenia, 
who had been hospitalized for an average 
period of ten years, a random 30 were treated. 
Of these 40 patients, 37 had received com- 
binations of the following during their ill- 
ness: electroshock, insulin, metrazol, and 
hydrotherapy, but none had received any 
treatment for one year preceding the investi- 
gation. These 30 were divided at random 
into groups of 10 and the 3 groups were 
treated each morning on the following basis: 
(1) ECT to give a grand mal seizure, 
(2) Pentothal grs. 74 I. V. given rapidly to 
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anesthesia, (3) Pentothal grs. 74 I. V. plus 
nonconvulsive stimulation given for 5 min- 
utes, Reiter Model CW. 47 was used with 
position 1 and a high value of modulation, 
5 milliamps of current being given. The left 
temple always received the positive pole and 
the electrodes were placed one inch above 
the top of the middle ear. Wilcox obtained 
optimal results with 20 treatments and there- 
fore that number were given; Pentothal and 
nonconvulsive stimulation were given 5 times 


disagreement between them as to the results 
recorded. The factors considered in social 
performance were cleanliness, continence of 
urine and feces, willingness to undertake 
occupational and recreational activities (ac- 
tive occupation), and to attend entertain- 
ments (passive occupation), ability to ver- 
balize and interest in their environment. The 
physicians’ assessment was primarily con- 
cerned with the presence of the known clini- 
cal signs of catatonic schizophrenia. 


TABLE 1 


RESULTS IN THREE TYPES or TREATMENT 


No. of pts. 
actively 
employed 


(A) Patients treated with nonconvulsive 
stimulation (10 cases) 
At end of pretreatment period of 1 week... 6 
At end of posttreatment period of 2weeks.. 9 
(B) Patients treated with 73 grs. Pentothal 
intravenously, (10 cases) 
At'end of pretreatment period of 1 week... 2 
At end of posttreatment period of 2 weeks.. 10 
(C) Patients receiving ECT (10 cases) 
At end of pretreatment period of 1 week... 4 
At end of posttreatment period of 2 weeks.. 9(8) 
Total (30 cases) 
At end of pretreatment period of 1 week... 12 
At end of posttreatment period of 2 weeks.. 28} 
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* Figures in brackets are those recorded 1 day after termination of treatment, 


+ Significant difference. 


weekly over a period of 4 weeks ; but to avoid 
the development of confusional states, ECT 
was given only for 3 weeks. 

Patients were assessed by staff according 
to the method of Miller et al.(7) before 
treatment commenced, after the cessation of 
treatment, and at an interval of 2 weeks fol- 
lowing. The state of the patients’ psychosis 
was thus assessed by 2 of the authors and in- 
dependently by 2 other physicians, who were 
not aware what treatment the patients were 
receiving. The ward staff who had patients 
allotted to them assessed their social perform- 
ance independently of each other at 2-day 
intervals. At least 4 staff members were con- 
cerned with the assessment of each patient, 
and it was found that there was no significant 


The results were assessed with chi-square 
and Yates correction(8). Chi-square is in 
this method a measure of significance and 
assesses the probability of a finding being due 
to chance. In this study the patients were 
compared before and after treatment but in 
another paper the authors have discussed the 
alteration in their state relative to controls in 
a similar environment, 


RESULTS 


The figures in Table r show that there is 
no significant difference between the results 
obtained with the 3 types of treatment. Two 
of the patients on ECT became transiently 
confused, and it was on the whole much 


—-> 


1953] 


D. H. MILLER, J. CLANCY AND E. CUMMING 


619 


more difficult to give this treatment owing 
to the anxiety aroused. Pentothal was easy 


to give but one patient had a violent abreac-. 


tion after each treatment. Of the 3, Reiter 
stimulation was the most time-consuming. 

Continual observations were made on the 
patients, and in the table the bracketed figures 
are those recorded one day after treatment. 
To obtain a significant change in group per- 
formance in any one quality at least 4 people 
of a group of 10 must improve. These fig- 
ures therefore do not affect the results. Over 
the whole treatment group 16 patients began 
to engage in occupations of various sorts, 
such as woodwork, painting, braiding, etc., 
and also engaged in active games such as 
curling, ice-skating, and indoor ball games. 
Eight patients who were previously not pre- 
pared to attend entertainments of various 
types did so. Both these figures are signifi- 
cant (in the one chi-square = 16.87500, in 
the other 5.103167). Davies’(g) finding that 
patients tend to engage only in recreational 
activity and stop short of useful work was 
not confirmed as all patients who became 
active were prepared to take part in both rec- 
Teational and occupational therapy. The staff 
were asked to assess whether a patient was 
interested in his environment and only if 
there was independent agreement among the 
staff was it accepted that this was so. Of the 
whole group of 30 patients, 12 became thus 
Interested and this difference gives a chi- 
Square of 11.134969, which is again highly 
Significant. Since all the patients became 
Continent of feces a state of “perfection” in 
this respect was reached, and the statistical 
method outlined above is not applicable. 

It will be noted from the table that there 
Was an over-all improvement in the patients’ 
Social performance but only in the specific 
qualities discussed above was this greater 
than chance would dictate. 
ie here was parallel to this social change 
ae, change in the state of the psychosis 
i wn by the patient. Wexler (10) has noted 

at in a chronic schizophrenic woman treated 
Hee therapeutically after ro months the 
P ness became more acute. The authors have 
tied the great variability of ob- 
t cC symptoms in chronic schizophrenia 

even allowing for this there is a signifi- 


cant increase in the number of patients in 
whom hallucinations could be demonstrated. 
The number of patients observed to be hal- 
lucinating rose during the treatment from 
20 to 30. This figure is greater than chance 
would dictate. In other respects there was 
no significant change in the psychotic picture. 


SUMMARY AND CONCLUSIONS 


In this study it has been demonstrated that 
under environmental conditions wherein op- 
portunity for activity was available there is 
an improvement in the social performance of 
chronic schizophrenic patients treated with 
ECT, nonconvulsive stimulation under Pen- 
tothal, and Pentothal alone. The improve- 
ment does not vary significantly with the 
various types of treatment. ECT was the 
most difficult treatment to give owing to the 
apprehension shown by the patients. Al- 
though there was a change in all the social 
qualities discussed this was significant only 
as regards the increase in activity of the pa- 
tients both actively and passively and in the 
interest the staff felt they showed in their 
environment. Three patients who were in- 
continent of feces became continent. The 
only significant change in the patients’ psy- 
chosis was that all 30 were demonstrably hal- 
lucinating at the end of the experiment. It 
is felt that this may well be an indirect effect 
of the treatment in that the patients were 
participating more in a real world and pre- 
sumably the more acute evidence of illness 
is a defense mechanism. 
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PSYCHIATRIC FINDINGS IN FATIGUE* 
ROBERT S. SCHWAB, M.D.? anp THOMAS DELORME, M. D., Boston, Mass. 


Fatigue is the commonest of experiences, 
yet few can define or describe it accurately. 
In muscular exercises such as chopping 
wood, a normal man sooner or later “feels” 
tired, pants, sweats, and stops to rest. After 
a few minutes he has recovered and can go 
at it again. Likewise the normal man may 
feel at the end of a busy day “all tired out.” 
A brisk game of tennis, a hot shower, and a 
good meal restore him so much that 4 hours 
of dancing is taken on without effort. 

What one man can do as compared with 
another is a tremendous variable. Further- 
more, the work output of the same individual 
under one set of circumstances, compared 
with another performance under different 
conditions, is a second important variable. 

When a normal person is doing a certain 
task involving voluntary work of the muscles, 
such as sawing wood, fatigue of the muscles 
develops and along with this there is the 
usual subjective feeling or awareness of tired- 
ness. At a certain point, the desire to con- 
tinue the work and the wish to stop it and 
Test are exactly balanced, and work ceases. 

This point in stopping is postponed when 
Motivation to continue is increased and occurs 
earlier if the motivation is lowered. There- 
fore, a third variable—the point of stopping 
must be considered in voluntary work of 
any kind, 

All this is familiar to normal life. Fatigue 
Sut of proportion to the work done, fatigue 
a won’t disappear with rest (cessation of 
: € work) is called chronic fatigue or patho- 
Ogical fatigue; and therefore requires other 
Measures than rest to remove it. 
fee with chronic fatigue interfere seri- 
on — the high efficiency demanded in 
— “my, Navy, and Air Force; and in in- 
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dustry they are a source of reduced output, 
lowered quality, and inefficient operation. 
Tired lookouts lead ships into disaster ; and 
weary engineers miss essential red signals. 
Fatigue is often associated with poor judg- 
ment, omission of essentials, and unpredicta- 
ble and other serious mistakes. ` 

The word “fatigue” includes both muscu- 
lar impairment and the subjective feeling or 
awareness of tiredness. The two are very 
different(1). Muscular impairment with ab- 
normal fatigue curves that show lowered out- 
put of work will be found in the neurological 
diseases of the muscles, nerves, and brain. 
They will not be found in normal, healthy 
people and probably not in nervous people 
who complain of fatigue. Therefore, the feel- 
ing of tiredness in such people is due to emo- 
tional and situational problems connected 
with their lives and stresses therein. 

The location of this “fatigue” is in the 
mind, which, of course, is in the brain. There- 
fore, rest of the muscles as a treatment of 
such patients is not the logical or correct 
remedy. 

In a living organism it is important that 
there be a number of protective mechanisms 
to prevent the effector organ with its long 
recovery time from ever being completely 
fatigued. These belong to the same group 
of servomechanisms or negative feedback 
systems that are so well known in engineer- 
ing and electronics. The centrifugal speed 
governor on a steam engine is perhaps the 
best known example of such a mechanism. 
The reader is referred to the monograph on 
this subject as applied to the nervous system 
and behavior in man by Professor Norbert 
Wiener (2). In animals and man that part 
of the brain where volitional action and con- 
sciousness exist becomes fatigued before the 
conducting pathways and effector organs. If 
this were not so, for example, overdriving 
of the muscles of respiration would soon 
render them completely fatigued. They 
would not respond to further stimuli, respira- 
tion would cease, and death of the whole or- 

ism would follow. In the human subject 
cardiac arrest from fatigue that lasted more 
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than 10 or 12 seconds might be fatal and 
would invariably produce unconsciousness. 
With the utmost determination of will power 
a track athlete can fatigue his leg muscles 
so that he is unable to support himself after 
crossing the finish line—and falls to the 
ground—but he can still move individual 
muscles voluntarily and all are excitable to 
electric current or reflex stimulation (the 
tendon reflex is elicitable in such cases( (3). 
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lated by suitable rests and straps. The work 
done was found by direct measurement of 
the length of the resulting lines that made 
up the ergogram and multiplied by the factor 
in the pulley system. The result was ex- 
pressed as kilogram-centimeters. 

In many observations the electromyogram 
from the muscles being tested, obtained by 
surface electrodes, was recorded by a Grass 
inkwriter on the same paper as the ergogram, 


AFTER PROSTIGMIN 


WORK DONE= 3255 kg. 


Fic, 1, Voluntary ergogram of a patient with myasthenia gravis before and after injection of 1.5 mg. 
Prostigmin methyl sulfate and 0.6 mg. atropine sulfate (standard diagnostic ampoule). 

The electromyogram is shown on the upper tracing and the ergographic curve below. The two are syn- 
chronous as to time. The amount of work done in each test is indicated in the figure. 


The proprioceptive impulses from the 
working muscle and tendon, plus possible 
feedback impulses from the pyramidal tract 
system, added to complicated and unknown 
associated stimuli, “fatigue” the cells in the 
voluntary centers long before the muscle cells 
become exhausted. Nerve cells require less 
than a second to become refractive and re- 
cover in a second or two(4). Muscle cells 
when exhausted require 5 to 15 minutes for 
recovery, 

We have experimented with a number of 
types of ergographs. We found the spring 
type not satisfactory. The use of a weight 
raised by a simple pulley system was easy 
to adjust, and gave more constant and re- 
liable results. The weight activated a pen that 
wrote on the paper of the usual kymograph. 
The muscles used could be reasonably iso- 


In other examinations, the work was de- 
termined by having the subject hang from an 
overhead bar. The flexor muscles of both 
wrists are the ones under contraction in such 
atest, The end point is the time the subject 
can hang on to the bar. Electromyograms 
can be obtained at the same time. 

In general, voluntary ergograms give Te 
liable records of fatigue curves—they show 
clearly the difference between weak muscles 
of a patient with early polio and the improved 
performance with recovery. They show with 
fair reproducibility the benefits of an 10” 
jection of neostigmin in the pathological 
fatigue of myasthenia gravis (Fig. 1)- But 
in patients with psychiatric fatigue who arè 
so influenced by suggestion, reassurance, 20 
other motivational factors voluntary €180- 
grams often are in error. For example, 2 
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patient with chronic fatigue, hysterical symp- 
toms, and inability to work showed a dra- 
matic improvement after injections of normal 
saline, chewing blank wax pellets, as well as 
those with cocaine (Fig. 2). 

Since the will of the subject in doing work 
tests may alter its amount, this must in some 
way be measured too. This level of motiva- 
tion is an essential variable, as will be shown. 
Some check on it is highly desirable, and 
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tion goes. Yet it causes a powerful contrac- 
tion of the muscle that can be accurately con- 
trolled by the waxing and waning pattern of 
6o of these waves per second. The large 
surface glass electrode over the motor point 
does not require electrode paste and is quite 
simple to attach. 

With this technique fatigue curves with 2 
or 5 kg. weights can be obtained (Fig 3). 
These do not involve motivation levels in the 
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Fic. 2. Voluntary ergogram of hysterical patient mentioned in the text. On the left is shown curve 
before the wax preparation containing no active drug was administered. The ergogram on the right shows 
the effect on his work performance of suggestion from chewing the blank wax pellet. Identical reactions 
were obtained after the injection of normal saline or if the subject chewed a wax pellet containing 0.5 mg. 


Cocaine, 


this involves the third type of fatigue test. 
This calls for a painless, simple, and repro- 
ducible way to stimulate the muscle by an 
electric current to avoid and check the vari- 
able levels of motivation, Such electrically 
induced ergograms have not previously been 
Possible in human beings. 

We first tried various conventional electric 
stimulators with mechanically produced wax- 
ing and waning patterns of the current, all 
of which were more or less painful even with 

€ use of skin anesthetics such as benzo- 
ine, We then found that the commercially 
available Batrow + unit was ideal for this 
Purpose. It furnishes a high-voltage (47,000 
volts) wave highly damped and of extremely 
Short duration, only 7 microseconds. This 
Produces no pain or other discomfort and, in 

‘ct, is almost imperceptible as far as sensa- 
tattis f 


or: instrument was provided by the Batrow 
atories, Inc., Branford, Conn. _ 


subjects and can be repeated after. suitable 
rest periods in identical form. For example, 
the extensor carp radialis when completely 
fatigued requires 12 minutes of rest to re- 
produce the same curve a second time (Fig. 
4). During the production of such electric- 
ally induced ergograms the subject usually 
does not experience any sensation of general 
fatigue even though the muscle itself is 
completely exhausted. 

We have shown in Fig. 5 that motivation 
levels determine the point of stop in an ex- 
ercise test. The effect of different levels of 
motivation in voluntary performance tests 
such as hanging from the bar, the time of the 
hanging being an indication of the work per- 
formed, have been described in other reports. 
We have confirmed the observations that the 
average time of a normal individual when he 
is told to let go when he is tired is approxi- 
mately a minute to a minute and 15 seconds. 
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If strong suggestion and encouragement are 
used, or hypnosis, this is prolonged—to a 
minute and a half. On the other hand, if a 
simple award, such as a $5 bill, is offered to 
the patient if he can beat the records that he 
previously had shown, he may run from 1} 
to 2 minutes, showing that the reward moti- 


NORMAL 


L eeooracml 7309 | 


PSYCHIATRIC FINDINGS IN FATIGUE 


1880 
4 


[Feb. 


jects would run to catch the second train was 
somewhat greater than the first, as indicated 
in the report to follow, and in about the same 
relation that the increase in hanging time was 
made by suggestion. A striking difference 
occurred during the last train’s departure. 
Missing this entailed in the case of most of 
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Fic. 3. Normal electronic-induced ergogram from the right gastrocnemius in a normal control. The 
amount of work is indicated on the chart in kilogram centimeters. The total work for the whole exer- 
cise is on the right side of the figure. Note the smooth regularity of the curve, the straight baseline, and 
the slight rise at the beginning of the tracing. This is seen in normal ergograms of this type and prob- 
ably represents increased efficiency from the dilatation of blood vessels occurring when the muscle that is 


active has a capillary bed that is 30 times that of the resting muscle. 
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Fic, 4. Electronic ergogram of normal extensor carpi radialis muscle that is repeated with identical 
Placements of the electrodes and dial settings of the apparatus a number of times after different intervals 
of rest, Note that the return to the previous level of performance is only 50% at 6 minutes and requires 


12-15 minutes for complete recovery. 


vation is probably higher than that from sug- 
gestion or hypnosis in certain individuals. 
Observations on the duration of time or 
distance before a man ceases to run in catch- 
ing a commuter train, when there were only 
3 available to get him home, were undertaken 
during the past 2 years by the author. As 
shown on the chart, the motivation to catch 
the first train was rather low, and the dignity 
of the person was preserved. The subject 
would.only run to or 20 yards, knowing that 
there were 2 other trains to get and that the 
time could be profitably spent in the station 
waiting for them, The distance that sub- 


the commuters a $5.00 to $10.00 taxi ride, of 
the need of spending the night in the city of 
Boston with the usual difficult explanation to 
wives as to what they were doing and why. 
The result of this increased motivation was 
that the people who missed the last train made 
a tremendous effort to get it. Dignity was 
thrown to the winds, the subjects would yell 
and wave their arms, drop their packages 
and sprint anywhere from 60 to 70 yards 
down the station platform, hoping that the 
train would slow down and pick them up» 
which, fortunately, it did whenever this ob- 
server was present. i; 
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Fis, 5. This figure represents in a somewhat 
diagramatic way the differences in performance un- 
der different motivation levels. The upper part 
shows the average time normal controls will hang 
from the bar before dropping off under 3 different 
motivation situations. The first is the ordinary test 
that a subject would do if he came to the laboratory 
as a normal control. The second is for better per- 
formance under strong suggestion and urging (hyp- 
nosis in some cases). The third is the simple re- 
ward motivation when a $5 bill was shown and 
promised to the patient if he would better the 2 
previous records. 

The bottom part of the chart is an average of the 
distance values estimated from the number of posts 
on a railroad station platform that a commuter will 
Tun before giving up when he has missed his train 
home in the evening. Again, there are 3 different 
Motivation levels, which correspond in a rough way 
to those of the upper part of the chart. The much 
better performance in running after the last train 
is due to the high motivation to eliminate the vari- 
ous nuisances and troubles involved in missing it. 


Tn situations where motivation is impaired 
by lack of interest, anxiety, or a conflicting 
wish, fatigue occurs sooner, for example: 


A 25-year-old assistant navigating officer on a 
Combat ship reported to a Medical Officer (RSS) 
that for the past 3 weeks he had been tremendously 
bothered by fatigue, especially during night watches. 

orking out bearings in convoy seemed intolerable, 
and the muscles in his back ached constantly. Some 
Simple changes in his duties and a mild sedative 


R. S. SCHWAB AND T. DELORME 


625 


failed to help, but one week later, after a mail call 
from an escort destroyer, all symptoms disappeared. 
His wife had written that her pregnancy was in 
order, of a financial windfall, and that his father’s 
supposed cancer was only a mild senile prostatitis. 
A much more strenuous series of night navigation 
problems was undertaken without any fatigue. This 
sort of situation is so common that anyone can quote 
similar instances. 


CONCLUSIONS 


We have studied fatigue curves in 65 
normal subjects, 50 patients with myasthenia 
gravis, 25 patients with Parkinson’s disease, 
50 patients with miscellaneous neurological 
conditions such as poliomyelitis, arthritis, 
and dystrophy, and 40 patients who did not 
have any structural disease of their muscular 
or nervous systems but whose complaint was 
chronic fatigue and who had symptoms of 
nervousness, indicating that their fatigue was 
of psychogenic origin. 

The site of pathology of the fatigue in the 
neurological cases mentioned may be in the 
muscle, the end-plate, or in the peripheral 
nerve. However, the source of the fatigue 
complaint in patients with chronic fatigue of 
nonneurological nature and not due to medi- 
cal diseases lies in the brain. Treatment of 
this type of disease must be directed toward 
determining the psychological causes of the 
fatigue and correcting them. The prescrib- 
ing of muscular rest with the idea that the 
muscles are at fault is a waste of time. 
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CLINICAL NOTES 


AN EVALUATION OF THE RESULTS OF TREATMENT OF 
33 PATIENTS WITH CARBON DIOXIDE INHALATIONS* 


JACKSON A. SMITH, M.D.,2 Houston, Texas 


Following the reports of Meduna and Wil- 
cox on the use of carbon dioxide in the treat- 
ment of morbid mental states, this method 
was used on 33 patients with anxiety, hys- 
teria, and depression. These patients were 
followed from 6 months to 2 years after 
treatment was initiated. In order to evaluate 
better the effectiveness of the method, psy- 
chotherapy was limited to a routine history 
and superficial reassurance during the period 
of administration of carbon dioxide. 

Usually treatments were given 3 times a 
week on alternate days for 4 weeks and then 
on a weekly basis, the schedule being varied 
depending on the patient’s status. The gas, 
a 30% carbon dioxide and 70% oxygen mix- 
ture, was administered by an oxygen mask. 
The technique and purpose of the treatments 
were explained to the patient. 

On an average, 32 inhalations were taken 
at each treatment ; however, this was altered 
depending on the response of the individual. 
The patient was asked to inhale as the ther- 
apist counted. The treatment was given with 
the patient in a supine position. 

Increased depth and rate of respiration, a 
tachycardia, and profuse perspiration were 
routinely found. Six of the patients regu- 
larly lost consciousness as judged by their 
failure to recall the last few numbered in- 
halations. None of the anxious-depressed 
group dreamed routinely ; and when they did 
dream, it was indefinite with only fragmen- 
tary impressions being recalled. This was in 
contrast to the hysterical group, all of whom 
stated ‘they dreamed if they “passed out”; 
usually these dreams were not clear. In 
some patients the dreams were very pleasant 
sensations and in others were sufficiently 
disturbing to cause anxiety after the treat- 
-~ ment. Four of the 33 patients showed ob- 
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jective and subjective improvement dur- 
ing the first 5 weeks. Of these 4, improve- 
ment has lasted from 8 months to 2 years. 
They had all adjusted satisfactory “inter- 
personally and intrapersonally” prior to an 
episode of acute anxiety. Two had phobic 
thoughts of a homicidal nature directed to- 
ward members of their families; they were 
extremely uncomfortable while plagued with 
these ideas. The most apparently beneficial 
results occurred in these 2 patients, both of 
whom obtained relief after the third treat- 
ment. Three of the hysterical patients de- 
veloped some dependency on the carbon diox- 
ide and would request a treatment before any 
particularly trying or unpleasant task. 

Hysterical patients frequently developed a 
transitory state of euphoria immediately fol- 
lowing treatment, which was not seen in 
other groups. Patients who were depressed 
and anxious and had responded to electric 
shock therapy during a previous episode did 
not show improvement when given carbon 
dioxide. Four individuals became so anxious 
during the procedure that further treatment 
was refused. 


SuMMARY 


Thirty-three patients who were anxious, 
depressed, or hysterical were treated by in- 
halation with a mixture of 30% carbon diox- 
ide and 70% oxygen. These patients were 
followed from 6 months to 2 years. Of this 
group, 4 patients responded promptly and 
sustained their improvement. Eight patients 
showed: slight and usually temporary 1m- 
provement over a period of 6 to 8 weeks. 
Improvement is defined as a decrease in the 
number and severity of the symptoms and a 
return to a premorbid level of adjustment. 
Twenty-one of the 33 patients received 0° 
appreciable help from this method of treat- 
ment and in this series this procedure was 
considered to be of limited value. 
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THE AMERICAN PSYCHIATRIC ASSOCIATION AND ITS RELATIONS TO 
WORLD PSYCHIATRY AND WORLD MENTAL HEALTH 


The World Wars made few basic additions 
to ‘psychiatric diagnosis, therapy, or theory, 
but each of them forced into the widest appli- 
cation the knowledge we had already gained. 

Since World War II, the vast upsurge of 
concern in human welfare has, most natu- 
rally, vitalized our own field and has vitalized 
it in a rapidly growing number of countries 
around the world. The great programs of 
social betterment now moving into operation 
in India and Pakistan and Egypt, in Mexico 
and many other Latin American countries, 
are catrying with them far-reaching reforms, 
innovations, and expansions in psychiatry. 
These find expression, for instance, in the 
planning for a central neuropsychiatric insti- 
tute in India, and in the setting up of a men- 
tal health institute in Mexico’s new Univer- 
sity City. Psychiatric departments are being 
established, and are being strengthened and 
developed, in many of the South American 
universities. The Expert Committee on Men- 
tal Health of the World Health Organization 
is currently circulating reports of what con- 
stitutes an adequate community mental hos- 
pital, and these reports are written by psy- 
chiatrists of Thailand, of Chile, and of Scot- 
land. In them one can see the great similarity 
of problems and the wealth of solutions ; one 
Can see, too, that many of these solutions are 
exportable. 

With the partial re-establishment of travel 
and communication after World War I 
there set in a period of rapid development of 
world organizations. The World Federation 
for Mental Health was established in 1948; 
the first International Congress of Psychia- 
tty was held in Paris in September 1950; and 
the World Medical Association has planned 
a conference on undergraduate education, 
with a section on psychiatry, to be held in 

gust 1953 in London. 
ae World Federation for Mental Health 
a a place of the International Committee 
fo ental Health, which had been in opera- 

n prior to World War II. In the setting 


up of the Federation, the American Psychia- 
tric Association took an active part through 
the work of many of its leading members 
and, from the outset, the APA became one 
of the member associations. Members of the 
APA have been active on the Executive 
Board and as officers of the Federation. 
The World Federation for Mental Health 
has 37 member nations and has established a 
series of regular meetings and conferences, 
in addition to which it has set up training 
workshops for a considerable variety of per- 
sonnel requiring mental hygiene orientations. 
Among other notable contributions that it has 
already made in its short life has been the 
compiling—with the assistance of the Na- 
tionale Federatie voor de Geestelijke Volks- 
gezondheid of Holland—a world directory 
of mental health films. Negotiations are pres- 
ently being carried on with the American 
Psychiatric Association concerning the possi- 
bility of setting up similar collaborative proj- 
ects. A bulletin is now brought.out regularly 
by the Federation, and associate membership 
is available for individuals, anywhere in the 
world, interested in the activities of the Fed- 
eration. In 1954 the Federation will hold an 
international congress in Toronto, and mem- 


bers of the American Psychiatric Association | 


are already participating in the planning for 
this meeting. Similarly, members of our As- 
sociation, and our Association as a unit, were 
active in setting up the International Con- 
gress of Psychiatry in Paris in 1950. It 
would seem probable that we shall see in the 
near future the establishment of a world 


psychiatric association, continuously active ` 


throughhout the year and concerned with the 
basic problems of our field. 

Within the World Health Organization 
there is a division on mental health, actively 
engaged in the carrying on of surveys, in the 
promotion of training, and in the setting up 
of expert committees to study special aspects 
of mental health. Members of our Associa- 
tion have held appointments on its expert 
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committees, have contributed to its confer- 
ences, and have been asked to act as WHO 
consultants. The reports of the Expert Com- 
mittee on Mental Health (WHO technical 
reports Series Nos. 9 and 31) contain far- 

_ sighted recommendations on many of the 
problems facing world mental health and 
world psychiatry, particularly upon the de- 
sirability of ensuring that the public health 
officer and the public health nurse, working 

' in areas hitherto undeveloped, should receive 
the fullest possible training in mental health. 
Subcommittees have now been set up and re- 
ports are available, particularly in the field 
of alcoholism, 

To read the account of the psychiatric ac- 
tivities in which WHO has participated dur- 
ing 1952 is to be stirred and moved by the 
sweep and the ranging advances of psychia- 
try across the earth. The Norwegian govern- 
ment organized a seminar on child psychiatry 
for the Scandinavian countries ; preparations 
were initiated for a South American seminar 
on alcoholism, for a European seminar on 
the mental health aspects of public health, 
for still another in the western Pacific on the 
mental health aspects of pediatrics, and an- 
other in the eastern Mediterranean on the 
clinical and social aspects of psychiatry. 

` Passing from here to a consideration of 
the work of those parts of our own organiza- 
tion that have been specially set up to deal 
with matters of world psychiatry, we may 
` point first of all to the Corresponding Mem- 
bers. This category was first established in 
the Constitution adopted in 1892, and pro- 
vided that “Physicians not resident in the 
United States and British America, who are 
actively engaged in the treatment of insanity, 
may be elected Corresponding Members.” 
Tn actuality, this class of membership did not 
become active until 1923. At the time of the 
setting up of this category of membership, 
the purposes were seen as: (a) honoring out- 
standing psychiatrists in foreign countries ; 
- (b) obtaining from them periodic reports of 
psychiatric activities in their countries. In 
the last two years or so, there has been a con- 
siderable awakening of interest on our part 
with reference to our Corresponding Mem- 
bers. They have been given increasing prom- 
inence at the Annual Meeting, and a custom 
has been established over the years of “rec- 
ognizing” prominent foreign psychiatrists at 


the opening of our business sessions.» It is 
anticipated that still further organization of 
this will go forward. This reflects the grow- 
ing interest of the Association in interna- 
tional psychiatry. There is also an increasing 
interest in obtaining regular reports from 
these members. 

In the last year or so interest has developed 
in establishing relations between ordinary 
members of the Association travelling abroad 
and the Corresponding Members in their re- 
spective countries, and this year the names of 
those expecting to travel abroad were re- 
quested through the Newsletter and the 
names sent to the Corresponding Members in 
the areas in which they were to travel, the 
anticipation being that some guidance could 
be obtained from the Corresponding Member 
as to what psychiatric centers were most val- 
uable to visit and also with respect to the 
establishment of contact. 

Special reference should be made to the 
exceedingly active work carried on during 
the current year by the Committee on Inter- 
national Relations of the APA. This Com- 
mittee was first set up in 1942 and since that 
time its range of work has continually ex- 
panded. At a meeting held earlier in 1952 
the Committee restated its goals and objec- 
tives as follows: 


1. To promote and to fulfill international 
good relations between The American 
Psychiatric Association (and American 
psychiatry) and the psychiatric associa- 
tions and movements of the other na~ 
tions and countries of the world. This 
to be effected by 


(a) adequate participation and repre- 
sentation in international psychia- 
tric and mental health meetings ; 

(b) gathering information on interna- 

` tional meetings on psychiatry and 
mental health ; 

(c) publicizing them adequately 
through appropriate channels, and 
promoting attendance and partici- 
pation of American psychiatrists 
in these international meetings. 


2. To promote awareness and apprecia- 
tion of psychiatric trends and develop- 
ments in the theoretical academic and 
practical spheres of psychiatry in the 


1953] PRESIDENT’S PAGE 629 


different countries. of the world, and 


thus to break down existing insularity. 
3. To explore ways and means whereby 
peaceful international relations of peo- 
ples and governments can be promoted, 
and international tensions reduced 
through the application of psychiatric 
knowledge at crucial junctures. 


During the last year, this Committee has 
been particularly active in strengthening our 


relations with our Corresponding Members 
and has concerned itself, also, with our reg- 
ular members who are travelling abroad, For 


. the annual meeting in Los Angeles this Com- 


mittee is planning special arrangements for 
visiting psychiatrists and, in particular, hopes 
to establish an evening meeting for the dis- 
cussion of psychiatric developments in other 
countries, 

D. Ewen Cameron, M. D. 


RANGE OF NATURAL SCIENCE 


The exact methodology now employed by natural science has proved to be so extraor- 
dinarily productive in the course of centuries that natural-scientific research nowadays 
dares approach also problems intuitively less obvious than those lying within the fields 
[of technology, meteorology, or biology], and is able to tackle successfully also problems 
in psychology, in epistomology, indeed even in general attitudes toward life, thereby sub- 
jecting these problems to a treatment that is thorough from its own point of view. We may 
justly say that in these days no question, be it ever so abstract, can arise in our civilization 
without being related, in one way or another, to a problem that can be handled by the 


methods of natural science. 


—Max PLANCK 


COMMENT 


RETIREMENT OF DR. EBAUGH 


On January 1, 1953, Dr. Franklin G. 
Ebaugh retired as head of the department of 
psychiatry of the University of Colorado and 
as director of the Colorado , Psychopathic 
Hospital, thus closing a 28-year period im- 
portant to American psychiatry. From 1924 
to 1952 the department of psychiatry of the 
University of Colorado and the Colorado 
Psychopathic Hospital, under Dr. Ebaugh’s 
able and stimulating leadership, played an ex- 
emplary role in the development of psychi- 
_ attic hospital administration, advance in the 
_ definitive treatment of patients, more effec- 

tive living in the community through public 
education, the psychiatric education of the 
medical student, and the development of one 
of the most outstanding residency training 
programs in the country. , 
` Dr. Ebaugh, following graduation in 
medicine from the Johns Hopkins University 
in 1919, received 2 years’ residency training 
in psychiatry at the Henry Phipps Psychia- 
tric Clinic under Dr. Adolf Meyer and then 
an invaluable year at the New Jersey State 
Hospital where he gained experience in the 
evaluation and care of patients presenting 
forensic psychiatric disorders at the New 
Jersey State Reformatory. In 1922 he was 
made director of the neuropsychiatric depart- 
ment of the Philadelphia General Hospital, 
clinical professor of psychiatry of the 
Women’s Medical College, and instructor in 
psychiatry at the University of Pennsylvania. 
In 1924 Dr. Ebaugh was called to Colorado 
to assume directorship of the new and mod- 
ern Colorado Psychopathic Hospital and to 
assume the professorship of psychiatry in 
the University of Colorado School of Medi- 
cine. Here he conducted research and gave 
unstintingly of his administrative and teach- 
ing ability for the next 28 years except for 
a 4-year period (1942-1946) during which, 
as a full Colonel, he served as neuropsychi- 
atric consultant to the armed forces. 

Not only has Dr, Ebaugh contributed of 
his seemingly unlimited energies and abilities 
in his home community of Colorado, but he 
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has also through his active work in various 
national and world scientific organizations, 
medical specialty boards, the publication of 
over 100 scientific. papérs, and the writing of 
at least 3 textbooks, given much to the coun- 
try and world in general. 

Perhaps to best define the contributions of 
this leader of psychiatric medicine would be 
to mention a few of the many developments 
in the field of psychiatry in Colorado, for 
here was the focal point of his activities. | 

In 1925 Dr. Ebaugh created a state-wide 
program of attack on mental illness through 
3 overlapping zones. The primary or com- 
munity zone was approached by taking psy- 
chiatry to the various community areas via 
mobile teams of psychiatrists. In the last 20 
years, 150 state communities have been 
served. Four such clinics are presently in 
operation at strategic centers in the state. 
Not only has this activity contributed directly 
to prophylaxis by the early recognition and 
treatment of psychiatric disorders but it has 
aided in orienting the psychiatrist in train- 
ing at the “grass root” level. The intermedi- 
ate zone was through the organization of an 
outpatient division of the Colorado Psycho- 
pathic Hospital. Here, since its inception, 
have been treated over 21,000 adults and 
children, This outpatient division is one of 
15 approved clinics for the training of physi- 
cians in child psychiatry in the United States: — 
The third zone was in the Colorado Psycho- 
pathic Hospital itself. Through this hospi- 
tal and the services provided have passed 
over 23,000 patients. Here were developed 
new trends in occupational therapy and group 
therapeutic methods that today stand as mod- 
els. It was here also that through research 
and the treatment of patients invaluable com 
tributions were made to our knowledge Ot 
bromide intoxication, syphilis of the central 
nervous system, problems of ageing, thos? 
of delinquency, and diagnostic and therapet= 
tic refinements too numerous to mention. 


In the field of education the University of i 


Colorado was one of the first in the teachin 


n 
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of psychiatry in law schools, and to the medi- 
cal student through all 4-years of his train- 
ing. Likewise, Colorado was an early pioneer 
in graduate psychiatric education and was 
one of the first schools to establish the pres- 
ent accepted 3-year residency training pro- 
gram. To date 58 physicians have had 1 to 
2 years of training in psychiatry at Colorado, 
and 73 have completed the 3-year period. Of 
these 75% have continued in the teaching 
field, 10 having reached full professorship 
status elsewhere, 

It was also at the University of Colorado, 
as a result of a Rockefeller Foundation 
Grant, that one of the first psychiatric divi- 
sions in a general hospital was organized in 
1934 for better integrating psychiatry and 
the other fields of medicine and surgery. 
This division of psychosomatic medicine has 
continued as an integral part of the general 
hospital, and is now an accepted component 
of all training institutions throughout the 
country, 

Last, but not least, the department of psy- 
chiatry under Dr. Ebaugh’s direction has 
conducted since 1930 postgraduate educa- 
tional courses for community psychiatrists 
and for general practitioners, 

In summary, the philosophy behind the 
teaching and patient care at the University 
of Colorado, which in the last 27 years has 
been so graciously supported by various phil- 
anthropic. organizations to the extent of 
$503,000.00, can best be stated in Professor 

baugh’s own words: 

_ “All those who have completed their train- 
ing at the Colorado Psychopathic Hospital 
realize that the modern psychiatrist has come 
a long way from the place of his origin in 
the mental hospital to become an active mem- 
ber-of the community medical services. Here 


his primary function is the care of patients 
who are ill because of emotional disturbances 
as well as to point out the need for attention 
to the whole person in any illness. As well as 
these strictly medical functions he will find 
it necessary to operate as a specialist in hu- 
man behavior in many agencies dealing with 
community problems. One of the greatest 
contributions he can make is to serve as a 
liaison officer between these agencies and the 
medical profession since there is a great need 
for the interpretation of each to the other: 
When social agencies become aware of the 
presence of organic pathology as contribut- 
ing factors in many of their problems and 
when the medical profession becomes aware 
of the importance of social pathology which 
contributes to almost all human illnesses, 
then the need for psychiatrists will be les- 
sened, the demands that are made on him will 
be more strictly limited to the proper area ‘of, 
functioning, and he may perhaps then in 
some measure be able to perform more ade- 
quately in his own proper field.” 

All his former students, and the associ- 
ates and friends of Frank and Dorothy 
Ebaugh throughout the world, recently at- | 
tempted to express their gratitude for having 
had the benefit of his guidance and knowl- 
edge, of knowing him as a man, a friend, and 
of sharing on many occasions in their home 
and family life by presenting a life-sized por- 
trait of Professor Ebaugh to the University. - 

We who have worked with him and have 
seen his labors bear so much fruit, congtatu- 
late him on his retirement from full-time 
educational endeavors and welcome him to 
the private practice of psychiatry—the field 
of his first clinical love, the patient. 

Epwarp G. Bitirines, M. D. 


HEREDITY 


_ “Suppose a child was born under th 
in his character he develops qualities whi 
The blood which comes by generation.” 


e luckiest stars and received the richest gifts, but 
ich run counter to these gifts. Who is to blame? 


— PARACELSUS 
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New York Strate MENTAL HEALTH 
Commission.—A recent progress report 
summarizes the work of the Mental Health 
Commission during the 3 years it has been in 
existence, outlining achievements in its 3 
major areas of activity: research, education, 
and development of community services. The 
Commission consists of the commissioners 
of 5 state departments, who work together 


to coordinate the activities of various public, . 


private, and voluntary agencies operating in 
the field of mental health. 

The Commission has been very active in 
the development of local mental health serv- 
ices, having helped to establish 27 such facili- 
ties. This year it has embarked on a signifi- 
cant program dealing with the problem of al- 
coholism. In its program of education the 
Commission has concentrated on the train- 
ing of psychiatric personnel and the mental 
hygiene orientation of professional workers 
in related fields. In addition to providing 
financial assistance for advanced professional 
education, the Commission has conducted 21 
institutes and seminars during the past year 
for 1,278 professional workers in the fields 
of health, education, welfare, and correction. 

Six research projects are described in the 
report, each concerned with a specific phase 
of community mental health. The major 
study is focusing on the mental health prob- 
Jems of old age ; in this connection 1,400 resi- 
dents of Onondaga County who are 65 years 
or older have been interviewed. 


AmericAN ACADEMY oF CHILD PSYCHIA- 
TRY.—In February 1952 about 75 psychia- 
trists met in Atlantic City and voted to estab- 
lish the American Academy of Child Psychi- 
atry. At the time of the annual meeting of 
The American Psychiatric Association in At- 
lantic City a second meeting was held and a 
constitution adopted. Dr, George Gardner 
was elected temporary chairman and Dr. 
Frank Curran temporary secretary and 
treasurer. A third meeting has been called 
for February 22, 1953, in Cleveland, Ohio, 
when permanent officers will be elected and 
other features of organization completed. 
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INTERNATIONAL CONGRESS ON ALCOHOL. 
—The 24th International Congress on Al- 
cohol was held at the Sorbonne in Paris Sep- 
tember 8-12, 1952. It was attended by more 
than 500 participants from 27 countries, 21 
of which were represented by official dele- 
gations. In his opening address the Minister 
of Public Health stated, that the alcohol in- 
dustry in France employed about 6 million 
workers and that the increasing consumption 
of alcohol was a national discredit that could 
only be dealt with by changes in agriculture 
planning and voluntary restriction in the pro- 
duction of alcohol. 

All aspects of the alcohol problem were 
covered by the roster of speakers, and it was 
gratifying to note that there is increasing re- 
cognition in all countries that alcoholism isan 
illness and to be treated as such. 


Dr. JoseepH H. Giosus.—Authority on 
the nervous system in health and disease and 
eminent clinical neurologist, Dr. Globus died 
at his home in New York City November 20, 
1952, a few days before his sixty-seventh 
birthday, 

Born in Russia, he had lived in the United 
States from his youth and was graduated 
from Cornell University with the degree of 
M. D. in 1917. He had been on the staff of 
Mount Sinai Hospital since 1921 and was the 
founder of the Journal of the Mount Sinai 
Hospital. He had served on the teaching 
staff of both Columbia and New York Uni- 
versities, and as consulting neurologist tO 
several other hospitals. 

Having been early associated with Harvey 
Cushing and Bernard Sachs, Dr. Globus car- 
ried on in the spirit of those great men an 
was a pioneer in neuropathological research, 
particularly in the field of brain tumors, 07 
which he wrote extensively. 

He was the author of the standard text, 
“Practical Neuroanatomy,” and was the 
founder and editor of The Journal of Neuro- 
pathology and Experimental Neurology- He 
had served as president of the America? 
Neuropathological Society and of the New 
York Neurological Society. 
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Dr. Horney Dies.—One of the prominent 
psychoanalysts of New York City, Dr. Karen 
Horney, died December 4, 1952, after a brief 
illness at the age of 67. 

A native of Hamburg, Germany, she was 
graduated: in medicine from the University 
of Berlin, became a practicing psychoanalyst 


- at the age of 33, and after a period of teach- 


ing at the Berlin Psychoanalytic Institute 
came to the United States in 1932 to join 
the staff of the Chicago Psychoanalytic In- 
stitute. Two years later she transferred to 
the New York Psychoanalytic Institute. In 
1941 she set up her own teaching center in 
New York, the American Institute for Psy- 
choanalysis, over which she presided until 
her death. 

A voluminous writer, her system was set 
forth in numerous journal articles and books, 
the latter including “New Ways in Psycho- 
analysis,’ “Our Inner Conflicts,” “Self 
Analysis.” She had also been a member of 
the editorial board of the American Journal 
of Psychoanalysis. 


Dr. Ropcers DIRECTOR oF BINGHAMTON 

Stare Hosrrrat.—The appointment of Dr. 
Arthur C. Rodgers as director of Bingham- 
ton State Hospital has been announced by 
Dr. Newton Bigelow, Commissioner of Men- 
tal Hygiene, New York State. Dr. Rodgers 
Succeeds Dr. Hugh S. Gregory, retiring di- 
rector, and took office January 1, 1953. Be- 
fore going to Binghamton Dr. Rodgers had 
been assistant director of Central Islip State 
Hospital since December 1931. 
_ During World War II he served as captain 
in the U. S. Army attached to the 62nd divi- 
Sion of the British Army serving in France 
and Belgium, and with the Army of Occupa- 
tion in Germany. 


nee GAsKIL Succeeps Dr. EBAUGH.— 
r. Robert L. Stearns, president of the Uni- 
versity of Colorado, has announced the ap- 
Pointment of Dr, Herbert S. Gaskill as pro- 
essor and head of the department of psychi- 
atty to succeed Dr. Franklin G. Ebaugh, who 
Tetired January 1, 1953. 
ae Gaskill, a native of Philadelphia, re- 
Goi the degree of A. B. from Haverford 
ege in 1932 and was graduated in medi- 
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cine from the University of Pennsylvania in 
1937. During World War II he was chief of 
the neuropsychiatric section’ of the 20th 
General Hospital, which originated from the 
University of Pennsylvania. Since 1949 he 
has been professor of psychiatry at the In- 
diana Medical School in Indianapolis. He 
will assume his new duties this coming sum- 
mer. 


OUTPATIENT PSYCHIATRIC Ciinics.—In 
an effort to meet the need for nation-wide 


- statistical information on outpatient psychia- 


tric clinic services, the National Institute of 
Mental Health in consultation with inter- 
ested groups is developing a preliminary re- 
port form for annual collection of data in this 
field. A preliminary draft of the reporting 
form has been distributed for comment and 
suggestions to all state mental health authori- 
ties and to national organizations. The Na- 
tional Institute of Mental Health will wel- 
come comments, and any interested groups 
who have not received a copy of the pre- 
liminary report form should direct requests 
for the forms to Dr. Morton Kramer, chief, 
Biometrics Branch, National Institute of 
Mental Health, Bethesda 14, Md. 


NATIONAL TRAINING LABORATORY IN 
Group DEVELOPMENT.—Under the auspices 
of this agency will take place a three-week 
summer laboratory session at Gould Acad- 
emy, Bethel, Maine, June 21 through July 11. 
Persons involved in problems of working 
with groups in a training, consultant, or 
leadership capacity in any field are invited 
to attend these sessions. The purpose of 
the training program is to sensitize leaders 
in all fields to the existence and nature of the 
dynamic forces operating in the small group 
and to help them gain skill in operating more 
effectively. 

The National Training Laboratory in 
Group Development is sponsored by the Divi- 
sion of Adult Education Service of the Na- 
tional Education Association and by the Re- 
search Center for Group Dynamics of the 
University of Michigan. For further infor- 
mation, write to the National Training Lab- 
oratory in Group Development at 1201 Six- 
teenth St., N.W., Washington 6, D. C. 
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RorscuacH WorksHors.—Three work- 
shops in the Rorschach method will be given 
at Western Reserve University, June 8-12, 
June 15-19, and June 22-26. The instructor 
is Marguerite R. Hertz, associate clinical 
professor of psychology, and the fee is $40 
‘per workshop. Each of these is limited to 25 
persons and they cover an introductory, in- 
termediate, and advanced course. For fur- 
ther information write to Dr. Hertz at the 
Psychological Laboratory, Western Reserve 
University, Cleveland 6, Ohio. 


AMERICAN OCCUPATIONAL THERAPY As- 
SOcIATION.—The thirty-sixth annual confer- 
ence of this Association will take place No- 
vember 13-20, 1953, at the Shamrock Hotel, 
Houston, Texas. 


American PSYCHOSOMATIC SOCIETY.— 
The dates of the coming annual meeting of 
the American Psychosomatic Society have 
been changed to April 18 and 19, 1953, and 
the place is the Chalfonte-Haddon Hall, At- 
lantic City, N. J. . 


_ASsocIATION FOR RESEARCH IN NERVOUS 
AND MENTAL Disgase.—At the 32d annual 
meeting of this Association in New York 
City on December 12 and 13, 1952, the fol- 

. lowing officers were elected for the year 
1953: president, Dr. Davenport Hooker ; 
first vice-president, Dr. John C. Whitehorn ; 
second vice-president, Dr. Lawrence H. Sny- 
der; secretary-treasurer, Dr. Clarence C. 
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Hare ; assistant secretary, Dr. Rollo J. Mas- 
selink. , 

The subject for the 1953 meeting will be 
“Genetics and the Inheritance of Integrated 
Neurological and Psychiatric Patterns.” 


AMERICAN PSYCHOANALYTIC ASSOCIA- 
TION.—The regular winter meeting of this 
Association was held at the Hotel New 
Yorker, New York City, December 4-7, 1952. 
The following officers were elected, each for 
a term of 2 years, to take office at the next 
annual meeting, April 30- May 3, 1952, at 
the Hotel Statler, Los Angeles, Calif. : presi- 
dent, Dr. Ives Hendrick ; president-elect, Dr. 
Maxwell Gitelson; secretary, Dr. Richard L. 
Frank; treasurer, Dr. Robert T. Morse. 

The present officers continue in office until 
the annual business meeting, May 3, 1953: 
president, Dr. Robert P. Knight; president- 
elect, Dr. Ives Hendrick; secretary, Dr. 
LeRoy M. A. Maeder; treasurer, Dr. Wil- 
liam G. Barrett. 

Dr. Emanuel Windholz was elected coun- 
cillor-at-large for a term of 4 years. Twenty- 
two persons were elected to active member- 
ship in the Association. 


MASSACHUSETTS PSYCHIATRIC SOCIETY.— 
The following will serve as officers of the 
Massachusetts Psychiatric Society for 1953: 
president, Dr. G. Colket Caner ; vice-presi- 
dent, Dr. Bardwell H. Flower; secretary- 
treasurer, Dr. Jay L. Hoffman; councillors, 
Dr. David Rothschild and Dr. Paul I 
Yakovlev. 


Psychotherapie in ihrer eigentlichen, d.h. kommunikativ erweckenden und erziehenden 
Form und Funktion zeigt den Arzt immer in einer eigentlichen geistigen Mittlerolle 


zwischen dem Kranken und der Welt... . 


Jede recht verstandene Psychotherapie ist 


Versohnung des Menschen mit sich selbst und damit mit der Welt, ist die Verwandlung 
von Feindschaft mit sich selbst in Freundschaft mit sich selbst und damit mit der Welt. 


—BINSWANGER 
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PERCEPTION: AN APPROACH TO Prrsonatity. By 
Robert R. Blake and Glenn V. Ramsey. (New 
York: Ronald Press, 1951. Price: $6.00.) 


“Perception—An Approach to Personality, by 
Blake, Ramsey, and their collaborators, is a splendid 
work—despite the fact that it fails to make out a 
convincing case for the basic hypothesis about and 
„around which the 13 separate but conjoined chapters 
revolve. It is splendid in the essential sense of that 
term: bright, illuminating, inspiring. It affords ex- 
cellent summaries of what a host of distinguished 
and competent students of psychology, psycho- 
dynamics, and psychopathology think and have 
learned on the bearing of perception to their respec- 
tive fields. But when the 13 chapters are summed 
up it is clearly patent that there is little agreement 
as to what precisely perception implies as an exer- 
cise of the organism, that is, how one perceives; also 
precisely how perceiving affects personality. There 
is in fact a good deal more divergence of opinion 
than the smooth and gracious text of the 13 chapters 
would prompt one to “perceive” on a first reading. 
This is perhaps due to the fact that each author, 
after having originally presented his contribution 
to the Clinical Psychology Symposium held at the 
University of Texas (1949-50), was given an op- 
Portunity to revise his chapter. 

The fundamental thesis expounded by Blake, 
Ramsey, and Moran in Chapter 1 amounts to the 
following : the approach to an understanding of the 
individual personality postulated in this work entails 
a significant shift in emphasis. “Rather than search- 
ing for personality factors or dimensions or applying 
Psychodiagnostic labels or identifying the traits 
Underlying individual differences in behavior, the 
effort shifts to the delineation and description of 
the determinants of individual differences in perceiv- 
ing.” To paraphrase it simply, the individual's 
Personality is ultimately fashioned by the interplay 
of those factors that determine what and how he 
Perceives. Among those factors the “unique inter- 
action between the individual and the cultural media 


which he has passed through and of which he is a, 


Part at present” is singularly important. 

Indeed to understand how an individual perceives 
niquely, one needs to appreciate the contributions 
ae thereto by the physical-cultural media through 
Ht ich he has passed.. Upon these premises it is then 
fc that psychopathology can be accounted for 
ae Perception distortion and failure,” and that, 
TA ERA psychotherapy involves the correction of 
a Perception distortion and failure,” thus lead- 
Beate the achievement by the individual of more 
ran and adequate techniques of ‘knowing’ the 

eG and the self in relation to it” (p. 20). 

ifer chapters following, though they all dwell in 
Shin measures upon the thesis, do not uniformly 
and it, nor lend even support to its assumptions 

elaborations. On the contrary, there is much 


in them that questions and controverts the proposi- 
tions advanced in the opening chapter. 
already affirmed, they make good reading, for they 
are meaty in knowledge skilfully expounded. This 
work is distinguished by being most readable. The 
authors exhibit exceptional competences in expound- 
ing clearly complicated thoughts and involved 
arguments. 

From among the 12 chapters one must single out 
those contributed by Urie Bronfenbrenner, Norman 
Cameron, and Else Frenkel-Brunswik as particu- 
larly noteworthy, and after plowing through the 417 
pages of provoking and stimulating text one is 
prompted to agree with the concluding remarks of 
the last-named contributor: “In any event there can 
be little doubt that this is a most challenging period 
in psychology.” 

Yet to one who is clinically oriented, and who 
approaches personality from the bias of the dy- 
namic psychiatrist, this work must prove dis- 
satisfying in several respects. Despite the fact that 
many of the arguments presented are supported 
with the data of ingenious experiments, the over- 
all effect (allowing for the exceptions indicated) 
is academic and narrow. The intensive emphasis 
on “perception,” not too clearly defined, inspires 
suspicion that some of the proponents have been 
seduced and traduced by the optical illusions 
achieved by distorted rooms and similar artifacts. 

One is prompted to echo warmly Norman 
Cameron’s hopes “that the new perceptualists will 
continue to recognize that they cannot develop and 
maintain a healthy psychological organism unless 
they remain alert to the vital significance of 
pathology” (p. 283). The pathology dealt with in 
this work is largely of the “lab,” not of the clinic. 
Two components of clinical experience and in- 
sight are absent in the substance of the arguments’ 
presented. There is little if any appreciation of 
the unconscious in the Freudian sense. Professor 
J. G. Miller’s excellent chapter deals with un- 
conscious processes and perception, and not with the 
unconscious. And second, despite repeated em- 
phasis on sociocultural media, the individual is 
too often contemplated in- splendid isolation, it 
being implied that what and how he perceives isin a 
large measure subject to the accident of inter- 
vening forces and experiences. Yet one most cer- 
tain fact, reflected in the growth and development 
of each individual, is that each of us comes into 
the world embodying the pattern and motive of an 
architectonic destiny, the pattern and the drive for 
an emergent growth through distinctively different 
stages, each of which has its particular needs and 
interests. And each of these stages conditions 
what we biologically and socially have a need to 
perceive, and how we are to perceive what we 
need. $ 
Because both of these components of clinical 
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7 
experience and insight are wanting, the bulk of 
this work appears to be remote to the realities of 
the psychiatrist’s tasks. Yet despite, this is a book 
highly to be recommended to all psychiatrists who 
are concerned with the foundations of medical 
psychology. This is also an excellent compendium 
of “psychologists’ thoughts and ideas” pertinent 
to the problem of the psychologist’s role in 
psychotherapy. 
Iaco Gatpston, M. D., 
New York City. 


Our Ace or Unreason. By Franz Alexander. 
(New York: J. B. Lippincott Company, 1951. 
Price: $4.50.) 


This revised edition of Dr. Alexander’s book, 
first published in 1942, differs from its predecessor 
in that it has one new chapter and involves signifi- 
cant changes in the last portion of the book; but 
these changes will be of interest primarily to the so- 
cial psychologist, the sociologist, and the cultural 
anthropologist, and will not make the original work 
obsolete for the general reader or the clinician. 

Briefly stated, it is the author’s thesis that human 
relationships are not subject to rational principles, 
but are governed by essentially irrational emotional 
forces, and his attempt is to subject to critical 
scrutiny the conditions under which the history of 
our generation is ruled by “unreason” to a degree 
perhaps unprecedented in human affairs. The vol- 
ume is divided into 3 sections, the first of which, 
entitled “From Reason to Unreason,” traces the 
development of political and social philosophies 
from the time of Pericles through the modern era. 
The second section, entitled “The Fundamentals of 
Human Behavior,” presents in broad outline the 
principles of psychoanalytic theory of personality 
that Alexander uses in developing the last section, 
“From Unreason to Reason,” which is a plea for 
“an educational development of psychological atti- 
tudes which are not yet universal.” 

The first section deals extensively with the his- 
toric theories of society, and the author points out 
clearly how the important social philosophies of the 
past erred because, in their attempts to devise an 
ideal social system, they failed to understand the 
hature of man. They were severely monistic, pro- 
fessing that man was essentially good and needed 
only a rational social organization to achieve his 
fullest potentialities; or asserting that human his- 
tory was an unending struggle of every man against 
every other, and that any system, however rational, 
would be impotent in the face of man’s congenital 
aggression and destructiveness. The author notes 
that a comprehensive understanding of man sees 
both his constructive and destructive impulses, their 
origins and their potentialities, and makes possible 
social organizations other than unrealizable Utopias 
or totalitarian slave states. Unfortunately, this sec- 
tion, erudite and stimulating though it is, contains 
what seems to this reviewer a serious methodologi- 
cal fault. Historical data are used to support psy- 
chological contentions, and vice versa. Either the 
use of data drawn from sequential disciplines (his- 


tory and psychology) should be used only for draw- 
ing conclusions in the same disciplines, or a method 


of synthesis for the unification of segmental data- 


within a holistic (psychologic—historic—socio— 
economic) frame should be formulated. 

The second section, in addition to extremely well 
written and pithy chapters on such difficult subjects 
as “Adaptive Behavior” and “The Role of Sexu- 
ality,” includes a 24-page “Compendium of Psy- 
chopathology,” a brief but comprehensive review 
of the psychoneuroses and psychoses that is remark- 
able in its lucidity and conciseness, Unfortunately, 
another chapter, “Progressive Forces of Life,” is 
less well written and given over largely to metapsy- 
chological considerations that are frequently quite 
murky. One is unclear, even after many rereadings, 
as to whether Alexander views sublimation as a 
derivative of pregenital or genital sexuality, and 
the uncertainty is not dispelled by such statements 
as this: “Sexual desire and love, and the desire and 
care for children are not the only indications of 
maturity. The creative tendencies of other sorts 
contributing to the interests of society at large are 
parallel expressions of this surplus energy. The 
whole range from totem poles to modern sculpture, 
music, and painting, as well as the discoveries of 
science are products of this creative activity.” 
Furthermore, there are many who will object to his 
statement: “Freud invented the concept of sublima- 
tion and held that social expressions of the creative 
impulse derived from the sexual instinct. This is 
not the place to discuss the theory in detail, but the 
observed facts seem to me rather to indicate that 
the different creative activities are parallel mani- 
festations of the fact that the process of growth has 
reached its limit and the organism is saturated so 
far as its own development is concerned. Art, 
science, and social productivity are not derivatives 
of genital sexuality but different manifestations of 
the same dynamic constellation, that of saturation. 

In the last section Alexander makes very con- 
vincing use of the concept of “cultural lag” in ex- 


plaining the roots of defeatism concerning democ-’ 


racy. “We still live by the tradition of the frontier, 
which held that personal initiative, ambition, an 
endurance by necessity lead to success, though the 
period of economic expansion ended long ago.” The 
author sees the greatest menace to democracy lying 
in 2 factors: (1) a tendency toward regression wit 
a concomitant desire for dependence, and (2) eco- 
nomic insecurity as a result of inefficient methods of 
production and distribution. He sees some hope 1 
the fact that, despite the cultural lag, cultural 
change is possible—i. e., attitudes, ideals, and institu- 
tions do, in fact, tend to catch up with technologica 
and socio-economic changes. It is his thesis that the 
primary need of democracy is an educational system 
capable of enabling its members to achieve emotional 
maturity, and “psychiatry must help to develop 
educational methods for overcoming infantile depen- 
dence and developing responsibility.” A large order, 
but an inevitable one, if our society is to survive. 
Cyrus R. FRIEDMAN, LE . 
Austen Riggs Center, nc., 
‘Stockbridge, Mass. 
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PSYCHIATRIE SOCIALE DE D'ENFANT. (Proceedings 
of a course of the Centre International de 
L’Enfance given between October 15 and De- 
cember 15, 1950.) Edited by C. Koupernik. 
(Paris: Centre International de L’Enfance, 
1951.) 


During the fall of 1950 a memorable event in 
international collaboration took place. Under the 
directorship of the Frenchman, George Heuyer, 
and the Englishman, Emanuel Miller, a course in 
child psychiatry was given simultaneously in Paris 
and London. One does not know why the course 
was titled “social psychiatry,” since it was a survey 
of all aspects of child psychiatry, the neurological, 
the social work, and the educational. Leading work- 
ers from both countries were represented. We note 
from the French side J. Jadot-Decroley, A. Rey, 
S. Lebovici, C. Bovet, and H. Wallon, and we miss 
M. Schachter. From the English side W. H. 
Gillespie, E. Glover, K. Soddy, A. Bowley, and 
M. Creak were the main speakers. Unfortunately 
neither the course itself nor its presentation in book 
form appears to have been organized or coordinated 
in any systematic way according to special fields 
and aspects, making clear a definite aim for the 
whole: We find that the different interests of the 
speakers are presented in a way that is not too well 
integrated, Nevertheless many contributions of 
extraordinary importance were made, many unfortu- 
nately presented in too short a form. 

Ernest Harms, Pu. D., 
New York City. 


Gentz unp Kranxuerr, Erne PSYCHOPATHO- 
LOGISCHE UNTERSUCHUNG DER FAMILIE FEUER- 
BACH. By Theodore Spoerri, M.D., Ph.D. 
(Basle: S. Karger, 1952. Price: Swiss francs 
19.80.) 


Prompted thereto by Professor Kretschmer of 
Tübingen, Dr. Spoerri undertook the fruitful and 
Yaluable study of the eminent Feuerbach family that 
Produced at once so many persons of distinction in 
various cultural fields and so many instances of 
mental illness. Criminal law in most European 
countries is based upon the fundamental work of 
Feist Anselm Feuerbach. The theories 
the A son Ludwig, the philosopher, not only led to 
ee of Engels and Marx but laid the 
ou ‘ation for the whole system of modern atheistic 
Rach Ne The grandson of criminologist Feuer- 
cue e painter Anselm, was one of the leading 

Ronents of the romantic-classical school of art. 

ee study bears evidence of characteristic 
See thoroughness. He was fortunate in a very 
EET material both documentary and through 

: ae interviewing. He conducts his inquiry by 
btn nstitutional-biological methods instituted at 
ie Fan by Robert Gaupp and carried forward in 
TAN ogy of Kretschmer. Other characterological 
logical nts are not neglected, however, and psycho- 
po oos are also utilized. The author is in 
dividual es with Klaesi, who views the in- 

R it ulness as derived through modification of 

ures of the ground personality. 


From the end of the 17th century the Feuerbach 
family tree shows an unbroken succession of jurists, 
principal among whom is criminologist Anselm 
(1775-1833) above mentioned. There seems to be 
little doubt that Anselm Feuerbach’s rigid concepts 
of the criminal law reflected the circumstances of 
his own life, which are set forth in some detail. It 
was a stormy life with almost continuously alter- 
nating phases of dejection and exaltation, the former 
not infrequently associated with persecutory ideas 
somewhat reminiscent of Rousseau’s later years. 
(He shed tears on Rousseau’s grave.) One can 
only marvel that his professional life appears never 
to have been seriously interrupted. His voluminous 
and notable literary productivity likewise continued 
throughout his life, but the most favorable times 
were the periods of “schizoid depression” which 
predisposed to concentration on scientific work. 
Conjugal responsibilities were not for Feuerbach, 
and his long-suffering wife eventually left him 
because of his conspicuous mistress habits. (One he 
established in the house with his wife and children.) 
This many-sided genius, a dominant figure in law, 
translator of Indian poetry, whose interests ranged 
through artistic, philosophical, physiological, and 
psychological problems, was one of the outstanding 
personalities of his generation. 

The children of statesman Feuerbach formed a 
remarkable group. Anselm, the eldest, was highly 
gifted and already in his early twenties was a dis- 
tinguished archeologist and writer. Like his father 
he was cyclothymic from youth on; but the heredi- 
tary taint went deeper and regressive mental 
changes came on in his early thirties. After a stroke 
at 48 he remained a mental invalid until his death 
at 53. 

Next came Karl, the brilliant mathematician. On 
him the hereditary burden was even heavier and 
schizoid symptoms were early in evidence. As in- 
structor in the Gymnasium he one day confronted 
his class with a drawn sword, threatening to strike 
off the head of any student who could not solve his 
problem. Dementia followed rapidly and Karl died 
at 34. 

Eduard, the third son, was professor of juris- 
prudence at the University of Erlangen at 25. It 
was the same story—early brilliance, early eclipse. 
Of immature personality development, he was 
weighed down by conscientious scruples and other 
neurotic traits. Schizoid symptoms became more 
prominent with irritable outbreaks and paranoid 
ideas. He died mysteriously at 40, poisoned by his 
wife, so the doubtful rumor ran. 

The fourth son, Ludwig, like his 3 older brothers 
was heir to exceptional mental endowment. Begin- 
ning with theology he turned to philosophy and 
against theology, or rather he replaced theology by 
anthropology. His destructive philosophy marked 
a turning point in roth century thinking and ushered. 
im a new era. At the same time it interfered with 
his university career and defeated his prospect of a 
professorial chair. For a time he withdrew like a 
hermit but continued to emit bitter philosophical 
polemics. With increasing estrangement from his 
fellows, the philosopher's self-evaluation rose; he 
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grew more excitable, intolerant, paranoid, Feuer- 
bach’s professional productivity, earlier so prolific, 
became after his fortieth year almost negligible. 


` Early involutional changes came on, his economic 


status deteriorated, and he was reduced to penury. 
At 68, after 3 almost barren decades, he died. 
Friedrich, the youngest son of the famous crimi- 
nologist, was the exception in that he lacked the 
brilliant qualities of his brothers. His temperament 
was somber and he suffered severely from gyno- 
phobia, He wrote modestly, borrowing mostly his 
philosopher brother’s themes. Not being subject to 
the Sturm und Drang that characterized the others, 
his uneventful life stretched out to 74 years. 
Statesman Feuerbach had 3 daughters, the 
younger members of the family. Helene, the eldest 
of the three, was not behind her genial brothers in 
striking personality and exceptional qualities. Her 
coquettish beauty revealed in a self-portrait, if she 
did herself no more than justice, has a haunting 
charm. She was the magnetic focus of any social 
gathering, and her plodding oldster husband was not 
unjustifiably jealous. Falling under the spell of the 
violinist Paganini she followed him from town to 
town on his concert tours; but when he made 
responsive advances she was horrified, became 
acutely excited, and gradually sank into a severe 
schizophrenic illness, the initial excitement being 
plore by a period of catatonic stupor. From 
this ‘illness she recovered, supported herself by 
tutoring and traveled extensively about Europe. 
A second schizophrenic attack at 30 left her appar- 
ently with some defect. Her subsequent life was 
ill-regulated. She continued her wanderings, took 
the veil of a nun and discarded it, finally settling 


‘down in quiet old age and dying at 82. 


The two younger daughters, Leonore and Elise, 
neyer married. In the shadow of their brilliant but 


' wayward sister Helene they were stately, steady, 


-and respectable, if somewhat wallflowerish, and 


upheld the dignity of the family. They were the 
mainstay of the ancestor-culters. 

The third generation was represented by 6 chil- 
dren, 2 each from archeologist Anselm, jurist 
Eduard, and philosopher Ludwig. Only the line of 
Eduard has been continued to the present day. The 
author likens Anselm’s son and daughter, Anselm 
‘and Emilie, to Goethe and his sister Cornalie—both 
women, Emilie and Cornalie, talented but sickly. 
Emilie partook of the artistic family characteristics, 
could paint and write, but her cyclothymic nature 
brought her at 43 into deepening melancholia. 
Death followed at 46. 

“Beautiful as an Apollo” was Anselm the painter, 
son of Anselm the archeologist, and like others in 
his family his temperament was strikingly cycloid, 
predominantly hypomanic. “Fiir was heisse ich 
Feuerbach? Ich habe Feuer in den Adern” But 
there were depressed periods too when he lay 
“nachtelang in Tränen gebadet.” In a letter he 
wrote, “Ewige Wechsel von Freude und Leid hat 
mich sehr angegriffen.” A very singular feature of 
this “ewige Wechsel” was that the major phases of 
exaltation occurred regularly and-abruptly at 7- 


year intervals, lasted a year, or two, and then 
abruptly subsided. Mobins describes a similar 7- 
year rhythm in the case of Goethe. The first of 
Feuerbach’s waves of hyperactivity—Spoerri uses 
the words Tonussteigerung, Tonuserhdhung—came 
at the age of 20, the last at 45. The depressive re- 
action to this last phase continued until his death of 
a heart attack at 51. The periodic “hypertonic” 
states in Feuerbach’s case resembled those of his 
grandfather, the criminologist, in that they ap- 
parently exhibited mixed manic-depressive and 
schizoid elements. Feuerbach’s egoism and pride 
are revealed in 22 self-portraits and in his habit of 
lending his own features to the figures in his pic- 
tures. He left above 250 paintings; his greatest 
productivity coinciding regularly with the periodic 
phases of Tonussteigerung. A similar coincidence 
was notable in his father’s work and likewise in that 
of Goethe. 

Making due allowance for the traditional indi- 
vidual peculiarities of artists—in this instance also 
definitely family peculiarities—the author judi- 
ciously ‘raises the question whether in the case of 
painter Feuerbach “we are dealing only with an ab- 
normal structure of his character with correspond- 
ing psychopathic behavior, or whether there is pres- 
ent a mental illness in the true sense.” He discusses 
the pros and cons and leaves it at that. One point, 
however, he makes clear: “a real understanding of 
Feuerbach’s pictures is only possible through the 
study of his manysided personality.” 

Spoerri ends his monograph by presenting genea- 
logical charts of the several branches of the Feuer- 
bach and affiliated families and reviewing the genetic 
possibilities. Among the ascendants of the criminol- 
ogist Anselm Feuerbach, first dealt with in this 
review, no instance of mental illness is known to 
have occurred. His circular psychosis is the first 
evidence of psychic disturbance in that familial line. 
It is interesting to note that both the criminologist 
and his contemporary Goethe derive from a common 
isth-century ancestor; and further that the crimi- 
nologist’s wife, Wilhelmine Tréster, and Goethe 
likewise stem from another 15th-century ancestof, 
the landgrave Heinrich III of Hessen. Through 
this descent connection was also established with 
the famous biologist Ernst Haeckel. Wilhelmina 
Tröster was a member of the Sachsen-Weimar 
family, which was not free from hereditary taint— 
witness the mad Kings Ludwig II and Otto I of 
Bavaria. 

The descendants of criminologist Feuerbach come 
from highly gifted forebears on both sides; also 
they reflect the psychopathological trends both o 
the great criminologist and of the maternal line. The 
features of these relationships Spoerri has worke 
‘out in great detail. The value of his work in Pre 
senting biographical and psychological studies © 
the members of an extraordinary family, with ni- 
merous portraits never before published, together 
with genealogical researches carried through 4 
centuries made it seem worth while to offer thS 
extended review. 

C. B. F. 


IN MEMORIAM 


NEWDIGATE MORELAND OWENSBY, M.D. 
1882-1952 


Newdigate Moreland Owensby was born 
November 22, 1882, in Ovwensbyville, 
Georgia, and was the son of John M. and 
Mary (Moreland) Owensby. His father, 
John Moreland Owensby, was also a 
physician. When very young, Newdigate 
Owensby moved with his parents to Okla- 
homa, where his father practiced medicine in 
the Indian Territory for several years. Later 
the family moved to California, where New- 
digate Owensby received his academic edu- 
cation, and from there he went to the Uni- 
versity of Maryland for his medical 
education, receiving his M.D. degree in 
1904. He did postgraduate work in London, 
Edinburgh, Berlin, Munich, Vienna, and 
Paris, While in Vienna he studied with Sig- 
mund Freud. After his return from Europe 
he became associated with Bay View Asylum 


in Baltimore, and was assistant in psychiatry ` 


and clinical demonstrator in neurology at 


_ Johns Hopkins Medical School. He was also 


lecturer in psychiatry and neurology at the 
University of Maryland School of Medi- 
cine and professor of psychiatry and neurol- 
°gy at the University of Baltimore School 
of Medicine. He later returned to Atlanta to 
Practice psychiatry and was one of the pio- 
neers in this field in the South. In 1929 he 
je Edna Haslup, who survives him. 
ere were no children, 
at 1939 he realized a lifetime ambition 
en he was able to establish Brook Haven 
ts anor Sanitarium for the private care and 
catment of the mentally ill near Atlanta: 
= e€ was a Pioneer in the use of some of the 
wer psychiatric therapeutic procedures in 
G Atlanta area. 
ng the course of his career he was vis- 
T as of psychiatry at the Univer- 
oe Georgia School of Medicine, Augusta, 
Ome heuropsychiatrist to the Medical 
Spal Training School, Ft. Oglethorpe, 
ee and a Lt, Col. in the Medical Re- 
I orps, U. S. Army, during World War 


*“"€ was a guest lecturer to the U. S. Army - 


School of Military Neuropsychiatry, attend- 
ing psychiatrist to Municipal Hospital, St. 
Joseph’s Hospital, and Georgia Baptist Hos- 
pital in Atlanta, psychiatrist-in-chief of 
Brook Haven Manor Sanitarium, and direc- 
tor of the Owensby Clinic. He was formerly 
a Councillor of The American Psychiatric 
Association, and consultant in psychiatry to 
the U. S. Public Health Service. He was a 
Fellow of the American Medical Associa- 
tion, American Psychiatric Association, 
and Fellow and Founder of the South- 
ern Psychiatric Association. He was a 
member of the American Association for 
‘Advancement of Science, the Southern Med- 
ical Association, the American Academy of 
Neurology, and the Fulton County Medical 
Society. He was a Diplomate of the Ameri- 
can Board of Psychiatry and Neurology. 

In 1935, along with Dr. Richard Bunting, 
he became the founder of the Southern Psy- 
chiatric Association, which today has a mem- 
bership of 204 members. 

The passage of time brings about changes 
in persons and organizations. Today marks 
the beginning of the r5th session of the 
Southern Psychiatric Association. We have 
seen it grow through the time from 1935 to 
the present, from a very small group of psy- 
chiatrists practicing in the South to an or- 
ganization of more than 200 members, many 
of whom are renowned in our field. The so- 
ciety now is the largest, geographically 
speaking, of the regional psychiatric organi- 
zations in the country and embraces 16 of 
the southern states and the District of 
Columbia. All can agree that this growth 
has been due largely to the effort and per- 
sonality of one man, Dr. Newdigate M. 
Owensby, the perennial secretary who at 
times had to spend his own money to keep 
the organization going. 

This organization of southern psychia- 
trists has been described as “the cream of the 
crop of the South.” Because of Dr. Owens- 
by’s insistence, the Board of Regents has set 
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down rather rigid standards for admission 
to Fellowship in the organization. Numeri- 
cally the organization could be much larger, 
but applicants were very closely screened by 
Dr. Owensby personally, and his idea was to 
take only those who were Diplomates of the 
American Board of Psychiatry and Neurol- 
ogy, or men who, it was felt, were likely to 
become Diplomates. 

While we have watched time and effort 
bring about the growth of’ an organization, 
we have watched this same time and effort 
take its toll of the vitality of the man and 
physician, so that today we are engaged in 
a memorial to the man who is no longer with 
us, However, we are certain that there are 
those among us who can almost feel his pres- 
ence and imagine hearing his characteristic 
tone of voice as he greeted this one and that 


one, always im a way that made you know he 
was glad to see you here and happy that you 
seemed to be enjoying the meeting. We are 
certain that Dr. Owensby would be pleased 
if this memorial to him were also made a 
dedication on the part of those present to a 
resolve to see to it that the Southern Psy- 
chiatric Association continues to grow in 
vigor and strength and to represent the best 
thought and practice in psychiatry through- 
out the South. 
Tue MEMORIAL COMMITTEE OF 
Tur SOUTHERN PSYCHIATRIC ` 
ASSOCIATION 
R. Fintey GAYLE, JR., M. D., Chairman 
Josera E. Barrerr, M. D. 
. Burke Surrt, M. D. 
Joseru L. Knapp, M. D. 


i 


March 


5 
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SOME RECENT DEVELOPMENTS IN SOVIET PSYCHIATRY + 
JOSEPH WORTIS, M.D. Brooxyn, N. Y. i 


Soon after World War II, there was a 
general revival and reappraisal of the whole 
range of scientific and cultural activity in the 
Soviet Union. This was necessary not only 
because the dislocations and deprivations of 
ihe war needed to be remedied, but also, 
paradoxically enough, because the USSR 
was greatly strengthened in the course of 
the war. Industrial pfoductivity had more 
than doubled, the position of the USSR as 
a great power was established, and its influ- 
ence on the outside world greatly enhanced. 

Under these new conditions, searching 
criticisms of all aspects of Soviet science and 
art seemed to be in order. Fresh demands 
were made on composers, painters, and 
writers to reflect the new aspirations of the 


_ Soviet people. The late Zhdanov in his 


trenchant criticism of Alexandrov’s “History 
of Philosophy” called for a more emphatic 
insistence on the special materialist basis of 
Soviet science, and a new materialist philo- 
sophic journal Voprosi Filosofii was founded 
in his honor. The genetics controversy that 
had been raging for over 10 years was re- 
opened in a huge debate of the Academy of 
Biological Sciences and decided in Lysenko’s 
favor. and soon afterwards Rubinshtein, 
Russia’s leading psychologist, was exposed to 
Sweeping criticism by a whole array of his 
colleagues, The 2 main criticisms of Rubin- 
shtein were: (1) his tendency to separate 
Psychological processes from their actual ma- 
terial sources in the outside world or in the 
body’s physiology, and (2) his neglect of 
the concrete study of the psychology of the 
Oviet people under their new conditions 
Of life. Stalin stepped forth to express him- 
Self on some basic questions in linguistics, 
and upbraided the philologist Marr and his 
aoe whose mistaken ideas held sway by 
€ mere exercise of authority. “It is gen- 
erally recognized,” wrote Stalin, in a much- 
nore Statement, “that no science can 
Sea, and flourish without a battle of 
eS freedom of criticism. 
i ead at the ro8th annual meeting of The Amer- 


sychiatri iati ic Ci . J» 
ay 12.46, oe Association, Atlantic City, N. J. 


Naturally psychiatry was not spared in this 
lively atmosphere of mutual criticism. Al- 
though Pavlov and his school had been 
acclaimed for years as the most important 
contributors to psychiatric science, there was 
a widespread feeling that his contributions 
were being misinterpreted or neglected. In 
1947 a small group of physicians formed a 
committee to plan a broader discussion of the 
state of Pavlovian physiology in the USSR. 
In 1948 several of the leading psychiatric 
textbooks were criticized by the Presidium 
of the Academy of Medical Sciences for 
some shortcomings. Finally a full-scale dis- 
cussion and debate on the Physiological 
Teachings of Academician I. P. Pavlov was 
organized for June 28 to July 4, 1950, under 
the auspices of the USSR Academy of Medi- 
cal Sciences. Scores of scientists engaged in 
the discussion, the stenographic report of 
which fills a bulky volume. The main points 
of the leading speakers are of considerable 
interest and will be reported herewith, 

At this scientific session, the basic lines of 
Pavlov’s work were again underscored and 
their implications elaborated. These basic- 
propositions can be enumerated as follows: 

1. The unconditioned and conditioned re- 
flex together are the fundamental units of 
the central nervous system’s function, and 
hence of mental function. Excitation and 
inhibition are the basic modalities of central 
nervous system function. 

2, The chronic experiment on the intact 
organism is the basic technique for the study 
of conditioning. T 

3. The cerebral cortex is the site of the 
formation of conditioned reflexes, and the 
cerebral cortex dominates the nervous system. 

4. Conditioned reflexes are formed by both 
external and internal stimuli and result not 
only in motor acts, but in altered organ and 
tissue functions as well. 

5. Conditioned reflexes, repeated through 

erations, may sometimes be transmitted 
through heredity to become unconditioned 
reflexes. 

6. In man, the distinguishing feature of 
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the conditioning process is the evolution of 
the elaborate word symbols of language, 
called by Pavlov the secondary signal system. 
Pavlov said(1) : 


Tf our sensations and ideas relative to the surround- 
ing world are for us the first signals of reality, 
the concrete signals, then speech, especially and 
primarily the kinesthetic stimuli which proceed 
from the speech organs to the cortex, constitutes 
a second set of signals, the signals of signals. They 
represent an abstraction from reality and permit 
the forming of generalizations, which constitute 
our extra specifically human, higher mentality. 


Bykov, a pupil of Pavloy and the head of 
the newly created Institute of Physiology of 
the Central Nervous System, declared that 

‘the full significance of Pavlov’s work had 
not been grasped as yet by Soviet physicians 
and that Pavlov’s theories had the widest and 
most significant implications for the whole 
of medicine, Said Bykov (2) :? 

It seems to me that the transition from the con- 

‘ception of the organism as the sum of separately 
studied organs and systems to Pavlov’s method of 
studying the integral organism in its natural re- 
lations with its external environment was no less 
a feat of scientific thought than the transition from 
Ptolemy’s view of the world to the Copernican 
system. 


Bykov also declared : 


The belief that all Pavloy did was to make a con- 
tribution to physiology or add another chapter to 
that science must be condemned as fallacious. It 
would be far more correct to divide all physiology 
into two stages—the pre-Pavloy stage and the 
Pavlov stage. ‘The history of psychology may be 
divided in a similar manner. 


According to these Pavlovian commentators, 
mental and physical disease must be studied 
and understood in relation to the conditioning 
process. So far as mental illness is concerned, 
this emphasis had led in Russia to 2 pecu- 
liarly consistent lines of interest: on the one 
hand to an emphasis on the nature of the 
stimuli that affect human behavior and on 
the other hand to an emphasis on the effi- 
ciency of the organism responding to the 
stimuli—or, to put it simply, to an emphasis 
on social factors and on physiology. Even 
under Czarism, these influences, because of 
certain historical circumstances, were promi- 
nent in Russian psychiatry. Ivanov-Smolen- 


2 All subsequent quotations, unless otherwise 
noted, are from these Academy of Medical Sciences 
Proceedings. 


skii cited I. M. Sechenov, the nineteenth 
century precursor of Pavlov, as follows: 


We know that I. M. Sechenov in his day likewise 
fought for the cause of determinism. “Thought is 
usually regarded as the cause of action,” he said, 
“and if the external influence, that is, sensory 
excitation, remains unnoticed, as is very often the 
case, then of course thought is even regarded as 
the initial cause of the action..... This, however, 
is an utter fallacy. The initial cause of every act 
always lies in an external sensory excitation, be- 
cause without it no thought is possible.” 


The new monthly neuropsychiatric journal 
inaugurated this yeat was named in honor of 
Korsakov who half a century ago was dis- 
tinguished not only for his emphasis on medi- 
cal factors in psychiatry but also for his 
broad social point of view. Ivanov-Smolen- 
skii said of Pavlov’s clinical work in his last 
years: 


He paid great attention to the social and family 
conditions of the-patient, to the peculiarities of his 
trade or profession and his social status, the condi- 
tions in which he was reared and educated, his past 
life, the somatic or nervous diseases he had suffered 
before, the emotional shocks, mental trauma or 
situations of conflict he had expérienced. In a word, 
he was keenly interested in the social conditions 
and relations in which the patient’s nervous activity 
had formed and taken shape. 


All of man’s environment, all of his ex- 
perience, create his state of mind. Bykov 
emphasized the Pavlovian consideration of 
the total environment in all its aspects and 
described this as a humanistic approach. 
“The humanism of Russian medicine still 
remains,” he said, “its most splendid attri- 
bute, its badge and banner.” Bykov also 
declared that Pavlov’s work brought within 
the scope of medical interest a new kind of 
environment, the psychological milieu, that 
had hitherto been completely neglected in 
public health and hygiene: “It may be said 
that Pavlov discovered new environmental 
factors which before him were entirely un- 
known or lay in the shadow, outside the field 
of vision of scientific experimental research. 

For the Russian psychiatrist, this kind of 
emphasis does not exclude a consideration © 
what we call subjective psychological factors. 
In their view not only do established stereo- 
types of behavior contribute a subjective 
aspect to every response, but the secondary 
signal system of speech is regarded as very 
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ortant in the creation or modification of 
ior. Quoting Bykov: 

. Every attempt to base the theory of medical 
nce only on biology or only on psychology, has 
and will always lead, to a crude mechanistic 
d outlook, and, in the final analysis, to sterile 
We are coming to real- 
ever more clearly that .... an emotional in- 
ice may often be far stronger than any physical 
or, that a spoken word may cause profound 
s in the entire organism. 


sychology as an important branch of 
nce, linked especially to pedagogy, is 
being expanded and developed in the USSR, 
it its subjective and descriptive aspects 
garded as relatively inexact in relation 
s experimentally verifiable base, the con- 
oned reflex. Orbeli, who until recently 
acclaimed as Pavloy’s leading pupil, was 
dly castigated by Bykov for putting sub- 
ive and objective data on an equal level. 
Ivanov-Smolenskii said: “. ... you 
“not find many psychologists in our 
ntry today who would insist very strongly 
he value of the subjective method.” 
f interest to American psychiatrists is 
Soviet concept of unconscious mental 
ity. Ivanov-Smolenskii, though insist- 
that the conditioning process is always 
liated by the cortex, declared that it does 
always implicate the second signal system 
peech and hence may not be subjectively 
lized. But regardless of whether it is 
jectively verbalized or not, it still remains 
i Objective phenomenon, “Subjective and 
ctive constitute an indivisible entity.” 
Tesents the attribution of this concept of 
unconscious to Freud and prefers to 
e Sechenov who in his “Reflexes of the 
in” said that “ .. .. a sensory excita- 
producing a reflex movement may at 
same time give rise to definite cognized 
tions; but it also may not.” Or as 
henov elsewhere put it, the perception 
be more differentiated and distinct, or 
definite, and obscure. 
flicting stimuli that create difficulties 
ferentiation, overwhelmingly strong 
i, or weak repetitive stimuli may all 
to that peculiar breakdown of the bal- 
mechanism of conditioning that Pavlov 
the experimental neurosis. In addition, 
tic manifestations may be produced by 
ological inertia of the processes of ex- 


citation and inhibition, by cyclic or phasic 


changes in the cortical state, or by a variety 
of other physiological influences, especially 
by intoxication. It is interesting to note, 
however, that Ivanov-Smolenskii in his dis- 
cussion at this scientific session avoided a 
one-sided chemical explanation of such toxic 
psychoses : e 


If the intoxication was preceded by experimental 
overstrain of the animal’s nervous system and a 
breakdown of higher nervous activity, its course 
in the majority of cases was very severe and pro- 
tracted. It followed from this that in such cases 
much more than in others, treatment must be di- 
rected not only to detoxicate the organism, but also 
to restore the disturbed higher nervous activity. 


If we were dealing with a human being and not an 
animal, we would say that he not only needed de- 
toxication, but also treatment iof his neuropsychic 


x activity—in particular, scientifically sound psy- 


chotherapy. 


But the Pavlovian theory, in the contem- 
porary Russian view, goes far beyond the 
confines of psychiatry and has the most sig- 
nificant implications for all of medicine. The 
conditioning process implicates not only the 
external stimuli and motor acts, but internal 
stimuli and physiological alterations of or-, 
gans and tissues. The trophic function of 
nerves is also responsive to the conditioning 
process. Pavlov said of conditioned reflexes : 
“T consider it more than probable that they 
even exist for all the tissues, to say nothing 
of the individual organs. In my opinion the 
entire organism and all its component parts 
are able to report about themselves to the 
hemispheres.” Bykov said: “This corrobo- 
rates the conjecture of I. M. Sechenov, the 
father of Russian physiology, that internal 
(systemic) sensations and those transmitted 
by the external sense organs are of the same 
physiological nature.” Bykov and his school 
have experimentally produced conditioning 
of kidney diuresis, splenic contraction with 
accompanying increase of circulating red 
cells, tachycardia, body temperature changes, 
and a great variety of other physiological 
phenomena. Conversely, a great variety of 
visceral conditions can act as stimuli in the 
conditioning process, such as thermal stimu- 
lation of the gastric mucosa, specific chemical 
irrigation of the gastrointestinal tract, etc.— 
all of these, of course, without the involve- 
ment of conscious perception. Bykov said 
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that Pavlov in the latter years of his life, 
when so much of his time and interest was 
devoted to clinical problems, began to put 
increasing emphasis on the influence of the 
internal factors on the higher nervous ac- 
tivity, describing these factors as continuous 
and component elements of the physiology 
of the brain cortex. Bykov again quoted 
from Pavlov (from an essay entitled “On 
the Physiology of the Hypnotic State in the 
Dog” written in 1932) as follows: 

With reference to the cerebral cortex, in addition 
to a “vast representation of the external world 
<. . . it gives a broad representation of the internal 
world of the organism, i.e., of the states and activity 
of the multitude of organs and tissues, of the multi- 
tude of internal organic processes.” 


Bykov went on to say: “It has been demon- 
strated that the activity of every internal 
organ is connected with the formation of con- 
ditioned reflexes, in other words, that the 
external environment is inseparably con- 
nected with the internal.” Under certain con- 
ditions, a visceral sensation may exert pro- 
found effects on the entire state of the brain 
cortex. Ivanov-Smolenskii calls attention to 
the studies of A, O. Dolin on abnormal 
conditioned reflexes : 


By injecting aconitin, camphor, bulbocapnin, or 
other substances coincidentally with some indifferent 
stimulus, he transformed these originally quite 
harmless agents into conditioned stimuli for severe 
pathological reactions. Then applying these stimuli, 
he observed either a conditioned reaction in the 
shape of distinctly marked disturbances of cardiac 
activity or conditioned catalepsy, or a conditioned 
reflex in the shape of convulsions, and so on, 


Conversely, Speranskii, the noted Soviet 
pathologist, has demonstrated that a great 
variety of disease processes including certain 
infectious diseases can be precipitated by 
interference with the innervation of organs, 
either at the peripheral nerve level or at the 
cortex. His remarkable description of the 
pathological effect of circumscribed freezing 
of the brain cortex can be found in his 
“Introduction to the Theory of Medicine” 
(which has been criticized lately—even by 
those who regard its approach as basically 
correct—for its relative neglect of cortical 
dominance). Bykov also quotes from Pavlov: 
“. ... this highest part (the central nervous 


system) controls all the phenomena taking 
place in the body.” He goes on to say: 


In these past decades a new trend in medicine has 
arisen in the West and in America, known as “psy- 
chosomatic medicine.” This is the pale and de- 
formed reflection of the trend which in our country 
was founded long ago by eminent clinicians and 
known as “nervism,” that is, the idea that all proc- 
esses in the organism are subordinated to the nerv- 
ous organization, both in the normal and disturbed 
state of the vital functions. 


Instead of psychosomatics, the Russians 

prefer to speak of corticovisceral relations. 
Specific organs or tissues may be implicated 
in the pathological conditioning processes, 
or more diffuse disturbances may be involved. 
As Ivanoy-Smolenskii formulated it: 
The cortically conditioned pathological fixation of 
the vegetative nervous activity, by depriving it of 
its normal functional mobility and restricting the 
flexibility of its adaptation to changes in the or- 
ganism’s external and internal environments, leads 
to the development of phenomena of vegetative and 
metabolic dissociation, and also to disturbed activity 
of internal organs. The site of major pathological 
disturbances and of greatest alteration of the physi- 
ological functions may differ in particular cases, 
depending on the peculiarities of the patient’s on- 
togenesis and the diseases he has suffered from in 
the past. It is thus that disturbances of the higher 
nervous activity lead to somatic disorders. 


Of particular importance in the manage- 
ment of many of the disorders is the Pavlov- 
ian concept of protective inhibition, which 
declares in effect that clinical conditions of 
stupor, coma, lethargy, catatonia, mutism, 
sleep, and related phenomena are all various 
degrees and types of inhibitory states, which 
tend to shield the organism from the effects 
of overstrain and overstimulation and to 
promote recovery. The extension of this 
concept into therapy has given rise to the 
widespread use in the USSR of prolonged 
sleep treatment, which is applied in a great 
variety of both medical (especially for hyper- 
tension and peptic ulcer) and psychiatric 
conditions. Thus in the treatment of toxic 
states, Ivanov-Smolenskii reported: 

Carefully studying the development of various in- 
toxications, we were in many cases able to observe 
at various stages of the disease and in its various 
forms, the development of a diffuse protective 10- 
hibition in the higher parts of the animals’ nervous 
system. Following the therapeutic principle estab- 
lished by Pavlov, it was quite natural on our par 
to attempt to strengthen and extend this protective 
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inhibition with the aid of sleep therapy. And, in- 
deed, by inducing prolonged narcotic sleep with the 
aid of phenobarbital and always timing it for the 
stage when the protective inhibition was more 
clearly marked, in many cases of neuro-intoxication 
we obtained excellent therapeutic effects, namely, 
the complete disappearance of the severe disorders 
of higher nervous activity in the experimental 
animals. 


Neurotic conditions lead not only to dis- 
turbances in the psychological sphere but 
simultaneously to organic disturbances. It is 
therefore not the psychological manifesta- 
tions which cause the organic disturbance, 
but both alike reflect the neurosis of the or- 
ganism. Ivanov-Smolenskii said: 


Quite in the early stages of the study of experi- 
mental neuroses, M. K. Petrova and others observed 
that these disorders were usually accompanied by 
various somatic disturbances: abnormal respiration 
and salivary secretion, eczema, ulcerative processes, 
Otitis, etc. 


The experimental investigations which Usiievich 
began in Pavlov’s lifetime and has been continuing 
since have shown that various kinds of overstrain 
of the nervous system of dogs which lead to a break- 
down of higher nervous activity are accompanied 
by more or less distinct disturbances of the func- 
tioning of internal organs, and by brain changes. 
For instance, increased or diminished diuresis is 
observed, also disturbances of bile secretion, altera- 
tions in the peristalsis of the empty stomach, con- 
siderable fluctuation in the concentration of active 
chemical agents in the blood and, what is particu- 
larly interesting, from the standpoint of treatment 
of systemic disorders, a prolonged and persistent 
increase of gastric secretion and a markedly in- 
creased blood pressure, which then became stabilized 
at a high level. 


Tvanov-Smolenskii also cited Petrova’s ob- 
servations on the effect of experimental neu- 
Toses and chronic overstrain of the nervous 
system on the genesis of tumors, both benign 
and malignant. He said: 

i is interesting that she established that sleep ther- 
es Was beneficial in the treatment not only of 
nestimentally induced disturbances of the higher 
D activity, but also of various somatic dis- 
eases associated with them. This naturally 
3 Paa the idea of applying prolonged sleep in 
ernis medicine, in the treatment of systemic dis- 
TS caused by overstrain of the nervous system. 


oS all these disturbances arise because 
Salers in the functioning of the or- 
aes m, a the natural interrelation and inter- 
ible ae its component parts (with irrevers- 
) ganic damage occurring late or not at 

» Contemporary Russian medicine does not 
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look with favor on therapeutic measures that 
crudely disrupt the unity of the organism by 
the surgical elimination of portions of the 
nervous system. Bykov declared that the 
fundamental principle of Pavlov’s teaching 
is the unity and integrity of the organism and 
he again quoted Pavlov: “.... this is 
entirely our incontestable Russian contribu- 
tion to world science, to human thought in 
general.” Bykov went on to say: 


This is why the attempt to exclude the influence 
of the vagus surgically in cases of peptic ulcer does 
not now appear to satisfy anyone, just as little as 
does the attempt to rid the organism of the influ- 
ence of the sympathetic nervous system in cases of 
hypertension and other diseases. 


Similar considerations, as we shall see, 
were implicated in the discussion of pre- 
frontal lobotomy. 

In spite of the impression we get from some 
commentators and reports, Russian scientific 
literature and scientific meetings are char- 
acterized by a great deal of intense debate, 
mutual criticism, and self-criticism. ‘In 
Soviet science,” Tvanov-Smolenskii said, “an 
indisputable condition for the struggle of the 
new against the old, for the steady ascent of 
the ladder of development, is criticism and 
self-criticism. We disclose shortcomings 
and errors in scientific work in order to over- 
come them.” The week-long 1950 Proceed- 
ings of the Academy of Medical Sciences 
were reported in great detail in the daily 
Pravda, with a number of reports printed in 
full. The entire stenographic report of the 
Proceedings comprises a volume of 730 
pages, which was printed in an edition of 15,- 
ooo copies. No high reputations were spared. 
Among those recently criticized at these or 
later sessions may be named: Giliarovskii, 
head of the All-Union Institute of Psychia- 
try, Russia’s most distinguished and vener- 
able psychiatrist, Gurevich, a member of the 
Academy of Medical Sciences, Shmarian, 
head of the Psychiatric Division of the Min- 
istry of Health, Sukhareva, Russia’s leading 
child psychiatrist, Speranskii, Anokhin, 
Ravkin, arid others. Criticisms against Or- 
beli, until recently president of the Soviet 
Academy of Sciences, and now head of 3 
institutions, were particularly severe and it 
should be noted that the younger members 
of his staff were especially critical. Although 
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che was given full credit for many of his 
important contributions, some typical criti- 
cisms levelled against Orbeli were: 

1. His false emphasis on the dominant 
regulatory role of the vegetative nervous 
system, with a corresponding neglect of the 
dominance of the cortex. Orbeli was also 
criticized for his claim that only the sympa- 
thetic nervous system has trophic functions. 

2, Orbeli’s institute developed work in 
opposition to Pavlov’s theory of the inheri- 
tance of acquired reflexes, and Orbeli himself 
was in the anti-Lysenko camp. 

3. His false and mistaken emphasis on the 
value of subjective psychological data. 

4. His neglect of cortico-visceral relations. 

5. His tendency to disparage Pavlovian 
theory and Pavlov’s method of study of the 
conditioned reflex. 

6. His general neglect of the development 
of Pavlov’s work and the substitution of 
novel and incorrect approaches of his own. 

A resolution of the scientific session was 
adopted that read in part: i 
Scientific criticism and self-criticism were not prac- 
tised in the bodies headed by Academician Orbeli, 
and measures were not taken to ensure freedom of 
criticism and a battle of opinions. Laudation of 
scientific leaders and blind submission to their 


“authority” were the prevailing spirit in these 
institutions, 

As the head of a large number of research institu- 
tions, university chairs, scientific commissions, jour- 
nals and societies, Academician Orbeli held a mo- 
nopoly position in physiology which is intolerable, 
since it is contradictory to the spirit of Soviet 
science and hampers its free development. ' 


Among some of the other theories criti- 
cized at this conference may be cited the 
theory that humoral factors dominate in the 
body economy, the mechanistic overemphasis 
of histopathologic factors, or the belief in 
anatomical localization of psychological 
functions. . Professor Gurevich was espe- 
cially criticized for his tendency to localize 
psychoses in definite areas of the cortex. 
Said Ivanov-Smolenskii : 


Psychoses ate always manifestations of intricate 
disturbances of dynamic interactions both within 
the cortex and between the cortex and lower levels 
of the nervous system; they are disorders not only 
of the cortex, but of the brain in general—more, of 
the body in general. : 


In addition, there was a sweeping condem- 
nation of the outdated concepts of Virchov’s 
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cellular pathology. The Soviet theory of 
“nervism” is now the current prevailing 
theory of medicine in the USSR. 
Said Bykov: 

The task in the present stage of further developing 
Payloy’s teachings is, with the help of the com- 
bined efforts of all Soviet physiologists, to complete 
the fullest possible description of the mechanisms 
of interaction of all functions of the body under the 
influence of the external environment. And the 
point of departure must be the Sechenoy-Pavloy- 
Vvedenskii theory that the nervous mechanism is 
the chief link in all processes occurring in the or- 
ganism, and that the organism’s conditions of life 
constitute the determining factor in its behavior. 


The concluding resolution of the scientific 
session declared: “The session draws atten- 
tion to the inadequate application of Pavlov's 
teachings to medicine; the great scientist's 
maxim that physiology must become the 
scientific basis of medicine has not been 
observed.” 

But the implications of Pavlov’s work go 
even beyond the clinical practice of medicine. 
Its bearing upon hygiene and public health, 
on pharmacology, immunology, dietetics, and 
animal husbandry were all brought out and 
emphasized. 

Bykov said: 

Pavlov’s ideas have hardly penetrated into the 
practical and research work of the clinic. They 
have not been extended at all to the physiology of 
farm animals, and have therefore been unable to 
contribute anything to practical socialist animal 
husbandry. Pavloy’s principles have not found their 
way into biochemistry or pharmacology or hygiene. 
Yet all of these sciences, whose object of study 1$ 
the human and animal organism, are doomed to 
stagnation so long as they do not base themselves 
on Pavlov’s creative principle of the unity and in- 
teraction of the organism with the surrounding 
world. 


The microbiologist A. V. Ponomariov 
spoke rather fully of the importance of 
applying Pavloy’s ideas to the theory of 
immunity as a protective function of the 
organism. He pointed out that to this day— 
despite the fact that the role played by the 
nervous system in many of the immunity 
reactions of the organism had already bee? 
indicated by’ Mechnikov and others—Pav- 
lov’s views are not being applied practically 
to this important branch of preventive medi- 
cine. 

Lestochken(3) in an interesting report at 
the session discussed the implications of Pav” 
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lov’s work in the hygiene of normal people. 
After defining hygiene as the study of the 
optimal interrelations between human beings 
and their environment, he went on to say 
that this interrelationship can no longer be 
viewed as a static mechanical thing in which 
determinations are made once and for all 
on what constitutes good mental hygiene. 
He said that allowances must be made for 
the great capacity for change in both man 
and his environment, and deliberate modifi- 
cations of both must be undertaken for man’s 
advantage. Conditions of life and work must 
be adapted to man’s needs. Environmental 
factors must encompass not merely nutri- 
tional and mechanical factors, but also the 
whole psychological effect of conditions upon 
the organism and the detection of all irritants 
that may adversely affect health. The whole 
of culture, work, recreation, and even lan- 
guage usage must be considered and encom- 
passed in the scope of human hygiene. 

In the same volume, Pletnev discussed 
Pavlovianism in relation to animal hus- 
bandry, pointing out that the spontaneous 
preferences of cattle for certain types of 
fodder may neither reflect its nutritional 
value nor produce the best yields of beef. 
If ingenuity is employed, however, prefer- 
ences can be created in both cattle and poultry 
for the most desirable foods, and through 
the hereditary transmission of such estab- 
lished preferences the very breed of cattle 
can be altered. The human preference for 
the kind of food that mother used to make 
may well be considered in the same light. 

_ Although the great preponderance of opin- 
ion at these sessions favored this new line of 
emphasis, the struggle for the prevalence of 
the Pavlovian view still goes on. At a joint 
Meeting of several of the scientific councils 
Of interested scientific institutes held in July 
1951, a progress report was made and con- 
tinuing laxity or downright disagreement was 
jae Orbeli again came in for a good 
Share of the criticism, and the psychologists 
Were upbraided for their “incomprehensible 
oo in applying Pavlovian principles 
et se Science, Nonetheless, the psycholog- 
a nd medical journals reflect a huge up- 
R in the amount of Pavlovian work 
2 ished, and in the frequent formulations 

New or old problems in a Pavlovian light. 


A recent first-hand report of actual Soviet 
psychiatric practice was made by Dr. Chris- 
tian Astrup(4) of Oslo who visited several 
psychiatric institutions and spoke with a 
number of leading Russian psychiatrists. He 
confirms the general impression that most 
research is physiologically oriented, although 
psychic factors are believed to be very impor- 
tant in both organic and functional disorders. 
Special efforts are being made to coordinate 
the results of work in various medical dis- 
ciplines. The general Pavlovian view pre- 
vails that the major psychoses represent an 
imbalance between excitatory and inhibitory 
brain processes. Electroencephalographic 
evidence is adduced to prove the presence of 
discoordination between the hemispheres 
both in schizophrenia and in other mental 
disorders; it is also believed by some that 
there is a pathological anatomy of schizo- 
phrenia that contributes to this imbalance. 
X-ray irradiation of the cortex is used in the 
treatment of depression, and irradiation of 
the mesencephalon in manic states. Filatov’s 
tissue transplants and Bogomolet’s antire- 
ticulocytotoxic serum are both being em- 
ployed in psychiatric disease, and Professor 
Andreiey is said to be well satisfied with the 
therapeutic value of ARCS. Both insulin and 
electroshock treatment are used (although 
the latter continues to be described as unduly 
crude, unpleasant, and injurious (5)). 

Various techniques of sleep treatment are 
employed. Klaesi’s somnifen method is re- 
garded as too dangerous and is no longer 
recommended. Interrupted sleep is preferred 
by many and one favored method involves 
the use of sedatives such as amytal or evipal 
in the mid-afternoon, so that induced sleep 
will be superseded by natural sleep in the 
evening. Another variation involves the use 
of induced sleep soon after the patient 
awakens from insulin coma, so that he sleeps 
again until the following morning. Other 
techniques, involving the use of sedative 
clysters at 4-hour intervals, are described by 
Astrup. Giliarovskii is experimenting with a 
new form of electrically induced sleep in 
which low-amperage currents with frequen- 
cies of 1 to 10 per second are used. The pro- 
cedure is remarkably safe and easy, and is 
said to be effective in both acute and chronic 
schizophrenia. Sleep treatment is also used 
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for childhood schizophrenia, which is re- 
garded as prognostically favorable. Sleep 
treatment is sometimes combined with elec- 
troshock treatment. Both procedures are 
believed by Sereiskii to strengthen inhibitory 
functions. Kerbikov and Zorina(6) propose 
intravenous alcohol drop infusions in the 
treatment of schizophrenia. Interesting Te- 
sults in the treatment of manic-depressive 
episodes by means of lumbar novocaine 
blockade are reported by Professor Pro- 
topopoy and associates(7), who attribute its 
value to the blanketing of the sympathetic- 
adrenal system. 

At the time of A'strùp’s visit there was 
considerable lively discussion on the merits 
of lobotomy, and widespread dissatisfaction 
with its results. At about the same time the 
experimental work of Professor Usiievich, 
Director of the Physiological Institute, on 
frontal lobotomy aroused much interest and 
approval. According to his data, serious dis- 
turbances in brain function could be demon- 
strated after the loss of the frontal lobes, 

_ especially impairing the organism’s capacity 
to rapidly modulate excitatory or inhibitory 
processes. All these considerations led to the 
following statement and declaration of policy 
(8) by the Ministry of Health, dated Decem- 
ber 9, 1950: 

Following the initiative of Prof. M. A. Goldenberg 
(Gorkii Medical Institute), Prof. A. C. Shmarian 
(Central Psychiatric Institute of the Health Minis- 
try RSFSR) and Prof. R. Golant (Leningrad Psy- 
chiatric Institute) and without sufficient theoretical 
basis or clinical trial, prefrontal leucotomy has be- 


gun to be used as a method of treatment for several 
neuropsychiatric disorders. 


The reported results on the therapeutic efficacy of 
this method and the observation of certain of its 
sequele indicate that this method not only does 
not offer, any advantage over other therapeutic 
procedures for these conditions, but leads to ir- 
reversible organic changes which make further 
treatment of the disorder impossible. 


The Scientific Medical Council of the Ministry 
of Health of the USSR at its meeting on November 
30th of this year discussed the question of the use 
of prefrontal leucotomy as a therapeutic procedure 
and concluded that it has no theoretical basis, and 
that the use of prefrontal leucotomy in the treat- 
ment of neuropsychiatric disorders is incompatible 
with the basic physiological principles of I. P. Pav- 
lov’s teachings. 


In accordance with the decision of the Scientific 
Medical Council of the Ministry of Health of the 
USSR of November 30, 1950, I order: The use of 
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prefrontal leucotomy in neuropsychiatric disorders 
is forbidden. .... 
Minister of Health, USSR. E. Smirnov 


According to Astrup, Moscow has 5 psy- 
chiatric hospitals serving its 11 districts, but 
each of the 11 districts has its own neuro- 
psychiatric dispensary. There are also spe- 
cial polyclinics attached to the hospitals. The 
Kashchenko Hospital for example has 1,400 
patients (including 200 children’s beds) and 
a staff of 100 physicians, 350 nurses, and 
750 aides. It operates on a budget of 20 
million rubles (roughly $5,000,000) a year. 
Dr. Astrup visited one of the Moscow dis- 
trict dispensaries (for the Kiev district), 
which serves an area with 300,000 people. 
It was staffed with a director, 8 physicians 
who serviced separate areas, a child psychia- 
trist, and a physiotherapist. Doctors worked 
both in the dispensary and in the field and 
had social workers to help them. In addition 
to strictly psychiatric treatments, patients 
were afforded advice on legal and marital 
problems in the dispensary. All-day occupa- 
tional activity was available in the dispensary, 
in sheltered workshops, or at home, and given 
much emphasis. Combinations of bromide, 
caffeine, and luminal were often used. Other 
treatments used were oxygen injection, blood 
transfusions, and autohematotherapy. 

Space does not allow discussion of other 
interesting items in the recent literature. 
The over-all impression continues to be one 
of ferment, movement, some conflict, some 
confusion, and forward progress. The past 
years coincide with an unprecedented in- 
crease in industrial productivity, decline 1 
living costs, increased consumer goods, an 
vastly expanded cultural activity. Production 
of major manufactures increased by 16% ie 
the past year, and there were corresponding 
increases in food production, housing, a 
even greater increases in luxury goods like 
musical instruments. Salisbury (9), the New 
York Times’ correspondent, writes after @ 
visit to the (perhaps specially favored 
Georgian province: “Strain and tension are 
absent . . . . the life of the people °»; 
viously is healthy, comfortable and easy: 
Soviet psychiatrists believe that the increas 
well-being of their population has contribute 
unmistakably to mental health. According 
to figures given by Professor Shmarian (10 
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of the Psychiatric Division of the Health 
Ministry, the number of first admissions for 
manic-depressive psychoses in Moscow de- 
clined from 1.20 per 10,000 population in 
1930 to 0.3 in 1947—a decline of 75% ; for 
alcohol and other addictions from 2.1 to 0.4; 
for brain syphilis from 1.9 to 0.5; for psy- 
chopathy from 5.1 to 3.2. According to Prof. 
Shnienevskii of the Post-Graduate Central 
Institute, the incidence of schizophrenia in 
the years 1930-1948 was cut in half. Accord- 
ing to Shmarian, the incidence of schizo- 
phrenia in the age groups 20-30 is now less 
than one-third of what it was in 1913. There 
are less than 100,000 hospitalized psychiatric 
patients in the USSR, and these hospitals 
have at least 4 psychiatrists and ro atten- 
dants per 100 patients. In the 1951 Soviet 
State Budget, 21.9 billion rubles (over 5 
billion dollars at official rates) were allocated 
to public health and to medical research, and 
59 billion rubles to education. 

Whatever its mistakes and shortcomings, 
Soviet psychiatry compares favorably with 
our own and is well worth our serious scien- 
tific attention. It is unfortunate that political 
barriers are interfering with free inter- 
national scientific exchange, and that the 
splendid American tradition of interest in 
International science, which goes back to 
Jefferson’s time, is now being challenged and 
obstructed. In the field of international 
Sports, our American athletes at the Olym- 
Pics succeeded in breaking through similar 

tiers. “We're all together as athletes,” 
Said champion pole-vaulter Bob Richards, 

and differences are forgotten.” I hope that 
We psychiatrists will also continue to cherish 


and defend this attitude. In the long run it 
is American medicine and our American pa- 
tients who will gain. 
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AN EVALUATION OF INTRAVENOUS ETHER AS A TREATMENT FOR 
PSYCHIATRIC PATIENTS * 


DANIEL H. FUNKENSTEIN, M. D., anp LYDIA W. MEADE, R. N. Boston, Mass. 


In 1950, Ferraro, Roizin, Carone, and 
Stein(3) reported on the use of intravenous 
ether as a treatment for “affective psychoses 
and psychoses with depressive features.” The 
treatment consisted in giving intravenous 
ether diluted in dextrose in isotonic saline 
daily to the patients. The amount given was 
not sufficient in quantity or given at a rate 
fast enough to induce sleep. They claimed 
results comparable to those obtained with 
electric shock treatment in similar cases. 

The intravenous ether method used by 
them was devised by Katz(7) and later used 
by Williams(g) in treating peripheral vas- 
cular disease. ; 

This paper is a report on a study of intra- 
venous ether as a psychiatric treatment. 
There were 2 aspects to the study : 

I. An evaluation of the treatment was 
carried out in the following manner. Pa- 
tients with affective psychoses were divided 
into 3 matched groups. One group was 
treated by intravenous ether, one group by 
intravenous normal saline, and the third 
group by electric shock treatment. 

2. The relationship of the status of the 
autonomic nervous system to the clinical out- 
come of treatment with intravenous ether was 
studied. The autonomic nervous system stud- 
ies were carried out by means of a test that 
we have reported previously in relation to 
electric shock treatment (6). 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the Department of Psychiatry, Harvard 
Medical School, and the Boston Psychopathic Hos- 
pital. The research reported in this article was 
made possible (in part) by a grant from the Su- 
preme Council, 33rd Degree, Scottish Rite, North- 
ern Masonic Jurisdiction, U.S.A., through the 
National Association for Mental Health. We are 
grateful for the assistance we received from Harry 
C. Solomon, M. D., and William Holt, M. D. Epine- 
phrine was supplied by Shepherd M. Crain of Win- 
throp-Stearns Inc. Mecholyl was furnished by 
Merck and Company. 


650 


STUDIES oF THE MATCHED SERIES OF PA- 
TIENTS WITH AFFECTIVE PSYCHOSES 


METHOD 


Subjects —Seventy-three patients who 
were routine admissions to the Boston 
Psychopathic Hospital form the basis of this 
part of the study. These patients, who had 
received no other psychiatric treatment in the 
previous 6 weeks, were diagnosed shortly 
after admission as having affective psychoses 
of the depressive type (manic-depressive-de- 
pressed or involutional psychoses, melan- 
cholia), and on clinical grounds as being 
patients for whom electric shock treatment 
was indicated. The illnesses were of suf- 
ficient severity to necessitate commitment to 
a mental hospital. The subjects were €o- 
operative enough to lie still for 2 hours while 
the intravenous fluid was given. There were 
50 females and 23 males, with an average age 
of 47.6 yedrs, ranging from 22 years to 63 
years. The subdiagnoses may be seen m 
Table 1. 

Measures—The clinical diagnoses and 
suitability for electric shock treatment were 
determined by the clinical director, who took 
no part in the treatments, and did not know 
which patients were receiving intravenous 
ether and which were receiving intravenous 
saline. 

The following criteria were used for Score 
ing the outcome of treatment: “Improved 
—patients in this category were those who 
were able to leave the hospital within 4 
weeks of their last treatment and remaine 
out of the hospital for one month; “Unit - 
proved”—patients in this category were those 
judged not able to return to the community 
after treatment. 

Procedure-—Once the patients had beet 
diagnosed as having affective psychoses an 
being suitable candidates for electric sho 
treatment, autonomic nervous system tests 


described subsequently) were done. 
esults of the tests in no way influenced 
choice of treatment. Two patients re- 
d intravenous ether, one patient intra- 
us saline, and one patient electric shock 
ment in an entirely random manner. 

e ether patients were treated by one 
who administered 1,000 cc. of a solu- 
containing 24%. ether in normal saline 
yenously over a period of 14 to 2 hours, 
es a week for a minimum of 20 treat- 
If no improvement was noted at the 
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room was permissive and cheery. If any of 
the patients spoke of their personal problems, 
this was dealt with by sympathetic listening 
by the nurse, but with no advice or verbal 
reassurance offered. After each treatment 
the patients were given a cup of tea. 

To the patients who received electric shock 
it was administered in the conventional man- 
ner. All but 2 of the patients who failed to 
improve with intravenous ether or saline 
subsequently received electric shock treat- 
ment. 


TABLE 1 


MATCHING OF THE AFFECTIVE CASES ON BASIS oF THREE VARIABLES 


Electric 
Ether shock Saline x t P 
olutional psychosis 7 6 tints 
ic-depressive-depressed ..... 22 12 10. 0891 9567 Insignificant 
(averages for 2 groups 
pared) — 45.5 51.8 2.2 -03 Significant 
46.7 — 51.8 18 07 Significant 
3 46.7 45.5 — 45 65 Insignificant 
lostic groups ; 
“Speers “pa Die AF a Hy 3751 8306 Insignificant 


that time, treatment was terminated. 
rovement was noted, treatment was 
ed until the patient had received 30 
ments. 
t patients who received intravenous 
eceived 1,000 cc. of the substance over 
e length of time and for the same 
r of treatments as the ether patients. 
‘same criterion used for terminating 
ment in the ether group was used in the 
group. Only the superintendent of the 
l was aware that any of the patients 
ceiving intravenous saline, and he did 
know which patients received it. As a 
safeguard to prevent ward personnel 
knowing of the experiments, it was 
in the charts of the saline patients that 
were receiving “intravenous ether.” All 
atients receiving intravenous saline were 
lon the same ward at the same time as 
er patients, and had no reason to think 
Were not receiving “intravenous ether.” 
number treated by intravenous fluid 
One time was limited to 6, this being 
mber one nurse could adequately su- 
. The atmosphere of the treatment 


ae test was done on a comparison of the improved with the unimproved for ether, electric shock treatment, and 
and it was found that there was no significant difference in the ages between improved and unimproved. 


RESULTS 


Although the selection of patients for the 
several methods of treatment was entirely 
random, it was worth while to make a statis- 
tical analysis of certain variables to see if a 
good match had been obtained in regard to 
factors that might be important in determin- 
ing recovery with treatment. Accordingly, 
the patients given intravenous ether, the pa- 
tients given intravenous saline, and those who 
received electric shock were compared on the 
following variables : age, subdiagnoses within 
the affective diagnosis, and autonomic groups 
(see Table 1). The only variable that showed 
any significant difference was the age of the 
patients given intravenous saline, which was 
slightly higher than in the cases given ether 
or electric shock. The mean for the saline 
patients was 51.8 years as compared with 
45.5 years and 46.7 years for the electric 
shock and ether patients respectively. (A 
statistical analysis was then done within these 
groups to see if age was important in re- 
covery and it was found not to be an impor- 
tant factor.) From this analysis we can see 
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that the cases were well matched on the basis 
of the variables stated above. 

Fourteen (37.8%) of the 37 patients with 
affective psychoses treated by intravenous 
ether were scored as “improved.” Nine 
(52.9%) of the 17 patients treated by intra- 
venous saline were scored as “improved.” 
These results obtained by the 2 methods were 
compared and no significant difference was 
found (see Table 2). 

Seventeen (89.4%) of the 19 patients 
treated by electric shock were scored as “im- 

_ proved.” The results of treatment with elec- 


blood pressure and psychological responses — 
to intravenous epinephrine and intramuscular 
mecholyl. Patients’ reactions to these drugs 
were classified into 7 groups, each of which ~ 
showed a different prognostic relationship to 
the clinical outcome with electric shock treat- | 
ment(4, 6). For example, of the cases clas- 
sified on the basis of the blood pressure re- 
action as.Group I, 9.4% responded favorably 

to electric shock treatment, and as Groups 
II-III, 35.4% ; of Group VI, 88.8%, and of 
Group VII, 96.9% responded favorably to 
the same treatment. 


TABLE 2 
RESULTS IN THE MATCHED Arrecrive Cases TREATED BY ETHER, SALINE, AND ELECTRIC SHOCK 
Im- Unim- %o f 
proved proved Improved Fai P nae 
, Ether . 14 23 37.8 1.0879 59 Insignificant 
Saline . ~ 9 8 52.9 Y 
ECE u i 83 z 13.5335 <.or Significant 
Saline . 8 3 oe 
E calor iy a Es 2 ae 5:9774 05 Signi na 
tric shock were then compared with the re- TABLE 3 


sults obtained in the cases given intravenous 
ether, and intravenous saline. The improve- 
ment rate with electric shock was signifi- 
cantly higher than that obtained by giving 
intravenous saline alone (see Table 2). 
Twenty-two of the patients who failed on 
intravenous ether, and 7 of those who failed 
on intravenous saline, were then treated by 
electric shock. Nineteen of the first group 
improved with electric shock, and all 7 who 
had failed with intravenous saline recovered 
with electric shock. It would be expected 
that, if ether or saline had any effect on the 
improvement of the patients, the improve- 
ment rate with ether and electric shock or 
with saline and electric shock would be sta- 
tistically higher than for those treated by 
electric shock alone. This proved not to be 
so in either case, There was no statistically 
significant difference, on inspection, in the 2 
comparisons of results that could not be ex- 
plained on chance alone (see Table 3). 


RELATIONSHIP OF THE CLINICAL OuTCOME 
OF TREATMENT WITH INTRAVENOUS 
ETHER TO THE STATUS OF THE AU- 
Tonomic Nervous SYSTEM 


Previously we reported on a test of the 
autonomic nervous system that utilized the 


Comparison or Recovery Rates For THREE TYPES — 
OF TREATMENTS 


Improved * Unimproved % Improved 


EEL DAIRA cate ae 2 895 
Ether + ECT . 3 91.7 
Saline ++ ECT ... o 100.0 


ea) 

* On inspection, no significant difference is found be 
tween the 3 treatments. The number of “improved” is ke 
small for a chi-square, (id 


Yn 
It can be seen from the results that dif 
ferent autonomic groups bore a different ti 
tionship to prognosis. It was of interest f 
determine whether or not the same auton 
nomic groups that usually show a favorable” 
response to electric shock would also show 
more favorable response to intravenous ether 
and conversely, if the autonomic groups that i 
usually show a poor prognosis with electric 
shock would show a lower rate of recovery ~ 
with intravenous ether. Accordingly, the fo an 
lowing experiments were carried out: 


METHOD 


Subjects—tIn this part of the study, 1 
addition to the 37 patients with affective PSY" 
choses treated by ether, patients within o! fi 
diagnostic categories were included, nameyyr 
6 cases diagnosed as psychoneuroses of th i 
anxiety type, 5 cases diagnosed as S 


| 
A 


1953] 


D. H. FUNKENSTEIN AND L, W. MEADE 


653 


phrenia, and 2 cases with miscellaneous di- 


- agnoses, making a total of 50. The entire 


group of ether-treated patients consisted of 
20 males and 29 females, with an average 
age of 45.8, ranging from 24 to 63. 

Administration of the Autonomic Test — 
Technicàl details for administration of this 
test, which consists principally of following 
the systolic blood pressure responses to in- 
travenous epinephrine and intramuscular 
mecholyl, may be found in our previous pub- 
lications (4, 6). 

Measures—The “diagnoses” and “out- 
come with treatment” were obtained in the 


of mecholyl (on graph paper, with 0.25 inch 
squares, each square representing 6 mm. Hg. sys- 
tolic blood pressure and 1 minute of time). 

5. Fall: This was the difference between the 
basal blood pressure and the lowest systolic blood 
pressure reading obtained after the injection of 
mecholyl. 


RESULTS 


The distribution of the cases according to 
autonomic system groups may be seen in 
Table 4. 

The cases were divided into 2 classes, 33 of 
the reactions being classified in the “favor- 
able” groups and 16 in “unfavorable” groups. 


TABLE 4 


Autonomic Nervous System GROUPS IN RELATION TO DIAGNOSIS 


Diagnosis I H-II 
Involutional psychosis <% a«s. «ss... o 2 
Manic-depressive-depressed I 4 
Schizophrenia .......+.+2+++ o 4 
Psychoneurosis +0 I 
Other... 5 0n's.5:0:0 vee ee ee o o 

Potals RAER E y A Tn I II 


same manner as described earlier in the 
paper. The method for classifying the blood 
Pressure reactions into groups may be found 
in our previous publications. 

Because of the small number of cases in 
this sample, once the blood pressure grouping 
had been obtained, the cases were divided 
into “favorable” or “unfavorable” groups ac- 
cording to the rate of recovery with electric 
shock being high or low: “Favorable Groups” 
—Autonomic Groups VI and VII; “Un- 
favorable Groups’—Autonomic Groups I, 
ILIILIV, V. The following mathematical 
Measures were also used(5) : 

1. Basal blood pressure: The systolic blood pres- 
Sure in mm. Hg. after the patient had rested supine 


= 30 minutes, and prior to the injection of any 
ug. 


2. Height of blood pressure rise after epine-_ 


Phrine: The difference between the basal blood 
Pressure and the maximum systolic blood pressure 
reading obtained after the injection of epinephrine. 
3. Time of homeostasis: This was the time the 
Preinjection level of systolic blood pressure was 
Teached following the injection of mecholyl. If it 
Was not reached within the 25-minute observation 
Period, it was scored “greater than 25.” 
ae Area: „This was the number of squares be- 
Aes the line representing the basal blood pres- 
€ taken at 1-minute intervals after the injection 


Groups 
Anxie. 

Iv v VI VIL Epi. ? Total 
o o II I o I 15 
o o 15 o 2 o 22 
o o I o o o 5 
o o 4 I o o 6 
o o 2 o o o 2 
o o 33 2 2 I 50 

TABLE 5 


RESULTS WITH ETHER TREATMENT IN RELATION 
TO FAVORABLE AND UNFAVORABLE AUTONOMIC 
Nervous System Reaction 


Unim- Improve- 
Groups Improved proved ment 
“Favorable” ..... 18 15 54.5 
“Unfavorable” ... 2 14 12.5 


x2?=788 P<.or 


Eighteen (54.5%) of the 33 patients whose 
autonomic nervous system reaction was clas- 
sified as “favorable” were scored as “im- 
proved,” whereas only 2 (12.5%) of the 16 
patients whose autonomic nervous system re- 
action was classified as “unfavorable” were 
scored as “improved.” This difference was 
significant at better than the .or level (see 
Table 5). 

The cases were then divided into those 
scored as “improved” and those scored as 
“unimproved” regardless of autonomic group- 
ing. “T” tests for difference in significance 
of the means were then done for the age, 
basal blood pressure, height of rise in blood ' 
pressure after epinephrine, and the “fall,” 
“area,” and “time of homeostasis” after 
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mecholyl: Only the variables of “basal blood 
pressure” and the “time of homeostasis” 
showed a significant difference between the 
2 groups. The “basal blood pressure” was 
higher and the “time of homeostasis” was 
longer in the “improved” cases as compared 
with the “unimproved” cases (see Table 6). 


ment by decades over the past 100 years in 
one mental hospital, is a case in point. The 
marked increase in number of cases dis- 
charged from mental hospitals in recent years 
would favor the conclusion that modern men- 
tal hospitals with their cheery attitude of ex- 
pectation of improvement, combined with 


TABLE 6 


IMPROVED AND UNIMPROVED ETHER-TREATED COMPARISON or Groups on BASIS or AGE AND AUTONOMIC 
Nervous SysteM MEASURES 


Improved Unimproved t P 
(averages) (averages) 
ABC r rent nes wre GA 41.7 1.48 .1388 Insignificant 
Blood pressure . 150.70 131.13 2.35 0188 Significant 
Height ..... 67.57 71.45 —.5455 «5908 Insignificant 
Time ... 24.0 17.62 3.1577 <.o1 Significant 
Ballis 37-47 31.06 1.24 .2150 Insignificant 
Area 60.96 6741 5028, Insignificant 


Discussion 


The above findings are indicative that in- 
travenous ether is no more effective as a 
treatment for affective psychoses than intra- 
venous saline, and that electric shock is a 
significantly better treatment than either 
ether or saline. 

Since 37.8% of the patients with affective 
psychoses given intravenous ether, and 
52.9% of the patients with affective psychoses 
who were given intravenous saline showed 
sufficient improvement to leave the hospital, 
these results raise several important ques- 
tions: 

1. Is the improvement noted in these pa- 
tients due to the natural course of the illness? 

2. Does the infiltration of psychological 
techniques into the modern psychiatric hos- 
pital, with resulting better understanding and 
treatment of the patients, improve the rate of 
recovery above that expected in the natural 
course of an illness? 

3. Did the improvement occur because of 
the implications of, or overtones of belief in, 
the virtue of medical treatment (giving a 
drug), plus the values of the group setting 
and identifications and the total therapeutic 
atmosphere created ? j 

Not enough is known about the natural 
course of psychiatric illnesses. Certainly it is 
difficult to compare statistics from hospital 
to hospital and from one era to another. The 
work of Bockhoven and Solomon(1), who 
have shown differences in rates of improve- 


permissiveness and attempts to help patients 
solve their problems by psychotherapy and 
social service resources, can explain the 
higher rate of improvement. Pollock(8) in 
1925 showed only an 8% rate of recovery at 
„the end of 2 months for patients with manic- 
depressive illnesses, and only a 7% rate of 
recovery in the same period for those di- 
agnosed as having involutional psychoses. 
Our improvement rate with either ether or 
saline was much higher, and would favor the 
thesis of the modern hospital accounting for 
the difference. However, this cannot’ be defi- 
nitely substantiated. 

An additional factor that must be dealt 
with in evaluating the results reported in this 
paper is whether or not the combination of 
placing these patients in groups, giving them 
special attention, and then actually giving 
them a drug, would be of sufficient psycho- 
logical importance to account for some of 
the improvement. Unfortunately it was not 
practicable to have another matched group 
of patients who received no treatment except 
hospitalization, with which to compare our 
other groups. The present study, which was 
designed to test the relative effectiveness of 
intravenous ether as compared with intra- 
venous saline and electric shock in the treat- 
ment of affective psychoses, can give no at- 
swers to the questions raised and discussed. 
However, they are of great importance tO 
psychiatry and merit much study. 

Previously we reported on a test of the 


nomic nervous system(4, 6) in which 
physiological reactions were classified 
‘numbered groups. Certain autonomic 
ps in which the recovery rate was low 
| electric shock were designated as “un- 
rable” groups, whereas other groups in 
h the recovery rate was high with elec- 
shock were designated as “favorable” 
ps. This same test was performed on 
patients who received intravenous ether. 
the group having the “favorable” auto- 
ic nervous system reaction 54.5% showed 
rovement following intravenous ether, 
eas of those falling into the “unfavor- 
autonomic nervous system reaction 
ips only 12.5% showed improvement 
| the same treatment. This difference was 
ificant at better than the .or level. This 
ates that patients whose autonomic nerv- 
system reaction indicated a favorable re- 
se to electric shock showed a higher per- 
e of recovery with intravenous ether 
n patients whose autonomic nervous sys- 
m reaction was such as to lead one to expect 
rate of improvement with electric shock 
tment. 

is is evidence that the cases classified 
the “favorable” autonomic groups have 
gher recovery potential, and that the prin- 
| effect of electric shock treatment in such 
may be to telescope the illness. Shorten- 
the period of illness is an important 


| regard to the mathematical measures 
in connection with the autonomic test 
ilts, the “improved” group of patients 
d a higher basal blood pressure and a 
st “time of homeostasis” than the “un- 
oved” cases, While the “area” and “fall” 
+ not show significant differences in the two 
foups, the trend was in the direction of a 
er “fall” and “area” after mecholyl indi- 

a good prognosis. These findings were 
‘ord with our previous findings in regard 


higher basal blood pressure and longer 
€ of homeostasis,” a statistically greater 

a “area” after the injection of 
yl. 
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SUMMARY AND CONCLUSIONS 


I. Seventy-three committed patients di- 
agnosed as having affective psychoses were 
divided at random into 3 treatment groups : 
one group received intravenous ether, one 
group intravenous saline, and a third group 
electric shock treatment. 

2. Of the 37 patients who received. intra- 
venous ether 37.8% were scored as “im- 
proved” ; 52.9% of the 17 patients who re- 
ceived intravenous saline were scored as 
“improved”; and 89.4% of the 19 patients 
who received electric shock treatment were 
so scored. A comparison of the results ob- 
tained following intravenous ether and in- 
travenous saline showed statistically no sig- 
nificant difference. The improvement. fol- 
lowing electric shock treatment was signifi- 
cantly higher than that obtained following 
either intravenous ether or intravenous 
saline. 

3. Twenty-two of the patients who failed 
to improve with intravenous ether were then 
given electric shock treatment, and 19 of 
these improved sufficiently to leave the hos- 
pital ; 7 of the patients who failed to improve 
with intravenous saline were then given elec- 
tric shock treatment and all 7 improved suf- 
ficiently to leave the hospital. A comparison 
of the results obtained by electric shock treat- 
ment alone with those obtained by a com- 
bination of ether and electric shock or saline 
and electric shock showed no differences con- 
sidered significant by statistical methods. 

4. Autonomic nervous system tests(6) 
showed that patients whose autonomic re- 
action was classified as “favorable” as far as 
electric -shock treatment was concerned 
showed a higher rate of improvement with 
ether than did patients whose autonomic re- 


„action would indicate a poor prognosis with 


electric shock treatment. However, the im- 
provement rate in the “favorable” autonomic 
group cases was poor as compared with the 
expected improvement rate of similar cases 
treated with electric shock treatment. 

5. It is concluded that intravenous ether as 
a treatment for affective psychoses showed 
no specific treatment effect that could not be 
obtained by intravenous saline, and that elec- 
tric shock treatment was a much more ef- 
ficacious treatment than ether in such cases. 
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GROUP APPROACH TO INPATIENT ADOLESCENTS + 
KENNETH CAMERON, M.B., F.R.C.P.(E)., D. Psycu.,2 Lonpon, ENGLAND 


My purpose in this paper is to present our 
experience in developing inpatient units for 
the treatment of psychiatrically ill adolescents 
at the Bethlem Royal and Maudsley Hos- 
pitals during the past 3 years. I shall focus 
particularly on the therapeutic and adminis- 
trative structure and the general dynamics of 
the wards rather than on specific problems of 
diagnosis, therapy, and outcome. 

It will perhaps be expedient to give a brief 
history of the 2 hospitals integrated as one 
postgraduate teaching hospital and associ- 
ated with the Institute of Psychiatry of the 
University of London. 

The Maudsley Hospital was established 
immediately after the first World War for 
the investigation and treatment of acute and 
Tecoverable cases of psychiatric disorders. 
It was, from its inception, associated with the 
University of London. 

The Royal Bethlem Hospital has a history 
going back to 1247, when the Hospice of 
St. Mary of Bethlem in London formally 
initiated the care of the mentally ill. The 
Bethlem Hospital has been continuously in 
existence since that time and its history is a 
chapter in the history of psychiatry. The 
hospital was rebuilt for the fifth time in 1932 
in wide and pleasantly wooded grounds 8 
Miles out of London. The 2 hospitals were 
united in 1948 with the Health Act, with a 
Board of Governors directly responsible to 
the Ministry of Health, and the staff is com- 
Mon to the combined hospital. At the same 
time the Institute of Psychiatry was estab- 
lished in the hospital as one of the Institutes 
of Postgraduate medical training of the Uni- 
versity of London. 

4 From its inception the Maudsley Hospital 
alt with children and a department was 


€stablished in the charge of Dr. Mildred 


Creak in 1932. The present children’s de- 


_ Partment was opened in 1939 but did not 


Sine into function till 1945 when the hospital 


A Sa) ab the 108th annual meeting of The Ameri- 
‘7. S¥chiatric Association, Atlantic City, N. J., 
212-16, 1952. 
i a onsultant Psychiatrist, Bethlem Royal and 
'udsley Hospitals, 


was reopened after the war. The present 
outpatient organization was established in 
1946(1) and the inpatient unit for children 
under 12 was opened in June 1947(2). 

Very shortly the problem of the adolescent 
requiring inpatient treatment became ap- 
parent. Our outpatient range in the chil- 
dren’s department went up to age 16 and we 
were able to admit only up to age 12. Pa- 
tients above 12 were admitted to adult wards. 
In 1948 it was pointed out that: 


The male adolescents are naturally active, self- 
assertive, and intolerant of adults. With the emo- 
tionally disturbed these qualities may be increased. 
Depressed or elderly patients in the ward are ex- 
asperated by the youths. Adults less ill may en- 
deavour to exercise a restricting influence and the 
adolescent may be subjected to an unreasonable 
amount of nagging and advice. Acutely disturbed 
patients may alarm or morbidly interest the youth. 
The sexual preoccupations of adults are freely 
talked over to the disadvantage of the youth, who 
may also be the focus of homosexual attachments. 

With adolescent girls the disturbing element in 
an adult ward is less obvious but the influence, of 
adult patients more clearly seen in the girl herself. 
Girls readily substitute a morbid preoccupation with 
bodily sensations for the normal interest in their 
developing physique when subjected to the company 
of hypochondriacal women. This interest in disease 
tends to be a feature of a women’s ward and by 
extension includes childbirth, which is liable to be 
presented in a disturbing way to the adolescent. 

The gap between adolescents and children is, how- 
ever, greater, and the differences’ in their needs 
would, apart from other difficulties, make their care 
in a children’s block impracticable. 


Finally, in May 1949 the adolescent wards 
were opened. The boys’ was the first estab- 
lished at Bethlem in the charge of my col- 
league Dr. Warren(3), and the girls’ ward, 
initially half of an adult ward in Maudsley, 
was in the following year established in the 
same block. The ward organisation has been 
described by Warren, but I will briefly re- 
capitulate. The wards for boys and girls are 
situated at one end of a 2-story building, 
the boys above the girls. The patients section 
is T shaped. Single rooms open from all the 
limbs of the T and in each ward the main 
corridor widens into two alcoves with chairs, 
ping-pong tables, etc. At the base of the leg 
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of the T there is a large lounge playroom 
extending across the width of the building. 
Each ward—the boys by stairs—gives into a 
large garden playground, separate from the 
main grounds of the hospital. The boys’ 
contains a carpenter shop with adjacent scout 
room. There is good provision of bathrooms, 
etc,, in each ward, and a wireless set and 
gramophone relayed through the 2 blocks, 
separate from the main hospital installation. 
The wards are modern, pleasant, and con- 
venient; the structure is of a mental hospital 
—e.g., windows do not open fully, but this is 
little obvious. 

While before the wards were opened we 
seldom had in hospital in adult wards more 
than 4 of each sex, it was soon found that the 
16 beds in each ward were inadequate to deal 
with the cases requiring and likely to benefit 
from admission, and we eventually had to 
select the cases for admission. This selection, 
it was found, had to be decided on the basis 
both of the requirements of the patient and 
consideration of the group in the ward. Two 
or 3 turbulent or antisocial cases were as 
much as the ward group could contain. 

As far as possible we attempted to admit 
to these wards all cases within the age range 
of 12 to 16. Very acutely disturbed patients 
were transferred to a disturbed ward on 
occasions and those requiring insulin or con- 
vulsive therapy were usually dealt with in 
the appropriate unit in the hospital, returning 
to the adolescent unit after therapy. 

The case material contained a wide range 
of cases varying from the characteristic syn- 
dromes of childhood to the established en- 
tities of adult life. Anxiety and depression 
were relatively frequent in both sexes, not 
infrequently marked by hysterical phenom- 
ena. Mild hypomanic swings in hospital have 
been frequent of late. Obsessional patterns 

- appeared sporadically either as transient phe- 
nomena or as part of a personality structure. 
Organic cerebral damage and cases showing 
unexpected cerebral dysrhythmia or latent 
epilepsy occurred rather more frequently. 
Several cases of childhood schizophrenia con- 
tinued to be studied in the unit, and Warren 
and I have reported on a number of acute 
adolescent psychoses(4). From the courts we 
received a number of delinquents of varied 
nature. Such were the more structuralised 


cases but a large proportion represented pu- 
bertal crises, problems of maturation and of 
family relationships. The family patterns 
were often severely disturbed, and we were 
led to the generalisation that the family. 
situation not solved by the time adolescence 
was reached was rather more stubborn than 
that met with in the child guidance clinic. 
Our efforts were in these more frequently 
toward helping the patient to develop and 
mature his independence to an extent that 
would enable him to adapt. At the same time 
the psychiatric social worker was involved 
rather in helping the parents to sustain their 
developing offspring’s altered outlook. Oc- 
casionally parents also required psychiatric 
treatment. y 

The administrative structure of the wards 
has been on the hospital pattern with modifi- 
cation necessitated by the different needs of 
the patients. In the boys’ ward the charge 
nurse is a selected male nurse with a back- 
ground of mental and general nursing, young 
enough to be sympathetic to the lads but 
secure in himself. His second in command 
is a woman nurse—she provides kindly care, 
occasional fussing, and represents a maternal 
figure in the unit. The young nurses are male 
and they appear to have been able to develop 
an easy “older brother” relationship with the 
ability to control the patients. In the girls 
ward the sister in charge and nurses are all 
female, and while the sister in charge, who 
has been young, interested, and sympathetic, 
has been able to fill her role as authority, 
confidante, and general mother figure, the 
younger nurses have found it more of a trat- 
sition from formal nursing to work in this 
ward. As might be expected, the ward be- 
comes a personality test for the staff, and the 
young nurses who have achieved emotional 
maturity meet the needs of the young girls 
with ease and interest, while those less SECIS 
are liable to attempt an authoritarianism 
rather than treat each situation according t0 
its needs. 

In each ward the medical control has b 
divided and this has produced a situation © 
interest. A medical registrar with genet 
psychiatric training and experience 1 ni 
children’s unit has been appointed to P 
ward. In the boys’ ward it has been 4 ae 
doctor and in the girls’ ward a man © 


een 
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n. The registrars have, in the main, 
| a psychotherapeutic interest and analytic 
ning. In addition, my colleague has been 
charge of the male ward and I of the fe- 
e. In each case a certain division of role 
is occurred between the senior and junior 
tor. The junior has been deeply involved 
e ward and the individual cases and the 
y ; he has held regular discussions with 
‘nursing staff regarding attitudes and 
lems and has carried the individual and 
therapy. The senior doctor, though 
ly involved in the ward and possibly 
g a number of cases himself, has been 
figure of authority and control, in one 
d by set plan and in the other in spite of 
self. The junior doctor had on the whole 
st found this a positive advantage as it 
wed a simplification of the therapeutic 
ion, particularly in short-term therapy. 
ing the latter part of his or her year in 
ward the junior has, however, found this 
ght disadvantage and preferred to take 
the total psychiatric role rather than the 
le psychotherapeutic role. 

addition to the nursing and medical 
ture, with a psychiatric social worker 
a psychological team, we have had the 
intage of an active occupational depart- 
it. Here it has been found desirable to 
an individual occupational therapist at- 
d to the ward. In the case of the boys 
pentry shop has been the focus of occu- 
al therapy. 
nally, we have been fortunate in estab- 
g a school in the unit. There is a full- 
teacher in each ward and a headmaster 
s the work here and in the children’s 
The teachers have by plan been the 
with the normal world. While they are 
in touch by the doctor and nurse with 
dividual stresses and problems, by the 
latric social worker with the home, and 
hey receive the cooperation of the 
onal psychologists and combine with 
O.T. in certain club organisation and 
f Activities, the teachers keep their sepa- 
tole clear. In the classes they cultivate 
dual bent and provide formal education 
“f as possible along lines of interest. 
Organise outings to factories and places 
i loyment or educational interest. They 
Objectively on behavior and attain- 


ment in terms of the normal situation, and 
when the patient is returning to school they 
visit and mediate the situation and do fol- 
low-up work. They frequently combine with 
the psychiatric social worker in arrangements 
for employment of those who have left 
school. 

To recapitulate the ward dynamics, the 
focus is the ward doctor who, in addition to 
his medical role in relation to the individuals 
and the group, carries the authority. This he 
initially tended to pass over to the charge 
nurse or sister or leave with his senior. Con- 
trol of the group was planned to be by per- 
sonal influence on the relatively small number 
of individuals. The nurses, who have all had 
the initial psychiatric training, have, in indi- 
vidual discussion on the ward, been guided 
in the main needs of children: the need to be 
valued and esteemed, the need for outlets 
physical, creative, and intellectual, and the 
need for a stable routine. To this they added 
the acceptance of disturbed behaviour as a 
symptom. In addition, it was found desirable 
to familiarise them with the problems oc- 
casioned by identifications and the apprecia- 
tion of roles that the patient would attach to 
them—to recognise that sudden hostility 
and resentment from a patient to whom a 
nurse had been particularly kind was not to 
be regarded as ingratitude but as more likely 
to relate to the youth’s previous experience 
of adults. Further, we emphasised the con- 
stant need of the adolescent for encourage- 
ment, direct and indirect, for a sense of 
achievement and for independence, Beyond 
this we did not aim to have the nurses psy- 
chotherapeutically too sophisticated, depend- 
ing rather on good personalities and general 
governing principles. 

In respect of formal group treatment, 
separate approaches were made in the 2 
wards. In the male ward the ward doctor 
tended to play an active part in the life of 
the ward—to be much in it, playing billiards, 
cricket, and chess with the boys. When 
familiar with the group he announced that 
there would be regular discussions with him 
—these wete attended by most—and gradu- 
ally passed from discussion of ward rules to 
their own difficulties and their fellows. The 
younger members seemed to be left out and 1 
or 2 older aggressive boys who were unpopu- 
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lar were unable to take the enlightened pres- 

entation of their insecurities and fell out too. 
There was left a dynamic formal group that 
continued with active therapy and individual 

sessions. General grouping seemed to be, 
on the whole, those who conformed, those in 
opposition, and the isolates. The isolates 
sometimes progressed through the opposition 
to the group that conformed. 

In the girls’ ward the original ward doctor 
established very early formal groups meeting 
regularly and carried on much of the therapy 
with this and individual treatments, The 
final pattern in this ward is, however, of more 
specific therapy with individual patients and 
broader general therapy through the ward 
situation and discussion of problems and dif- 
ficulties in human terms, with the doctor, 
governed by insight rather than in analytic 
terms, In fact a certain conservatism ema- 
nating perhaps from the 2 senior doctors is 
being approached with increasing experience 
by the ward doctors. ) 

The two ward groups, male and female, 
present some difference. The boys, though 
more active and mischievous, are more 
readily interested and employed if sufficient 
outlets can be provided. The girls are much 
more passive, and much more ingenuity is re- 
quired to involve them in interest and activi- 
ties. They would, on the whole, be content to 
get into huddles and giggle with each other. 
Tt has been our impression that we are much 
more ready to accept the normal trends of 
boys of this age than those of girls. Occupa- 

- tional therapy, school, ward activities, and 
outings with a readiness to vary interest are 
essential. Play reading, dancing, child wel- 
fare talks all have a temporary interest but 
must be varied, ` 

The interaction of the wards is of interest 
and on the whole has not presented any ma- 
jor difficulty. The 2 groups do not meet ex- 
cept on combined club activities, ward parties, 
etc., to which one group may invite the other. 
Quite a lot of informal contact does take 
place through the corridors and by smuggled 
notes to which a blind eye is turned. The 
boys, however, are on the whole too im- 
mature to attract the girls’ interest, which is 
generally attached to a young doctor or male 
nurse or film star, The boys themselves may 
have romantic attachments to a nurse or a 


particular girl, but this has rarely created any 
real problem. On the whole, while the con- 
tiguity of the other group does in some ways 
overstimulate, our impression is that it dimin- 
ishes the development of homosexual feelings 
of any intensity. 

Such are the general structure and dy- ~- 
namics of the ward. I have misled you, how- 
ever, if in outlining these features I have sug- “ 
gested that we do not make the widest ap- 
proach to our patients in the consideration of 
physical, social, and educational problems 
and whatever special treatments may be in- 
dicated in each case. 

Finally, I should express my thanks to Dr. 
Warren, whose observations I have utilised, 
and the other members of the group whose 
experience I have tapped in formulating these 
ideas. 
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DISCUSSION 


S. R. Stavson (New York, N. Y.).—Those of us 
who have been interested in the development © 
group psychotherapy are heartened by the fact that 
this method of treatment had found its place 1 
countries other than the United States where it 
originated. Reports have come to us from a score , 
or more of countries in Europe and South America 
reflecting the acceptance of group psychotherapy as 
a treatment technique. It still remains for many 
practitioners who use it as a blanket method to 
refine the applications of group psychotherapy, to 
Specific types of patients and clinical categories, 
Any method, no matter how sound its base, 1 
employed by a psychotherapist who does not fully 
accept it or if it is applied to patients to whom it 18 
not suited will yield either no or negative results. 
This awareness has been mirrored in a number st 
reports in recent years and has been the focus o 
attention at conferences and seminars dealing Wi 
group psychotherapy. x 

The use of group therapy with psychotics 18 i 
comparatively new development and is at preset 
employed in a number of different ways by anani 
practitioners in accordance with their own one” 
ence, training, and preferences. The “class meth s 
which consists of directed lectures and discussioni 
the “educational didactic” technique, activati? 
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through music, free group discussions, analytic 
groups, psychodrama, recreation, films, and other 
visual aids have been employed. 

It is the conviction of some group therapists, 
among whom the present commentator is one, that 
the group approach in inpatient treatment of psy- 
chotics must include the total living situation in the 
hospital. If life in the hospital is to be viewed as an 
educational and reintegrational opportunity for pa- 
tients, as is becoming universally accepted, then the 
group approach described by Dr. Cameron is of 
extreme value. The fact that psychotic patients are 
given the opportunity to relate to one another in a 
protected and simplified social reality can have 
nothing but salutary effects upon the development 
of their capacity for object relationships and widen- 
ing comprehension of reality. However, in order 


to help the patient to return to the reality of the’ 


world, it has to be graded in difficulty for him in 
the hospital and, after release, to suit his slowly 
developing powers. The principle of graded reality 
is applicable here as it is in the education of the 
child. The opportunity to deal with such a graded 
reality in a continuing manner aids the ego integra- 
tion of the patient. Since, as is now generally ac- 
cepted, psychosis, though having many libidinal 
tinges, consists chiefly of the retreat of the ego 
Hp reality, such social experience is of inestimable 
value, 

Dr. Cameron’s paper illustrates very well indeed 
how the social and interpersonal relationships in the 
hospital among patients, and among patients and 
Staff, can aid in the ego reintegration of the psy- 
chotic. The primary relationships of childhood that 
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were disturbing and destructive can now, to some 
degree, be corrected through the acceptance and 
understanding of the sisters and nurses as good 


-parent figures, and as a result also of the patients’ 


feelings toward one another as siblings. The love 
and warmth that the psychotic craves are found 
here in a constructive manner, - 

Workers have long realized that the progressive 
hospital is a real opportunity for therapy through 
living—and loving—and therefore must create a 
milieu and a culture in which patients can partici- 
pate as members of a family, though a large family 
it may be. The fact that a variety of occupations 
were supplied in Dr. Cameron’s practice created a 
culture that countered the patients’ tendency to with- 
draw into themselves and away from the actualities 
of life. The 3 major requirements of hospital treat- 
ment for mental patients—supplying affect gratifi- 
cations, strengthening of the ego, and increased 
ability to deal with reality—are effectively describe, 
by Dr. Cameron in his paper. 

The separation of adolescents from adult patients 
is of special importance, a fact too frequently over- 
looked in many hospitals, largely because of eco- 
nomic reasons. Other advantages are in preparation 
of the patients’ families to receive and deal with 
them upon return, also the preparation of the pa- 
tients for jobs and occupations. Still another advan- 
tage is the controlled social contact between the 
boys and girls in the hospital. 

One wonders, however, whether better results 
could not be obtained by separating the hopelessly 
organic cases from those with a better chance for, 


recovery. 


PREFRONTAL LEUCOTOMY FOR THE ATTEMPTED PREVEN- 
TION OF RECURRING MANIC-DEPRESSIVE ILLNESSES * 


G. H. STEVENSON, M.D., anp A. McCAUSLAND, M. D., LONDON, ONTARIO 


In the earlier decades of the present cen- 
tury there was considerable discussion on the 
possibility of preventing recurring manic- 
depressive illnesses, particularly by heavy 
bromide sedation or by some variation of the 
“sleep” treatment. Psychiatrists were aware 
that most individual attacks tended to spon- 
taneous recovery, aided by the continuous 
water bath and good nursing, but they hoped 
to find some method of “aborting” such at- 
tacks at their onset in order to prevent the 
constant insecurity and stress which surround 
such patients and their families. 

No satisfactory method was found, as has 
been evidenced by the absence of discussion 
on this matter in recent years and the absence 
of psychiatric literature relating to it, al- 
though most textbooks of psychiatry continue 
to give lip-service to this almost forgotten 
hope. This psychiatric pessimism also ex- 
tended to the belief that, once a diagnosis of 
manic-depressive psychosis was made, future 
attacks were almost inevitable, in spite of the 
fact that-some studies indicated that slightly 
less than half of these patients ever have 

| more than one attack(1, 2). Our own ob- 
servations lead us to concur with published 
findings, ] 

The introduction of a new set of psychiat- 
ric therapies in recent years, such as the 
insulin coma and convulsive therapies and 
psychosurgery, has given a new stimulus to 
therapeutic interest in the psychoses, with 
results that are generally gratifying. Many 
schizophrenic and most manic-depressive pa- 

. tients who did not respond to the more con- 
servative therapies have been helped by these 
newer therapies: In many cases the duration 
of the illness has been shortened, or the symp- 
toms have been rendered less severe, and 
there is no doubt that many patients who 
otherwise would have had a lifetime of men- 
tal illness owe their improvement or recovery 


1 Read at the 108th annual meeting of The Ameri- 


can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
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to convulsive therapy, insulin coma therapy, 
or psychosurgery. 

The excellent results of electroshock in 
affective psychoses in our clinic at the On- 
tario Hospital, London, led us to hope that 
recurring attacks might be prevented by some 
modification of this therapy, and we formu- 
lated the theory of “prophylactic electro- 
shock,” the results of which have been pub- 
lished (3, 4). The theory can be stated briefly. 
Knowing that affective illnesses are often 
quickly cured by electroshock, and assuming 
that such attacks are the result of a build-up 
in emotional tension (usually an increasing 
sense of frustration), we hypothesized that 
electroshock administered at monthly inter- 
vals after recovery from the last attack should 
dissipate new accumulating tensions before 
they could become clinically visible as another 
attack. The rationale for the effectiveness of 
convulsive therapy is still uncertain but we 
assume that convulsive therapy produces 
electrochemical changes that still need to be 
defined. 

Our 5-year study of a cooperative group of 
patients (now extended to 7 years), com- 
pared with a group of controls, has convinced | 
us of the real value of this method, which has 
had confirmation in various other centers. 
Nevertheless, “prophylactic electroshock” is 
not a pleasant or easy method of preventing 
recurrences and better methods should be 
sought. 

When prefrontal leucotomy was made 
available at our clinic, we selected for this 
operation certain patients who had failed to 
recover on electroshock or insulin coma, Of 
who were considered unsuitable for these 
treatments. A number of these were of the 
affective type and had received only moderate 
help from electroshock. Others would recover 
only to relapse as soon as electroshock was 
discontinued. However, following leucotomy, 
some of these patients made excellent clint 
recoveries, In due course they were able t° 
leave the hospital and become successfully te- 
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established in their homes and their previous 
work. 

At this point we should like to interpolate 
the comment that we fail to understand the 
ctiticism of leucotomy offered by some clinics 
that leacotomized patients are likely to suffer 
serious personality deficits. From our per- 
sonal experience of more than 100 cases we 
can only say that we have never seen a patient 
made worse mentally by the operation, and 
the patients who have recovered have for the 
most part been fully restored, although some 
degree of apathy has occasionally persisted 
for varying lengths of time after the opera- 
tion. Perhaps the clinics that have had un- 
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began to hope that another method had been 
found for preventing recurrences. There is 
still no recurrence in any of these patients, 
approximately 4 years after the leucotomy. . 
This is not proof that the recurring tendency 
has been completely broken but at least it 
is encouraging evidence to support our 
hope(7). Summaries of the 6 cases follow. 
Case 1—M. D. Adm. 12/16/42. One previous 
attack, Present illness began several months ago, 
excitement followed by depression. Depression con- 
tinued in hospital with improvement under electro- 
shock, always followed by relapse. Leucotomy 
4/29/48. Rapid improvement. Left hospital 6/23/48. 
Gradually resumed former activities as music 
teacher, church organist, and work in music shop. 


TABLE 1 


Manrc-Depressive PATIENTS LOBOTOMIZED IN 1948 FoR FREQUENTLY RECURRING OR 
Continuous ILLNESS 


satisfactory clinical results have been using 
a too radical operative procedure. Our leucot- 
omies have all been performed by Dr. K. G. 
McKenzie of Toronto(5), or under his im- 
Mediate direction, by the use of a very con- 
Setvative technique and a special instrument 
that causes minimal trauma. We have had 
no deaths in our series and only one patient 


has had persistent epileptiform seizures (6). , 


Among the patients leucotomized in 1948 
Were 6 manic-depressives who had failed to 
make complete recovery following electro- 
Shock and consequently required almost con- 
tinuous hospitalization, or (in one case) re- 
lapsed shortly after each recovery. In this 
group of 6, all symptoms subsided within a 

€w weeks or months of the operation and all 
Were able to return to their homes (see 
Table 1 J 

Although naturally gratified with the clini- 
cal outcome in these 6 cases, we wondered if 
Symptoms would recur as had invariably hap- 
Ae when electroshock had been used. As 

"me went on and symptoms did not recur we 


Total 
months in 
hospital 
Date of ter Subsequent 
lobotomy lobotomy history 
June4 2 No recurrence 
June24 3 No recurrence 
July 22 4 No recurrence 
Aug. 5 2 No recurrence 
Aug. 26 2 No recurrence 
Nov. 18 4 No recurrence 


Case 2—E. T. Adm. 7/4/42. A former school- 
teacher. Remained mute and retarded for one year. 
Depressions and excitements followed with rela- 
tively well periods. Tendency to increasing violence 
in hospital. Leucotomy 6/24/48. Went home 9/11/- 
48. No mental symptoms since, 


Case 3.—N. S. Adm. 1/11/43. Became depressed « 
after retirement as schoolteacher and loss of money. 
Periods of improvement but not lasting. In better 
periods worked in hospital library. Could not be 
kept stable on electroshock. Leucotomy (unilateral) 
7/22/48. Left hospital 11/3/48. Bright, cheerful, 
and active. Interested in new job and cultural ac- 
tivities. 

Case 4—M. M. Adm. 5/15/46. Admitted in 
very excited state. With only moderate improve- 
ments in spite of intensive electroshock, excitement 
and violence continued until leucotomy 8/5/48. Left 
hospital 9/20/48. Has been quiet and well adjusted 
at home. Takes normal interest in local activities. 


Case 5.—A. L. Adm. 3/6/47. Five admissions in 
previous 6 years. All manic attacks and consider- 
able instability during the intervals while at home. 
Could not be persuaded to cooperate with prophy- 
lactic electroshock. Leucotomy on last hospitaliza- 
tion 8/26/48. Went home 10/24/48. Well since. 
Living with married son since husband’s death. 
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Case 6—T. R. Adm. 10/28/46. Increasing and preleucotomy and postleuctomy history of 


decreasing manic symptoms. No lasting results 
from electroshock. Leucotomy 11/18/48. Went 
home 3/13/49. Apathy marked for several months, 
Now taking business course. 


[aen [mar Tun sun [ave [ser [oot [nov | occ | 
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Cases 2 and 5. 
It will be noted that these patients were 
leucotomized to terminate an unresolved ill- 


gr oe on U 


Modest improvements 


Ret’d Trial 
osp 


Triol Visit 


q SS Se Vera oa 


Excitements 


interested 


symptoms observable. 


with periods of improve 


in former social activities. 


Fic. 1—Case of E. T. Manic-depressive, depressed in 2 previous attacks. 


Figures 1 and 2 depict graphically? the 


2 Blacked-out areas cover actual time spent in hos- 


pital. Height of blacked-out areas indicates severity ’ 


of the symptoms, but does not indicate whether ex- 
cited or depressed. The legends show treatment 
given and other clinical aspects. 


ness or to terminate a succession of attacks. 
The secondary gain, the one we are stressing 
in this paper, is the nonrecurrence of illness 
after it was terminated by the operation. We 
like to designate this use of leucotomy ee 
preventing recurrences as “propyhylact 
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Continuous Hyperactivity 
Cnn ~~" ane 


While in hospitali with each aftack. 
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Received metrazol or electroshock. 
Husband was alcoholic and unable 


to be satisfied with home conditions. 


to family difficulties. 
Fic, 2—Case of A. L. Manic-depressive. All manic attacks with long prodromal period before 
each admission. Unstable during intervals. 


phylactic electroshock study, and returned to 


leucotomy.» During the past 2 years, because 
hospital because of repeated recurrences, 


of our success with the 6 patients described, 

we have been increasingly ready to select were recommended for leucotomy. 

Similar patients for leucotomy without the Typical of this latter group is the case charted in 

long period of waiting for therapeutic results Fig. 3. This man had several manic attacks over a 

from othe i ng tor Ip period of years but was quite well between attacks. 

wh T forms of therapy. Also, patients He had declined “prophylactic electroshoc ” after 
O Were used as controls during the pro- previous admissions, each of which had been pre- 


Quite well between atta 


PEt. | T lh 


; — a (TT 


Receives ECT 
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Recommended prophylactic shock,but did not 


Free from symptoms. 


Fic, 3—Case of C. B. Manic-depressive. Previous manic attacks in 1934, 1935, and 1939. 


ceded by a long prodromal period of increasing 
activity, threats, and potential violence. On his last 
hospitalization, leucotomy was performed one month 
after admission, even though he would probably 
have made a spontaneous recovery within a few 
months. The leucotomy was performed in this case 
not sò much to terminate his illness as to prevent 
future illnesses. 
Another patient of particular interest to us is 
_ shown in Fig. 4. She came under our care in 1942 
after several previous manic attacks for which she 
was hospitalized in another province. Electroshock 
failed to do more than afford temporary relief and 
from 1942 until 1951 she was in hospital, much of the 
time having acute manic symptoms. Relatives were 
urged to consent to leucotomy in 1948 when the 6 
patients earlier described had their leucotomies, but 
they declined. In 1951 they finally consented and 
the patient had her leucotomy in March 1951. She 
left the hospital in September 1951 and has been 
entirely free from symptoms since that date. 


Between 1948 and 1951 inclusive we have 
performed leucotomies on 22 patients such as 
are described in this paper, all manic-depres- 
sive with a history of repeated attacks or a 
long hospitalization with exacerbations and 
recessions of symptoms (Table 2). Eighteen 


TABLE 2 


Hosprrauizep Mantc-Drpressive PATIENTS Lo- 
BOTOMIZED 1948-1951 FOR FREQUENTLY 
RECURRING AFFECTIVE ILLNESSES 


Subse- 

quent 

readmis- 
No. Name Lobotomy Discharge sions. 
1 M.D. ........ 4/20/48 6/23/48 NO 
A SEEDA .. 6/24/48 9/11/48 No 
3 N.S. . .. 7/22/48  11/ 3/48 No 
4 MOM. .....s2. 8/5/48 9/20/48 NO 
§ AL, .......+ 8/26/48 10/24/48 NO! 
6 T.R. veces eeeTt/18/48 3/13/49 Ri 
7. M.A .. 2/15/49 6/17/49 pi 
8. D.M. 11/10/49 5/4/50 No 
9. J.E. |. 1/27/50 6/10/50 NO 
10. Y.M. -2/8/51 1/18/52 -No 
Tis, EP; .. 3/ 9/51 -8/16/51 a 
1 BA. . +» 3/30/51 9/15/51 aE 
13, M.S... 1. 6/ 1/3t - 8/22/51 o 
1 a bg 2 Raat .. 8/ 8/51 ee 
TS. Jy Mos .. 6/15/51 No 
16. E.W.. .. 6/29/51 
clas O i +. 7/II/51 TA 
18. G.H. ..10/ 5/51 «11/ 4/51 N 
TOA CSBA T <.10/ 5/51 11/ 2/51 No 
20. L.K. ..10/ 5/51  11/ 5/51 No 
mo OSS ..11/30/51 1/26/52 
22. I.K. 12/14/51 ee oy 
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of these 22- patients have recovered suffi- still a possible candidate for placement at 
ciently to leave hospital, and to the present work in the community. 


date none has had a readmission to a mental 


well enough fo leave hospital. 


but never able to hold 
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Constant excitement. 


was pleasant and showed no real deterioration. 


It should be noted that 13 of these 22 pa- 


Had considerable ECT 


improvement. Required 


ae ee ae a a 


in excellent mental health. 


Fic. 4.—Case of B. A. Manic-depressive, all manic attacks. 


exacerbations. Pressure kept on relatives to consent to 
see i ie me |e) | | 


lobotomy. Lobotomy. Rapid improvement. Trial Visit. At home. 


Several attacks in years 


preceding this record. 


hospital, Of the 4 patients unable to leave 
T 2 have strong schizoid components, 
ay Was operated on only in December 195! 
oe years of recurring attacks. The 
ae tth patient, although having had manic 

acks for 12 years, is much improved and 


tients had their leucotomies in 1950 and 1951. 
This is much too recent to draw any con- 
clusions as to the nonrecurrence of affective ' 
illnesses. Our case really rests on the 6 pa- 
tients in 1948 who have been free of recur- 
rences for approximately 4 years. The entire 
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list is submitted in Table 2 to show that none 
of those who recovered and left hospital has 
yet had a recurrence, but more particularly to 
be used as the basis of a future report at the 
end of a much longer period of observation. 


Discussion 


Why does standard leucotomy have such 
favourable effects, not only in relieving very 
resistant symptoms, but also in the prevention 
of recurrences? 

Again we revert to the etiological theory 
expressed earlier in this paper, namely, that 
most manic-depressive attacks are the result 
of chronic sustained frustration—a frustra- 
tion of the youthful hopes and mature desires 
of normal but sensitive people, who see no 

| prospect of ever achieving their desired 
objectives. Severance of the fronto-thalamic 
fibres appears to reduce this sensitivity suf- 
ficiently to prevent any strong feeling of 
frustration. Consequently the patient has no 
need to overcompensate by a manic attack or 
to display his grief by a depressed attack, or, 
for that matter, to indulge in the related alco- 
holic excess or the suicidal attempt. 

Those of us who believe that affective ill- 
nesses are caused by chronic frustration act- 
ing on sensitive constitutions expect to see 
the ultimate solution of this problem by the 
strengthening of the personality by better 
mental hygiene practices, by the attainment 
of a more congenial and healthful environ- 
ment, and by better types of psychotherapy 
than are now available. New chemical agents 
may ultimately become our best therapeutic 
aids to strengthen personality and to modify 
personality reactions, 7 

For the present, all we can say is that the 
old pessimism concerning the inevitability of 
manic-depressive recurrences and the old 
hopelessness in the face of such recurrences 
are no longer warranted. “Prophylactic elec- 
troshock” and “prophylactic leucotomy” are 
effective, but they are crude and violent 
therapeutic procedures, Continued research 
in this field should ultimately bring rich 
results. 

One further word as to the indications for 
“prophylactic electroshock” and “prophylac- 
tic leuctomy.” We believe that our original 
criteria are still valid, viz., that persons hay- 
ing 2 or more affective illnesses within a 5- 


` its own hazards. 


year period are candidates for “prophyk 
electroshock.” A single shock should 
ministered each month for the ensuing 
years after discharge from hospital, althou 
during the fourth and fifth years the inte 
may be increased to 2 or even 3 months 
the patient is stable. After 5 years 
terval between “prophylactic shock” treat- 
ments can be still further increased. Yad 
“Prophylactic leucotomy” should be t 
served for patients in the same category wht 
have a marked aversion to electroshock or | 
who are unsuitable for electroshock 
physical reasons, or who do not cooperate — | 
with “prophylactic electroshock” and thus | 
become a repeated hazard to themselves orti 
society. “Prophylactic leucotomy” is als 
indicated for patients with affective psycho 
who do not make a complete recovery uni 
therapeutic electroshock or who relapse é 
time electroshock is discontinued. i 


CONCLUSIONS 


1. Evidence is presented to indicate th 
recurring manic-depressive illnesses are 10 
inevitable. 

2. “Prophylactic electroshock” preve 
some recurrences, but the method requif 
the prolonged cooperation of the patient 
is often distressing and distasteful to the 
tient. Moreover, electroshock is not wi 


3. “Prophylactic leucotomy” also pre 
some recurrences. It does not require 


observation being approximately 4 ye 
longer period of study is, of course, 
sary, and we propose to follow these pat 
through our aftercare department for ™ 
years. tat 
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DISCUSSION 


Lawrence C. Kors, M. D. (Rochester, Minn.).— 
The authors have addressed themselves primarily 
to the question of prevention of recurrent manic- 
depressive illnesses by use of leucotomy. They have 
also remarked on 2 other problems that all investi- 
gators into the effect of this procedure must con- 
sider: (1) the effect on the course of illness and 
(2) the appearance of deficits in personality as a 
result of the lesions produced in the frontal lobes, 

It is difficult to discuss with any certainty the 
technique employed by the authors to study the 
patients before or after leucotomy. A summary of 
the methods and findings of others, namely Stengel 
and Partridge of England, may aid in the estima- 
tion of the present state of knowledge and the differ- 
ent opinions that now exist among various workers. 

The reports by Stengel and by Partridge are of 
Particular interest in that these authors were re- 
sponsible for neither selection of patients for opera- 
tion nor follow-up care. Each performed his follow- 
up study by personal examination of the patient as 
well as by interviews with the patient's family and 
associates, Both, then, may be considered to be 
disinterested observers. 

Stengel observed 16 patients who had recurrent 
depression, 1 who had recurrent mania, and 24 who 
had both manic and depressive phases. Among the 
16 Patients who had recurrent depression, leucot- 
omy induced full remission in 13, mitigation in 2, 
and no change in the other. Ability to work post- 
Operatively was the same in 4, was reduced in 9, 
and 2 were unemployed. Three patients in this 
group exhibited gross antisocial behavior after 
ea but each had exhibited thought content 
s an aggressive nature with hostility against the 
nyironment before leucotomy. 
mice Patient who had recurrent mania and anti- 
his al tendencies did not require hospitalization in 
ear ea state after operation, although ae 
relatives, stant irritation and annoyance to his 
ate the group of 24 patients who had both 
Dorte, ee depressive phases, full remission was re- 
reese 18. The outcome was more satisfactory 
eee Cae, who had predominantly depressive ill- 

13 full remissions of 14) than in patients who 
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had predominantly manic illness (only 5 full re- 
missions of 10). Only 1 patient had a relapse and 
his disease was less seyere than before. In 2 pa- 
tients who had predominantly depressive illness, 
fragmentation of the depression appeared to have 
been accomplished, with the result that although 
attacks still occurred they were shorter and were 
mitigated. Nine of these 24 patients returned to 
full work and 6 returned to a lower level of occu- 
pation; 4 were unemployed and 7 displayed anti-) 
social changes in personality. 

Stengel stated that follow-up examination in all 
but 5 patients revealed features of the well-known 
changes in personality that follow lesions of the 
frontal lobe. In only 2 patients who had regular 
periodicity in their illness did the severe periodic 
depression recur. 

Partridge reported a similar experience in 47 pa- 
tients who had recurrent affective disorders, Forty- 
four survived, 28 had sustained recoveries, and 7 
relapsed. Neither the age at occurrence of the first 
attack nor the frequency of preoperative recurrences 
appeared to influence postoperative recovery. How- 
ever, patients whose disease was of short duration 
(less than 3 years) were more likely to recover 
than those who had an illness of long duration. 

Partridge declared that the presence of manic 
features is an ominous sign regardless of whether 
the patients were operated on during or between 
manic phases. One patient who had only recurrent 
manic attacks persisted in his illness although the 
attacks were modified. Nine patients who had 
manic-depressive psychosis displayed persistent or 
recurrent manic phases and had to remain in the 
hospital. Among the other 6 patients who had 
manic-depressive psychosis, 1 suddenly became 
manic 18 months after operation and 3 relapsed into 
hypomanic states. Of 6 patients who presented 
anomalous features, mania was slightly modified in 
2 and a third relapsed into depression and elation. 
One patient who had recurrent depression relapsed 
into mania, 

Partridge concluded that leucotomy does not con- 
trol fully either phase of manic-depressive psychosis 
but that the manic elements are checked less easily 
than the depressive. 

The reports of Dr. Stevenson and his associates, 
of Stengel, and of Partridge indicate that leucotomy 
prevents recurrences of outspoken depressive attacks 


- in many patients for as long as 2 to 4 years. The 


British experience apparently shows, however, that 
defects in personality caused by the operative pro- 
cedure are evident in the majority of patients. Those 
patients who display manic swings have a relatively 
poorer outlook for social adjustment outside the 
hospital than patients who have recurrent depres- 
sion. A certain number of patients who have manic- 
depressive psychosis and who have aggressive 
thoughts prior to operation are likely to exhibit 
frank antisocial behavior after leucotomy. 


AN EVALUATION OF THE USE OF TETRAETHYLTHIURAM 
DISULFIDE IN THE TREATMENT OF 560 CASES OF 
ALCOHOL ADDICTION* 

EBBE CURTIS HOFF, M.D., ano CHARLES E. McKEOWN, M.D, RictMonn, Va. 


Since the discovery that tetraethylthiuram 
disulfide (TETD) is a potent anti-alcohol 
drug, it has been used by many groups as an 
adjunct in the treatment of chronic alco- 
holism. We have had occasion to employ this 
drug for almost 3 years. During this period, 
685 patients have volunteered to take TETD 
while under treatment in the Division of 
Alcohol Studies and Rehabilitation service at 
the Medical College of Virginia Hospital in 
Richmond. The present report concerns the 
first 560 TETD patients, and 232 control pa- 
tients who were in the hospital during the 
same period. 


SELECTION OF PATIENTS 


All patients were admitted to the service 
on a voluntary basis and were not given 
TETD unless they so requested. Patients 
with renal, hepatic, cardiac, pulmonary, or 
metabolic dysfunction were not offered the 
drug. Patients with obvious mental deteri- 
oration, severe neuroses, or psychoses, were 
likewise eliminated. Very few persons over 
60 received TETD for one or more of the 
above reasons. All patients were given liver 
function tests, which included cephalin-cho- 
lesterol flocculation, bromsulphalein, serum 
bilirubin, and thymol turbidity tests. Renal 
function tests included urinalysis, phenosul- 
phophthalein test, blood urea nitrogen, and 
12-hour Mosenthal test. Complete blood 
counts and serology were done routinely. 
Each patient received a chest x-ray and an 
electrocardiogram. Fasting blood sugar was 
measured in all patients. Physical and psy- 
chological evaluations were made and patients 
received psychometric tests and electroen- 
cephalograms as indicated. As stated, patients 
with obvious physical or mental abnormalities 
were eliminated from the TETD group; only 
11 were denied TETD on psychological MF 
grounds. ; 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
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METHOD OF STUDY 


Each TETD patient was given 1.5 gm. on 
the first day, 1.0 gm. on the second day, and 
0.5 gm. on the third and fourth days. This 
was reduced from an earlier dosage of 2 gm., 
I gm., or 0.5 gm, because the initial reactions 
were too severe, and because many of the 
patients developed undesirable side-reactions 
when taking the larger doses. These con- 
sisted of lower abdominal cramps, headache, 
dizziness, and nausea. Most of the side-re- 
actions have been eliminated by reduction of 
dosage. On the fourth day, the patient was 
placed flat in bed and given a dose of whis- 
key. Initially we administered as much as 50 
or 60 cc. but the reactions were so severe as 
to necessitate the patients’ remaining in the 
hospital for 1 or 2 extra days. Accordingly, 
the dosage was reduced to 30 cc. This pro- 
duces a fairly satisfactory reaction in most 
individuals and, in those in whom it does not, 
an additional dose is given subsequently. The 
physician or nurse remains with the patient 
for the entire reaction and checks the blood 
pressure, pulse, and respiration every 5 min- 
utes. These are recorded together with the 
subjective symptoms. 


THE REACTION 


In the average or moderately severe te- 
action, there is a fall in systolic and diastolic 
pressures of 20 to 60 mm. of mercury with a 
concomitant rise in the pulse rate to about 
120 per minute. The respiratory rate usually 
rises also. The patient ordinarily feels quite 
well within an hour from the time of admin! 
tration of the whiskey. A critical reactio?, 18 
one in which the pulse rises and then falls 
with the blood pressure, resulting 1 dire 
shock. This always necessitates prompt anti- 
shock procedures consisting of elevating the 
foot of the bed, intravenous fluids, adrenaline 
in small, frequent dosages, and oxyge? d 
have used intravenous iron and ascorbic 30 
but have not found these to be as effective 2° 
adrenaline. Galvanic leg muscle stimulatio! 
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“has also been useful in controlling shock. 


Only one reaction is given and its purpose is 
an indoctrination only. The reaction is in no 
sense a conditioned stimulus nor does TETD 
administration constitute a true “aversion 
treatment.” TETD does not create distaste 
for alcohol itself. 

The 560 TETD patients were divided into 
3 groups: (a) the mild reactors, (b) the 
moderately severe reactors, and (c) those 
requiring antishock treatment. This division 
was based on subjective symptoms and ob- 
jective findings during the reaction. Eighty- 
seven percent of our patients had facial flush- 
ing, 61% became dyspneic, 53% had palpita- 
tion, and smaller percentages had headaches, 
generalized flushing, blurring of vision, weak- 
ness, dizziness, nausea, drowsiness, cough, 
and extrasystoles. One patient developed 
generalized epileptiform convulsions during 
the procedure. He had had electroshock 
therapy previously at another institution. It 
is our intention to analyze these patients at a 
later date to determine what effect, if any, 
the severity of the reaction has had on the 
course of the patient’s alcoholism. 

The treatment plan for all the patients in- 
cluded in this report involved hospitalization 
for 1 to 2 or more weeks at the onset of 
treatment, followed by outpatient care in the 
Clinic and taking TETD for about a year. 
Most of the patients maintained full treat- 
ment. Therapy included necessary sedatives 
and other medical care, as well as group ther- 
apy during the hospital stay and individual 
Psychotherapy in the outpatient clinic. The 
usual daily maintenance dose of TETD was 
0.25 gm. 


EVALUATION OF THERAPY 


Th several particulars, the group of 560 
Patients receiving TETD may be significantly 
Herentiated from the control group of 232 
eae As Fig. 1 shows, the TETD pa- 
oe Constitute a younger group than the 
a ntrol group. In this chart the percentage 
th cases in each 5-year age category is plotted, 
€ broken line connecting the points for the 
cea Stoup, the solid line for the control 
the è „The peak of the TETD curve falls at 
ne 35-39 year age category while that for the 

ntrols is between 4o and eye 
he greater shift to the left of the TETD 


curve than in the control curve may result 
from a selective process in which younger, 
healthier, more courageous, and more highly 
motivated patients choose a somewhat awe- 
some and fearful therapeutic adjunct that is 
denied to or rejected by older patients with 
more profound physical and psychological 
deterioration. It is of interest that propor- 
tionately fewer women are found in the 
TETD group than in the control group, the 
proportion in the former being 89.3% males 
and 10.7% females and the latter 82.8% 
males and 18.2% females. 


AGE DISTRIBUTION OF TETOXCONTROL GROUPS 
eo- TETD CASES 
dew = CONTROL CASES 


AGE GROUPS CYEARS> 
Fic. 1. 


Any attempt to evaluate results of therapy 
of alcoholics presents several difficulties, A. 
limitation in our series arises from the fact 
that the data still cover a relatively short 
period, no case being continued from a period 
earlier than June 1949. Another difficulty 
concerns the criteria by which therapeutic 
progress may be measured. Some of the most 
realistic criteria elude objective and math- 
ematical handling and are therefore of 
limited value. An obvious criterion that per- 
mits quite objective treatment is that of 
abstinence from alcohol. We are dealing here 
with a criterion with several defects and one 
that perhaps overbalances the emphasis on 
the drinking in the patient’s total problem. 
However, it may be valid and instructive to 
present an analysis of the results of therapy 
in the control and TETD groups using this 
criterion. 

Following is a classification of treatment 
results: 

Class I comprises patients reporting total 
abstinence since the onset of treatment. 

Class II includes patients who have main- 
tained abstinence with but a single relapse. 
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TETD IN TREATMENT OF ALCOHOL ADDICTION 


Class ITI includes those patients who have 
not maintained abstinence but who have 
shown improvement as measured by wider 
spacing of drinking sprees, better work rec- 

` ord, and happier adjustment in home and 
community. 

Class IV consists of patients in whom no 
improvement can be seen. 

Class VI is a rather small class containing 
those patients, placed in the unimproved 
class in earlier appraisals, who have been con- 
tinuously abstinent over 6 months. 


TABLE 1 


COMPARISON or TREATMENT RESULTS BETWEEN 
232 ConTROL AND 560 TETD Cases 


Control TETD 
igh 
+ 24.0 37-3 
+ 95 20.0 
14.2 20.7 
18.1 13.7 
2.2 18 
20.3 LI 
11.6 5.4 
100.0 100.0 


Statistical analvell indicates that there is a very high 
degree of probability that the difference in results in. the 
D and control groups was greater than that which 
might be due to chance alone. The greater number of total 
ibstainers in the TETD group conia be expected 
by chance alone only once in a thousand such ex 
‘he same is true of Class II and Classes I, I 
taken together.. The difference in the number ot “Unim- 
proved” patients might occur by chance as often as once in 5 
times and is not statistically reliable. Treatment failures 
are significantly greater in the “stopped treatment” 
“not available” members of the control group. (We wish 
Daoa aiga our thanks to pa gnoma le and Mr. 
arkinson, Department of Neurol and Psychia\ 
St. Louis University, School of Medicine, $ for this evs 


P 
«OOI 
oor 
05 
«00I 
a N Set? ificant 
Mi ‘ Das enea use noe Not significant 
i «++, Stoppe ent...» 96. M 
C ....Not available........ ane rt 


i Class NT comprises patients who discon- 

tinued treatment through self-discharge or 
other means. 

Class NC contains those patients whose 
status cannot be evaluated since contact with 
them has been lost. It may be reasonably. 
assumed that classes NT and NC represent, 
for the most part, therapeutic failure. 

Using this classification, an appraisal made 
in January 1952 of cases accepted for treat- 
ment between June 1949 and October 1951 
permits a comparison between the treatment 


results of 232 control cases and 560 TETI 
cases, as seen in Table 1. $ 
In general, 78.0% of the TETD cases 
classified as having benefited by treatm 
(Classes I, II, and III) while 47.8% of 
control cases have benefited. 

Table 2 reveals that within both the TE 
group and the control group male patients 
better than females. 


poorer therapeutic results in women 
in men. One factor may relate to the grea 


TABLE 2 


` 3 
COMPARISON or TREATMENT RESULTS BETWEE 
Mares Aann Females 1n TETD Group ~ 
AND CONTROL GROUP 


TETD 
f 500 60 

Males Females 
% % % 
+. 38.4 28.3 27.1 
J. 202 8.3 9.9 
.. 19.6 30.1 13.5 
Bricks 18.3 16.6 
18 1.7 1.6 
1.0 3.3 18.8 
48 10.0 12.5 
100.0 100.0 100.0 


stigma attached to drinking and to alcoho ! 

in women. The incidence of drinking 
alcoholism is lower in women than in 
Probably a more serious etiologic com 
lation must exist before a woman tui 
heavy drinking and she is probably a Si 
person before she seeks aid. It seems 
that a lower proportion of women alcohe 
voluntarily appeal for professional help. 

It has been consistently observed | 

in both the control and in the TETD 
patients under 30 do less well than th 
the thirties, forties, and fifties. W 
number of cases in our series over 60° 
too small for statistical handling (only 
the groups reported here), nevertheless 
older patients have done surprisingly 1 
Eleven have remained completely sobi 
are in Class II and 3 are in Class 111; 

is in Class IV and 2 cannot be traced. y 


percentages may be derived, it ap 
in the control group, patients between 4s 
49 years of age made the best perf 
In the TETD group, the most f 
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progress was made by the patients in the 40- 
to-44-year age group (comprising 117 cases). 
Their record is as follows: 


% 
Glass T aloso niana DENAR 46.1 
Class II . 19.1 
Class III . . 17.9 
Class IV . 9.4 
Class VI . L7 
Class NT . 0.9 


Class NC 


In this group, 83.7% of all the cases bene- 
fited. So in our experience, the best progno- 
sis may be assigned to patients between the 
ages of 40 to 44 who take TETD and the 
poorest prognosis to women patients who do 
not take TETD as a part of treatment. 

A study of the control cases reveals a cor- 
telation between treatment outcome and the 
reason why TETD was not given. This is 
illustrated in Table 3. The group of patients 
who were disqualified have a much better 
record than those who declined TETD. It 
18 suspected that these 2 groups of patients 
are differentiated from each other principally 
or in part on the basis of motivation. As seen 
in the table, 30.9% of those who declined 
discontinued treatment. The group denied 
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TABLE 3 


COMPARISON OF TREATMENT RESULTS BETWEEN 152 
Parents WHo Dectinep TETD ann 69 PA- 
TENTS Dentep TETD on PHYSICAL OR 
PSYCHOLOGICAL GROUNDS 


Declined Denied 
TETD TETD 


ho 
33.3 
11.6 
17.4 
23:2 
0.0 
0.0 
14.5 


100.0 


100.0 


TETD were a more highly motivated group 
who probably accepted the disqualifying dis- 
order as a challenge to seek a new way of 
life. 

In summary, TETD probably has 2 modes 
of therapeutic action: (a) it differentiates 
more highly from less highly motivated pa- 
tients, and (b) it helps to enforce a day-by- 
day discipline in which the patient must face 
himself and his daily problems soberly and 
on a reality basis. As an adjunct to a com- 
prehensive plan of therapy, therefore, TETD 
is of value in selected patients amenable to 
voluntary treatment. 


WHAT HAPPENS TO ALCOHOLICS* 
FREDERICK LEMERE, M.D., SeartLe, WASH. 


For many years, I have been curious about 
what eventually becomes of my alcoholic pa- 
tients. We, as psychiatrists, seldom have the 
opportunity to follow the lives of these pa- 
tients to their conclusion. Our contact with 
alcoholics is limited not only longitudinally 
but also in cross section for, obviously, only 
a small percentage of the total number of 
alcoholics consult a psychiatrist. 

How many alcoholics die from drinking? 
How many moderate or quit their drinking? 
How effective is religion in helping the alco- 
holic? What percentage receive medical, 
including psychiatric and aversion, treat- 
ment? How many commit suicide or become 
psychotic? What percentage become derelict 
or divorced? What is the life expectancy of 
the average alcoholic? 

In an attempt to answer some of these 
questions, I have collected and analyzed dur- 
ing the past 6 years the life histories of 500 
deceased alcoholic individuals. These his- 
tories were obtained from patients who were 
queried as to the incidence and details of 
serious. alcoholism in their grandparents, 
parents, aunts, and uncles. Antecedent rela- 
tives who were considered by the family to 
have been heavy but not problem drinkers 
were not included in this survey. Inasmuch 
as this investigation covers 2 preceding gen- 
erations, the effectiveness of modern medical, 
including psychiatric and aversion, treatment 
cannot be ascertained from these data. Since 
the treatment available to this group was 
very limited and seldom sought, this is essen- 
tially a control study of what happens to un- 
treated alcoholics. 

Table I summarizes the drinking history 
of this group of 500 alcoholics. In 142, or 
28% of these individuals, the drinking be- 
came worse until they finally died directly or 
indirectly from the effects of alcohol through 
violence or illness. In 49, or 10%, the drink- 


_ 1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J. 
May 12-16, 1952. s 

From the Department of Psychiatry, Universi 
of Washington School of Medicine, and the Sel 
Sanitarium, Seattle. 
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ing gradually moderated until, at the time of 
their death, it had not been a serious problem 
for many years. In 35 of these 49 cases, the 
moderation was characterized by increasingly 
longer periods of sobriety, while in 14 the 
amount drunk and degree of intoxication 
abated to the point of normal drinking. The 
adage of “once an alcoholic always an alco- 
holic,” while true for the great majority of 
abnormal drinkers, does have just enough 
exceptions (3%) to tempt the alcoholic ad- 
dict to continue in his attempts to attain this 
state of grace. In 144, or 29%, the drinking 
continued essentially the same throughout 
their lifetime. One hundred and twelve, or 


TABLE 1 


DRINKING HISTORY oF 500 ALCOHOLICS 


Drinking history 

Became worse.. 
Moderated ... 
Remained same. 
Quit during terminal illness. 
Quit exclusive of terminal illn 


TABLE 2 


ANAtysIs oF 53 ALconoLics Wxo Quit ExcLUSIVE 
OF TERMINAL ILLNESS 


Abstinence attained 


Through religion........ 
After medical treatment 


B | oX BR 


22%, quit drinking as the result of a terminal 
illness that invalided them or threatene 
their life. Fifty-three, or 11%, stopped Per 
manently and exclusive of a terminal illness, 
the majority (33, or 63%) after the age 
of 45. 

Table 2 shows an analysis of the 5 
quit exclusive of a terminal illness. + i 
six, or 68%, stopped drinking on their ae 
without any known outside assistance: f 
the generations covered by this survey, © 


ligion was often a powerful force in promo” 


3 who 
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ing abstinence and 13, or 24% of these 53 
who quit, did so in response to spiritual con- 
version. Alcoholics Anonymous is, of course, 
the modern development of the spiritual ap- 
proach to the problem of alcoholism. Inter- 
estingly enough, although the A. A. is rela- 
tively new, 3 cases in this series had attained 
abstinence through the A. A. program. Four 
cases, or 8% of the 53 who quit, did so after 
medical treatment consisting of psychother- 
apy in 2 cases and aversion therapy in 2 cases. 
It must be remembered, however, that this 
survey covered 2 preceding generations when 
specialized medical help was limited and in- 
frequently sought for this problem. 

Table 3 shows the incidence of various 


TABLE 3 

COMPLICATIONS or ALCOHOLISM IN 500 CASES 
Complication No. % 
Suicide ..... 55 i 
Died psychotic. 28 6 
Divorced ... 96 19 
Died derelict. 24 5 

Moal Bis nin s aie Rear EN 203 41 


complications of alcoholism in this series of 
500 cases. Fifty-five, or 11%, committed 
suicide. As would be expected, a good many 
alcoholics end their career in this manner. 
They become trapped between the decreasing 
escape potentialities of alcohol and an in- 
creasing inability to face the trials and tribu- 
lations of life with suicide as the only way 
out. Tt is my belief that many alcoholics 
knowingly drink themselves to death as a 
Suicidal equivalent. Twenty-eight, or 6%, 
died psychotic, most of them in an institution 
Or mental illness, Ninety-six, or 19%, were 
pivorced one or more times and 24, or 5%, 
ecame derelicts, dependent on others for 
their subsistence. 3 
toe ttain incidental observations were of in- 
co „The average longevity of these 500 
Sholics was 52 years. A surprisingly large 
aud (16%) lived to an age of 75 or over. 
a was balanced by a large number (12%) 
eae quite young, 40 or less. Thirty- 
nes 8%, had histories of having stopped 
Eo ng for 3 years or longer only to relapse 
ns me later date. These relapses, after long 
tods of abstinence, point out how meaning- 


less are evaluations of treatment based on fol- 
low-up studies of only a few months or a 
year or two. 


CONCLUSIONS 


I. Approximately 28% of all alcoholics 
will drink themselves to death, 7% will re- 
gain partial control of their drinking, 3% will 
be able to drink moderately again, and 29% 
will continue to have the problem of drinking 
throughout their lifetime. Twenty-two per- 
cent will stop drinking during a terminal ill- 
ness and 11% will quit drinking exclusive of 
a terminal illness. 

2. Most alcoholics who quit drinking will 
probably do so on their own without outside 
help (7% of this series of 500 cases). 
Spiritual reconversion has been the biggest 
help to alcoholics who have become abstinent 
(3% of this series). In the past medical 
treatment has been of some, but not great, 
help (1% of this series). 

3. The average life expectancy of these 
500 alcoholics was 52 years. Many alcoholics 
quit for prolonged periods of time only to 
relapse at some later date. 


DISCUSSION 


Dr. Josep THimann (Boston, Mass.).—The 
most interesting group in this fascinating statistical 
report is that of the 53, or 11%, who became téeto- 
tallers without any terminal illness. This group 
comprises 36 cases (7% of the whole group of 
500) who achieved abstinence entirely on their own 
hook; 13 (2.6%) who responded to religious con- 
version and 4 alcoholics (almost 1%) who had been 
treated successfully by psychotherapy or conditioned 
reflex. 

Here, in this group, the finding that 7% of all 
the cases surveyed have achieved lasting abstinence 
deserves attention for more than one reason: First, 
because it compares so equally with the percentage 
of efficacy of psychotherapy, which is quoted as 
10% or at the most as 15% in the Social Work 
Yearbook for 1949. It would almost appear that 
the great investment of time, effort, and money that 
psychotherapy requires would be hardly justified, 
when 7% of rehabilitation is achieved without any 
outside investment. 

Secondly, the group of those Barons von Muench-. 
hausen who pulled themselves up by their own boot- 
straps is interesting to compare with our own obser- 
vations. The Washingtonian Hospital has admitted, 
during the last 12 years, 10,500 patients, of whom 
over 40% accepted preventive therapy for chronic 
addiction, thus leaving approximately 6,300 alco- 
holics to their own devices. If 7% of these would 
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haye been capable of lasting rehabilitation without 
outside help, they would have constituted the size- 
able group of 441. 

Unfortunately, our direct and indirect information 
regarding such self-helpers does not cover more 
than very few. I would guess that possibly the 
alcoholics reporting about their alcoholic relatives 
did not offer enough realistic data on this score. 
Finally, it is interesting to see that a majority of 
63% of the alcoholics who stopped drinking were 


45 or older. This coincides with our observation, 
namely, that alcohol addicts who developed their 
serious problems as late as in their fourth or fifth 
decade have enough emotional and social maturity 
to be promising. 

Regarding longevity, in our group the average 
age at the time of death was 41. The percentage of 
those who lived to be 70 or more was zero. The 
percentage of those who died at 40, or earlier, 
was 60%. 


THE RESEARCH TEAM CONCEPT AND THE CULTURAL 
PATTERN OF SCIENCE? 


JOHN H. ROHRER, Pu. D.,2 New ORLEANS, La. 


In recent years there has been a growing 
interest in the team approach for conducting 
research studies on human behavior, and 
several notable volumes (e.g., 1, 5-8, 10-13) 
have resulted from the efforts of psychiatrists, 
anthropologists, sociologists, and psycholo- 
gists to work together as a team. Various mo- 
tivations that led to the team approach may 
be identified: for example, reactions against 
the professional provincialism exhibited by 
some researchers in each discipline; inad- 
equacy feelings with respect to the complete- 
ness with which one can describe ongoing hu- 
man social behavior ; and cross-education and 
Scientific interaction between members of the 
various interested disciplines. Regardless of 
the motivations, the empirical results achieved 
are sufficiently impressive and important to 
~ justify some tentative systematic evaluation 
of this approach to a scientific description of 
human activity, 

„In a paper prepared as a part of a panel 
discussion dealing with research methods for 
studying culture and personality, it would 
Seem justifiable to consider the most impor- 
tant cultural pattern that has influenced the 
development of methods for studying the 
Social life of man ; that is the cultural pattern 
labeled by the noun, science, The justification 
for such an approach lies in the fact that all 
— ` . 


, `The major portion of this paper was presented 
in March 1952 before the Southern Regional Re- 
Search Conference on Scientific Method, jointly 
Uae by The American Psychiatric Association 
Tutt’ Department of Psychiatry, Medical School, 
ulane University, 
we Concepts here presented were formulated by 
ans while working on the research program 
A s Neuropsychiatry Branch, Bureau of Medicine 
ONR urgery, U. S. Department of Navy, under 
O contracts N onr 475 (Ox) and N7 onr 434, 
Pa ee Captain George N. Raines (MC), USN, 
is tved as technical officer to those projects, and 
Poa is one of a series of technical reports 
hea those contracts, The views presented 
sarily are those of the author and do not neces- 
3 pafe the opinions of the sponsoring agency, 
Di Dartment of Navy. 
Profan Urban Life Research Institute, and 
SSor of Psychology, Tulane University. 


reliable scientific methodologies that have 
been developed for studying social behavior 
are discrete instances of the more general 
method of science—i.e., the method of con- 
trolled observation: whether by direct ob- 
servation of behavior, and the influences that 
bring it about; or by indirect observations, 
through symbolic reports given by an ob- 
server—e.g., the use of informants, of clients, 
of interviews, of questionnaires and tests. 

This paper, first of all, offers a brief dis- 
cussion of the general cultural pattern of 
science, then discusses the more specific prob- 
lem of levels of scientific description, and 
then attempts to apply those 2 discussions to 
the concept of the “research team.” 


THE CULTURAL PATTERN OF SCIENCE 


Science, the noun, refers to a body of stable 
beliefs that man has worked out through 
history, the stability of those beliefs being of 
crucial importance; the beliefs through ex- 
perimental test after test cannot be disproven. 
Sometimes we refer to scientific beliefs as 
knowledge. Secondly, science refers to struc- 
ture ; the economy of essential and necessary 
notions required to relate the beliefs in the 
most precise manner possible. Sometimes 
this structure is referred to as theory. The- 
ories are characterized by change: changes 
in the structure of science that attempt to en- 
compass more bits of knowledge than that 
permitted by the older structure. ‘No scien- 
tific statement can be made that does not have 
a reference to theory ; for any statement with- 
out that reference is meaningless. True, the 
researcher may not be aware of the theoreti- 
cal matrix responsible for his statement, 
which he feels is meaningful but which, at 
the same time, he feels has no theoretical an- 
tecedents. But, as psychiatrists were the first 
to point out, lack of conscious awareness is 
not a legitimate and valid argument to dis- 
prove the existence of stable beliefs that give 
rise to meaningful modes of action. Science, 
then, refers to an area of human activity en- 
gaged in to provide a way for overcoming 
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man’s cognitive or knowing limitations. Sci- 
ence is distinctly a cultural pattern, and the 
methods and techniques of science are ele- 
ments of that cultural pattern. 

Scientists, generally, are concerned with 
the establishment of certain functional rela- 
tions holding between a dependent variable 
and one or more independent variables. In 
terms of those disciplines studying human ac- 
tion, the action itself is the dependent vari- 
able; the independent variables that we may 
manipulate in the experimental situation are 
such things as genetic background, age or sex 
differences, ethnic or other group identifica- 
tions, kinship systems, technological changes, 
degree of interconnections of nerve pathways, 
and so forth. 

Sometimes this relationship is symbolized 
in the form of a generalized equation, thus : 
A=f (M, G, IE, DM, PE, SS, Ps. . .) 

Where: 

A refers to human activity—the dependent vari- 
able that is a function, or resultant, of: M— 
motivational systems, G—genetic predispositions, 
IE—interpersonal environment, DM—differences in 
maturational level, PE—past experiences, SS— 


social structure, Ps—physiological environment, and 
so forth. 


Tn addition to the more directly manipula- 
table independent variables we may make at- 
tempts to manipulate indirectly, via the ma- 
nipulation of environmental independent vari- 
ables, certain hypothetical states because of 
the knowledge that they are related, in turn, 

to certain patterns of action—the dependent 
` variable. These hypothetical states, which in- 
tervene in our equation between the depen- 
dent and independent variables—but are em- 
pirically related to both—are commonly 
labeled intervening variables. One of the most 
commonly used intervening variables in cur- 
rent human behavior sciences is that of mo- 
tivation. No one has seen a motive but, 
rather commonly, they are studied indirectly. 
The common example in animal psychology 
is that of the hunger drive or motive, which 
is assumed to be in the organism.’ It is in- 


_* Technically, from a strictly scientific point of 
view, nothing is gained in the description of the 
relationship between “motive” and “action” by 
specifying the locus of the motive as being “in the 
organism.” Heuristically, it does serve a purpose 
for the “team-oriented” researcher, in that it may 
facilitate the working out of coordination definitions, 


directly manipulated by depriving the organ- 
ism of food for a given number of hours, and 
this operation is then related to observable 
changes in behavior. We can symbolize this 
set of operations by the following generalized 
equations : 

M=f (D) 

A=f (M) 
Where: 

M refers to motivational strength, the intervening 

variable; D refers to hours of food deprivation— 


the independent variable; and A refers to strength 
of action—the dependent variable. 


It might be pointed out that this is the very 
logic of reasoning that Allen Holmberg(4) 
carried out in testing the Freudian notion 
that frustration of a broadly defined motive 
of “sexuality” was the primary cause of neu- | 
rotic behavior in humans. Holmberg made 
use of the so-called “natural experiment” to 
make this test; seeking out as he did, a cul- 
ture, the Siriono of Eastern Bolivia, in which 
there was high chronic deprivation of food 
and minimal deprivation of societally sanc- 
tioned sex objects. He contrasted the neu- 
rotic patterns, value systems, fantasy life, 
and so forth found in this culture with those 
found in western European culture. On the 
basis of this study he was able to draw con- 
clusions to the effect that chronic frustrations 
of the hunger drive in the Siriono culture 
led to the same kinds of behavior as di 
chronic frustrations of the sex drive in west- 
ern European cultures. In both cultures the 
drives were manipulated indirectly; they 
were intervening variables. 

This brief discussion of the cultural patteri 
of science has been presented in order to get 
at one of the less well-recognized character 
istics of science ; namely, that valid scientific 
statements concerning human activity cat, 
made at several different distinctive desct?” 
tive levels. 


DESCRIPTIVE LEVELS IN SCIENCE 


A member of the Board of Directors of 
the Medical Division of a nationally eni 
foundation recently stated in conversa” 
that they planned, during the next few yo" 
to expend most of their funds for Bae f 
on the body cell in order to understand þet! a 
the neurotic patterns, as well as normal T 
terns, of human behavior. This he just! 
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in terms of the recent rapid advances in en- 
zyme chemistry and he said : “After all, basic- 
ally, the cell is the ultimate determiner of be- 
havior.” The question was raised whether it 
might not be more meaningful to start at the 
level of biophysics in order to explain the en- 
zyme action, and hence the behavior; to 
which he replied: “But that would just be 
looking through another window.” This an- 
ecdote illustrates 2 points: one, it demon- 
strates that all of us recognize that one can 
validly establish laws concerning human be- 
havior at different descriptive levels; and, 
two, it illustrates the wishful belief of re- 
ductionism, that there is a basic or ultimate 
truth that can be discovered and, further, 
that some descriptive levels are more favored 
in the possession of this “ultimate truth” than 
are others. 

This latter wishful belief is not a part of 
the cultural pattern of science. For science, 
the truthfulness of a scientific statement is 
given by the degree of accuracy with which it 
describes relations between the dependent and 
independent variables under question. The 
highest tribunal to which one can appeal is 
that of accuracy and consistency of descrip- 
tion, regardless of the level at which the de- 
scription is made. 

But there are other levels at which be- 
havior can be described scientifically, in addi- 
tion to the levels of biochemistry or biophys- 
ics, and which may be used to describe char- 
acteristics of human behavior. For example, 
at a third level one could attempt to work out 
lawful relationships between the independent 
Variables manipulated by neurophysiologists 
(@g., the number of nerve fibers connecting 
the prefrontal lobes with the rest of the nerv- 
fis System) and the dependent variable, pat- 
ae of behavior. In reality, at the present 
PAs of knowledge, an attempt to carry out 
re at this level, aimed at encompassing 

ie mental processes, necessitates 4 
Sti ny and primitive approach. 
oe the point that this is a legitimate level of 
ee is not to be discredited because of 

Present stage of ignorance concerning 
Vari Ditical relations holding between the 

Mables under question. 

A fourth level for describing behavior is 
cen a hological level; here we are con- 
ed with the establishment of statements 
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of functional relationships holding between 
the dependent variable, behavior or action; 
and the independent variables such as envi- 
ronmental or situational states, past experi- 
ences that led to the building up of habitual 
emotional and nonemotional tendencies to re- 
sponse, and the like. Here, too, we have a 
level of description that is at a most primitive 
stage of scientific development, but one that is 
scientifically more advanced than any of the 
sciences dealing with the totalities of individ- 
ual behavior.* Spence(14) has stated the case 
for this level of description in classic form. 
A fifth level at which we can legitimately 
describe human activity is that'of social or- 
ganization. For example, we can make legiti- 
mate scientific statements concerning the 
number of levels of supervision in a given 
institution, the independent variable, and de- 
gree of work flow, the dependent variable. 
Note that in this case we do not have to qual- 
ify our statements of relationships in terms 
of any single individual ; rather we use as our 
unit of description, the group. The legitimacy 
of this level of scientific description was well 
stated as early as 1904 by Durkheim(2) in 
his discussion of the nature of “social facts.” 
Finally, there is a sixth level of description 
that we may use to work out lawful descrip- 
tions concerning human activity, namely at 
the level of culture patterns. This “super- 
organic” level of description was mentioned 
early by Kroeber(g) and more recently has 
been written about extensively by the anthro- 
pologist, Leslie White(15). White’s point of 
view may not be the dominant one in current 
anthropological circles, but it is a point of 
view that from the cultural pattern of science 
is legitimate insofar as it claims a distinctive 
descriptive level for culture. An example of 
this level of scientifically lawful statement is 
given in the functional relations holding be- 
tween status and role; where the status (po- 


4 It is interesting to note that distinctive “schools 
of thought” (ie. theoretical systems) in psychia- 
tric treatment have grown up around what has been 
labeled herein as the third and fourth descriptive 
levels. They are the adherents to the practices of 
Cerletti, Freeman, Meduna, Moniz, and Sake, who 
are concerned with neurophysiological effects pro- 
duced by “shock” treatments and partial brain 
ablation (third level of description) ; as contrasted 
with the adherents to the practices of Freud, and 
more recent neo-Freudians such as Sullivan, Kar- 
diner, and others (fourth descriptive level). 
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sition) in a society is the independent vari- 
able that might be manipulated and the roles 
exhibited by a class of individuals compose 
the dependent variable. Thus one might ob- 
serve the roles of the class under the active 
status of husband and then, through proper 
manipulation, activate the previously latent 
status of lodge member and note the resulting 
changes in the dependent class variable, role 
actions. 

It is interesting to note that the sixth level 
of description is utilized by many of the 
people writing in the area of culture and per- 
sonality when reference is made to “modal 
personality pattern,” “national character,” 
‘and the like. As will be noted later, one of 
the major difficulties in relating variables at 
this level to individual response levels lies in 
providing explicit coordinating definitions 
that permit meaningful movement from one 
descriptive level to another. 

A fact that should be made explicit is that 
the scientific correctness of the descriptions 
made at any one level is independent of the 
correctness of descriptions made at a second 
level, There is a simultaneous occurrence of 
phenomena at the several different descriptive 
levels aimed at describing human behavior, 
and it is important to note that the processes 
on-going at each of these different levels are 
not necessarily of common origin; nor can 
they necessarily be directly equated one with 
each other. Stated differently, the point of 
view of reductionism will not apply to all 
phenomena described at all levels of descrip- 
tion. As a matter of fact, there are some 
phenomena at a given descriptive level that 
are unique to that level; for example, it is 
likely that no amount of describing of the ex- 
citatory and inhibitory interaction of nerve 
cells will adequately describe the feelings of 
dread and apprehension experienced by some 
heurotics. 

In order to get from one descriptive level 
to another, it is necessary to provide coor- 
dinating definitions; definitions that describe 
the relations holding between scientific state- 
ments made at 2 or more different descriptive 
levels. 

A hypothetical example of a coordinating 
definition is as follows. Assume that at the 
fourth descriptive level we could empirically 
describe, in terms of just noticeable differ- 


ences (j. n. d.’s), the range of intensities of 
anger feelings resulting from a given type of 
frustration. Stated in generalized equation 
form: 


X intensity of anger feelings=f (Y amount 
of frustration), 


Assume, further, that at the third level of 
description we could empirically describe the 
strength of anger responses as a function of 
the frequency of hypothalamic discharge, 
Stated in a generalized equation form: 


X' strength of emotional response=f (Y’ 
amount of hypothalamic discharge). 


Now, we could relate these 2 levels of de- 
scription by providing a definition (itself a 
testable proposition) that states a constant re- 
lation between one variable at each level of 
description; e.g., Y amount of frustration 18 
equivalent to Y’ amount of hypothalamic dis- 
charge. Given this definition plus the value 
for any one variable we could then derive, for 
a given instance, the value of any of the re- 
maining 3 variables. ; 

The absence of explicit coordinating defi- 
nitions is one of the very real complicating 
handicaps, when one attempts to make use 
of the scientific findings valid at one level, in 
explaining human action at a second level 
description. For example, it has long been 
stated that culture is learned, but the process 
whereby a culture element was diffused from 
one society to another is not much explained 
by the statement, “culture is learned.” For 
that matter, the perpetuation of a culture ele- 
ment over several generations in a single 
culture is not explained by the declaration, 
“culture is learned.” Note that what we are at- 
tempting to do by this statement is to hypoth 
esize a relationship holding between 2 leve® 
of description without making explicit the 
conditions under which the hypothesized te 
lationship holds." 

A second example of the confusion i 
ing from implicit attempts to equate concep 


result- 


5 Herskovits(3) has made a heartening attempt 
to work out a set of coordinating definitions a 
at linking the cultural and psychological levels 
description by the distinction he makes between i 
processes of “learning,” “socialization,” and Re 
culturation,” which are defined as compleme ite 
processes linking the 2 levels involved in the $ 
ment: “culture is learned.” 
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3 ie referents are to 2 distinctive descrip- 


“tive levels is provided by the concept, basic 
personality. As used in some contexts (basic 
personality, ) it refers essentially to a statis- 
tically derived mode of proper ways of acting 


ina given status position, in a given culture; . 


‘this is a group level of description. Contrast 
with this usage the concept of basic person- 
“ality as used in other contexts to refer to the 
Cultural “imprint” or effects on an individual 
"who has been socialized in a given culture 
(be ic personality.) ; this is an individual 
‘evel of description. Clearly the label “basic 
sonality,” in the two different contexts, 
Tefers to different classes of phenomena—to 
fferent levels of description. Quite prob- 
bly there is some commonalty holding be- 
en the two distinctive usages. The whole 
int is that much confusion could be 
led, and scientific description could be 
ich facilitated, if a coordinating definition 
äs established between basic personality,, 
ind basic personalitys. 

‘One final pitfall results from a failure to 
Keep explicit all the facets of the cultural pat- 
fem called science, Frequently a variable 
it is the independent one, at one level of 
scription, becomes the dependent variable 
ifferent level of description. To refer 
£ to the example of supervisory levels, 
vill be recalled that the independent vari- 
ue was “number of levels of supervision” 
the dependent variable was “rate of work 
” Now, let’s relate this to a psychologi- 
level of description—say the emotional 


Or, to use a second example from 
l carlier reference: the independent variable 
‘the cellular biochemist was the enzyme, 
dependent variable was cell behavior ; for 
biophy sicist, the enzyme action may be- 
the dependent variable ; the independent 
able might be electromagnetic charges 
ing in the molecular structure of the 
me, 

7.0 use a third example, the impact of 
tural pattern, made up of modal person- 
, orms (basic personality,), upon an in- 
“tal during the process of socialization 
be the independent variable, the result- 


ing action of the individual, the dependent 
variable. At a later stage of the same indi- 
vidual’s maturation, a given interpersonal 
situation may be the independent variable ; the 
dependent variable may be certain aroused 
feelings or emotions that in turn are related 
to the central motivational core (basic per- 
sonalitys—an intervening variable) of the 
individual. j 

Another way of saying this is in terms of 
cause and effect. What is the effect of a vari- 
able manipulation at one level may become 
the cause of a pattern of behavior at another 
level. To complicate this picture more : within 
a given single level of description, at one 
stage of human development, a given vari- 
able may be the dependent one, the effect. At 
a later stage of development it may be the 
independent variable, the cause. An example 
of this sort of change is the case of emotional 
trauma; that is, the effect of an early ex- 
perience may, at a later stage of development, 
become the cause of behavior—an anxiety 
drive, 


Tue RESEARCH TEAM 


The “research team” approach implies that 
the various members of the team represent 
effectively different scientific disciplines and 
that the team, as a group, is focusing its at- 
tention on understanding a given problem, 
e.g, the complete etiology of neurotic be- 
havior. 

Quite frequently such teams are described 
as using an “interdisciplinary” or “multidis- 
ciplinary” approach to an understanding of 
the problem at hand. These adjectives de- 

` scribing “approach” have different shades of 
meaning. Both imply that a system of com- 
munication is set up by the team for purposes 
of common discussion of the findings made 
by the various members of the team. Stated 
in terms of our earlier discussion, the “team 
activity” would consist of working out coor- 
dinating definitions to provide explicit means 
for integrating the knowledges and theories 
holding at the various descriptive levels. Dur- 
ing this process, cross-education does occur 
but it is a by-product of the team-work, not 
the goal of the team; the worker maintains 
his identification with his discipline. 

A second by-product of this discussion 
process is that it may also alert the researcher, 
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in a given discipline, to look for phenomena 
at his level of description that may be perti- 
nent to the hypotheses being tested by a 
worker at a second descriptive level. If this 
is as far as the interaction influence invades, 
this approach may be labeled a “mutltidisci- 
plinary” approach. 

In the interdisciplinary approach the ac- 
tivities of the individual members of the team 
are directed more primarily toward cross- 
education. This approach is exemplified by 
the activities of the staff of the Institute of 
Human Relations at Yale a few years back, 
where for one year the Monday night seminar 
was given over to the anthropologists so that 
they could educate the rest of the staff in the 
area of ethnology ; a second year it was given 
over to the psychologists to enable them to 
educate the rest of the staff on experimental 
studies and theories related to the learning 
process, and so forth. In this latter approach 
the primary concern is to develop a common 
system of communication regarding method 
and theory by making members of the re- 
search team possessors of more of the knowl- 
edges and theoretical approaches of all the 
disciplines represented on the team. In prac- 
tice, when using the latter approach, it is 
probable that coordinating definitions are 
slighted at the expense of gaining subject- 
content information. 

From the point of view of progress in re- 
search work, which takes into consideration 
‘the various descriptive levels, recognition of 
the contributions that each discipline can 
make is of importance, and the formulation 
of coordinating definitions that permit one to 
move precisely from one descriptive level to 
another is essential. However, to make “ex- 
perts” of researchers concerned with describ- 
ing or “explaining” human behavior at all 
different levels is placing an intellectual de- 
mand upon those researchers for which, in 
reality, very few people have the capacity. 
This conclusion is not pessimistic so far as 
the future development of a truly integrated 
science of human behavior is concerned, be- 
cause of the potentialities inherent in what 
has been labeled herein the “multidisciplinary 
approach.” 

One final point should be made. During 
the course of this paper an attempt has been 


made to hold fairly rigorously to a presenta- 
tion that makes explicit the idealized formal 
and quantified character of science, and its 
relation to the activities of a team of scien- 
tists concerned with the study of man. The 
purpose in doing this grew out of a desire to 
show that the research team concept was a 
complementary demand made by the nature 
of the sciences studying man and to suggest 
why in the past some of the research team 
efforts have not been too successful. 

From the point of view of the reality of the 
present achievement of scientific maturity in 
the sciences studying man, this paper is ad- 
mittedly an ostentatious one. Factually, our 
theories are fragmentary and thus limited in 
a manner that prevents us from discovering 
important relationships. Many of the vari- 
ables that we manipulate have never been 
given even adequate qualitative (e.g., “Op- 
erational”) definitions and hence it is im- 
possible to quantify them. Some workers are 
still attempting experimentally to disprove 
concepts that exist solely because of their 
axiomatic definitions—a meaningless effort 
since the concepts are impossible of test. Too, 
even the most objective researcher has his 
own particular emotionalized preferences and 
biases for obtaining, handling, and interpret- 
ing data, which also slows the development 
of science. : 

But these evidences of immaturity simply 
point to the fact that much work needs to be 
done. And it is through the research teat? 
approach, with its attendant requirements 0 
more explicit statements of concept meaning, 
variable interrelations, theory structure, a" 
coordinating definitions, that progress can be 
achieved most expeditiously. In no way does 
this conclusion imply that researchers con- 
cerned with describing human phenomena, at 
any oneof the various descriptive levels, must 
“get on the team.” Scientific progress wil 
be achieved, in large part, to the extent that 
a more complete scientific description is 
worked outat each descriptive level. Many 
excellent researchers are not fitted, either by 
temperament and/or socialization expe! 
ences, to engage in team work, But there are 
some who are fitted for this very necessary) 
real, and scientifically profitable research P 
proach, an approach that, to date, has 1° 
been exploited to its maximum utility. 
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SUMMARY 


‘affecting research methods used to study hu- 
man social behavior is the cultural pattern 
labeled science. 

~ 2, One essential aspect of this culture pat- 

tern called science is theory. Failure to keep 

explicit the theoretical framework within 

Which one works makes more probable the 

development of distorted perceptions and re- 
< sulting erroneous beliefs as to the nature of 

the scientific description being attempted. 

"3. There are several distinctive, but equally 

valid, levels at which scientific descriptions 

can be made. The “truth” of statements, 

made at any of these descriptive levels, is 
f given solely by the accuracy and consistency 
- With which they describe the phenomena un- 
der question. 

4. The problem of understanding the re- 
“lations holding between variables under study 
implicated when these distinctive levels, 
lich, are not recognized. 
i Successful attempts to interrelate the 

findings made at various scientific descriptive 
"levels are dependent upon the use of coordi- 
lating definitions between levels, This fact 
Most important since its recognition may 
minate many of the misunderstandings and 
< Complications in communicating between the 

Members of the various disciplines repre- 
f sented, 
© 6. Variables that are independent and ma- 
pus lated at one level may become, when in- 
troduced at another level, dependent vari- 
abies. In a discussion between members of 
Hous disciplines, each should make explicit 

the Status of the variables at their level of de- 
_ Sttiption and the coordinating definitions that 

as their variables to variables at other 

els of descriptions if they are to achieve 

Sctive communication between workers in 
Various disciplines, 


1, The most important cultural influence 


7. The primary interaction task of the re- 
search team is to work out multidisciplinary 
coordinating definitions that provide ex- 
plicit ways of integrating the knowledge ob- 
tained at different descriptive levels for pur- 
poses of describing human behavior more 
completely. 
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DETERIORATION IN DEMENTIA PARALYTICA?* 


V. A. KRAL, M.D., ano HERBERT DORKEN JR. Pu. D., MONTREAL, QUE. 


Modern therapeutic methods, applied in the 
treatment of dementia paralytica, have con- 
fronted psychiatrists with many problems of 
practical importance and theoretical interest. 
In general, it is agreed that only a certain 
percentage of patients suffering from de- 
mentia paralytica make a complete recovery 
following fever and/or penicillin treatment 
(1). However, the percentage of patients 
who derive some benefit from these thera- 
peutic procedures is considerably greater, 
amounting to about 80%. Although many of 

` these patients cannot be discharged from 
mental hospitals or resume their lives on a 
prepsychotic level, the fact remains that even 
in these patients the ruthlessly progressive 
disease has been arrested or slowed down, at 
least for some time, and that in itself is a 
therapeutic success in the biological sense. 
~It is generally accepted that the spinal fluid 
provides a reliable lead in assessing the ef- 
fectiveness of the treatment in a given case. 
Although the differerlt pathological changes 
that together constitute the spinal fluid spec- 
trum in dementia paralytica regress at a dif- 
ferent rate following successful treatment, 
the percentage of complete serological re- 
versals increases with each successive year. 
This holds true not only for those patients 
who have been‘ discharged and could resume 
their former social life but also for those who 
have to remain in mental hospitals for the 
rest of their lives. It is, therefore, not un- 
usual to find in the larger mental hospitals 
many cases of dementia paralytica function- 
‘ing at different levels of deterioration with a 
negative spinal fluid. Clinically, this group of 
serologically negative G.P.I. cases can be 
divided into subgroups: one where apparently 
no further progress of the paralytic process 
occurs, as far as can be ascertained by regu- 
lar psychiatric examination, and a second 
group where, despite a permanently negative 
spinal fluid, a slow but undeniable deteriora- 
tion can be recognized. 


1 Read before the section on psychiatry, the Mon- 
treal Medico-Chirurgical Society, April, 1952, 
From the Verdun Protestant Hospital, Montreal, 
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From the practical standpoint it would 
seem that the spinal fluid, typical and im- 
portant as it is in the diagnostic and prog- 
nostic evaluation of the active cases, ceases 
to be a reliable guide in the so-called arrested 
cases of dementia paralytica with a long- 
standing negative serology. The clinical pic- 
ture seems to be of greater significance as a 
lead in the evaluation of these cases, particu- 
larly when supported by detailed psycho- 
logical studies. It is the purpose of this paper 
to present the results of a comparative sero- 
logical and psychological investigation of a 
group of cases of dementia paralytica. 


CASE MATERIAL 


A total of 52 institutionalized cases of de- 
mentia paralytica was investigated, compris- 
ing at that time the entire number of such 
patients in the hospital population, following 
exclusion of those 60 years of age and over. 
It was in view of the many psychological 
studies substantiating both the decline of 
personality resources(2, 3) and intelligence 
(4) with advancing age that this restriction 
was imposed in order to minimize the vari- 
able of senile changes(5, 6). Of these 5? 
cases, no psychological tests could be admin- 
istered to 24; 4 being blind, 1 deaf, and 19 
so demented that no coherent and/or relevant 
response could be obtained. In 2 additional 
cases, who were clinically acute and uncoop- 
erative (both strongly positive serology ) 
only incomplete test data could be obtained. 
The remaining 26 patients were psychologi- 
cally evaluated by means of a Rorschach test 
and the Wechsler-Bellevue Adult Intelligence 
Scale, form 1(7). This latter group 15 fur- 
ther classified into subgroups of 12 cases Wit 
positive: spinal fluid, 10 cases whose spit! 
fluid was negative at the time of testing 
(hereinafter referred to as the “positive 
and “negative” groups, respectively), a" $ 
final 4 cases whose spinal fluid was norma 

“except for a weakly positive Wassermann. 
All 52 cases, with the exception of 4 acute 
cases in the positive group, were seen ae 
or during treatment. These 4 acute cas? 


i , 
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(with strongly positive-serology) were seen 
prior to treatment. 

It seems particularly interesting that, of 
the 19 patients who were too demented to 
give any relevarit test response, 17 had a com- 
pletely negative spinal fluid spectrum ? for a 
period ranging from I to 13 years, or on an 
average of 4 years and 2 months. The other 
2 cases, while still showing some positive re- 
actions, evidenced a decrease in spinal fluid 
activity following treatment since their ad- 
mission I and 3 years ago. 

Thus, it would appear that, of 27 cases with 
a negative spinal fluid, 17 (63%) were so 
completely deteriorated that no psychological 
test response could be obtained, and only 10 
(37%) could be tested. It should be men- 
tioned here that the average length of hos- 
pitalization was considerably longer in the 
negative cases on whom tests could not be 
performed (155.2 months) as compared with 
the negative cases on whom tests were per- 
formed (124.0 months). This might imply 
that deterioration continues (and is also ap- 
parent clinically) despite the fact that the 
spinal fluid remains negative, a consideration 
that is discussed more extensively below. 

Another remarkable feature among the 
cases with negative spinal fluid was the ap- 
parent sex difference. Of the 17 completely 
demented cases, 5 were women and 12 were 
men, whereas of the 10 cases of the negative 
group (on whom test results could be ob- 
tained) 7 were women and 3 were men. In 
other words, of 15 men with negative spinal 
fluid not less that 12 (80%) were completely 
deteriorated, whereas of 12 women with 
negative spinal fluid only 5, or 42%, showed 
4 similar degree of deterioration. This ten- 
dency for the men to show a more pro- 
nounced dementia was related neither to an 
age difference, nor to longer hospitalization 
(actually the women had been hospitalized 
longer : av. 148.6 versus 139.7 months), nor 
© time elapsed since treatment, nor to a 

‘story of alcoholism; still it approaches a 
Statistically significant difference (P=.10). 


TEST RESULTS 


t Tn an attempt to determine whether the ac- 
IY of the disease process, as determined 


prop sts utilized: spinal fluid Wassermann, Pandy, 
Stein content, cell count, colloidal gold curve: 


` 


by the spinal fluid findings, had a particular 
influence on the personality structure, the 
cases on whom psychological test data could 
be obtained were subdivided into groups with 
positive (N=12) and negative (N= 10) 
serology. Their test results are presented 
in Tables 1, 2, and 3. 

While the mean ages of 51.1 and 51.2 for 
the positive and negative groups, respectively, 
are highly similar (as well as their age 
ranges), the intelligence quotients show dis- 
tinct differences. The mean IQ of 95.8 and 
range between 60 and 124 in the positive 
group reveals a decidedly better intellectual 
preservation than the mean IQ of 78.4 and 
range between 57 and 109 in the negative 
group. Based on these mean IQ’s, the posi- 
tive and negative groups might be described 
as being of average and of borderline de- 
fective intelligence, respectively. Actually, 
there were 3 cases (25%) of borderline or 
mentally defective intelligence in the positive, 
in contrast to 6 cases (60%) in the negative 
group. The efficiency quotient (EQ)? fur- 
ther demonstrates the more severe impair- 
ment of intelligence in the negative group. 
Six subjects (50%) in the positive group had 
an average or better EQ, while in only 1 
subject (10%) of the negative group did the 
EQ reach the average, that is, normal range. 

Though the Rorschach test demonstrates a 
degree of personality defect in both groups, 
certain differences can be shown. As might 
be expected from the intelligence test results 
above, subjects of the positive group main- 
tain a better intellectual control as shown by 
the form level of their responses(8), both in 
the total and average form level (+22.0 
versus +12.4 and +.90 versus +.63), these 
measures representing a quantification of the 
accuracy of perception. The classical descrip- 
tion of form inaccuracy(9) (F-%), con- 
sidered as one indication of intellectual dis- 
organization, did not reveal a distinct differ- 
ence between the mean values for these 
groups though inaccurate response (F-) was 


8 “An individual’s efficiency quotient is his mental 
ability score (on the full Bellevue Adult Scale) 
when compared with the score of the average in- 
dividual 20 to 24 years of age” (7, p. 220). This 
measure of intelligence, unlike the IQ, is without 
allowance for the normal decline of intelligence 


with age. 
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TABLE 1 
CLASSIFICATION or MEAN Response DATA For THE ‘Positive, Necative, Totat G.P.I., AND Comparison 
Groups 
4, g 8 
en ge oe Be ose i.e 
Bil gl Fl Sil all gal 
c= Pe gz gz oF ga 
5LI 51.2 49.2 45.9 76.3 53.2 
32.9 124.0 75.5 pt nae me 
. 95.8 78.4 86.3 ae 81.0 81.1 
. 81.8 61.4 71.7 wee 50.4 64.8 
2.5 L7 1.9- 3 LI 6 
21 18 Lo a 28 1.9 
2 SE 33 aes as ‘I 
` I 2 eu ai ae 
FE ix asd aI ite 
9.5 9.1 ae 8.4 5.1 
5 9 1.0 vag 8 I 
< Ci Ay awe ep te 
2 1.0 8 fae 3 7 
8 1.4 1.0 LI “ee 9 
“l 4 5 Ki 4 1.4 
9 8 7 2 8 
35.9 44.4 33-1 31.3 46.1 
48.1 38.9 61.7 50.9 43.4 
9.8 8.1 Ki 9.2 33 
6.1 85 5.2 8.1 7I 
: 18.0 17.8 18.2 15,1 11.8 
AM 7 6 T.S 1.6 1.0 
. 54. 50.7 50.2 she 55.1 41.0 
< 14. 16.1 17.6 RN 35.2 16.8 
Total form level... + 22. 12.4 15.2 F+% 3.2 79 
Average form level. +» +.90 +.63 +.65 low +.20 +.60 
a of stereo....... < 478 56.5 55.0 61.0 47.0 46.3 
Baber ake 3.8 3-4 3.4 3-7 2.5 2.4 
PEEP) 5.3 48 48 Aes 35 32 
O% . 20.6 16.0 16.8 25.4 14.4 
0+% 12.6 6.2 8.2 ia 5.2 9.3 
AER Dees wua sikevic nib aa REIS E dacs 22.8 22.5 21.3 18.1 often 18.2 
low 


* Total tested, 12 cases with 
cept for a weakly positive Wassermann, 


TABLE 2 


PERCENTAGE OF Cases Per Group GIVING 


, PATHOGNOMONIC RESPONSES 


4 
A l 
4 o 
e fel t 
3g 8 S 
& 3 2 
A © 
Z z 
2O LAE VAAN 
6o 58 frequent 
To 19 
30 27 
20 19 
20 23 infreq. 


Senile dementia 


lesion 


Localized cortical 


positive and 10 cases with negative fluid, plus 4 cases with negative spinal fluid spectrum ¢*: 


given by more subjects in the negative group 
(70% versus 42%). 

Stereotypy (A%>50) was somewhat less 
frequent and less pronounced in the positive 
group indicating a wider range of the 
thought content. Original responses (0%), 
in keeping with this trend, were more fre- 
quently given by the positive group as wet 
responses of unusual location (Dd), 5 84” 
jects showing an overemphasis in utilizing 2" 
unusual manner of approach(ro, p. 262) ™ 
contrast to but 1 subject in the negative 


group. 
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' Thus it can be seen that, in general, the 
_ Rorschach test responses of the positive 
yi group were more complex in perceptual or- 
ganization, more varied in range of content 
or subject matter, though of more unusual 
conception. This greater flexibility of the 
thought process is again an indication that 
cases with positive spinal fluid have not suf- 
fered the same degree of organic impairment 

‘as the cases in the negative group, in our 
= material, 

On the average, both groups were equally 
productive though tending to give fewer 
(18.8 versus 18.0) than the normal number 
of 20 to 40 responses(10, p. 208). The 


words, in the group with a positive spinal 
fluid there is a tendency to inhibition of the 
color responses. In the posttreatment phase 
with negative spinal fluid, color responses re- 
appear, although often in a crude and primi- 
tive manner characteristic for patients with 
cortical brain damage(13). 

The explanation of such a biphasic reac- 
tion is, at present, not easy and awaits fur- 
ther clarification: However, 2 possibilities 
should be mentioned. First, during the ac- 
tive phase the patient may still be capable of 
psychopathological constriction in the usual 
sense, which capacity is lost when deteriora- 
tion progresses even in the presence of a 


f TABLE 3 
j PERCENTAGE OF CASES SHOWING THE EXPECTED Orcanic Test RATINGS 
y Local- 
i teed 
Total  Klebanoff Senile cortical 
) E Positive Negative G.P.I. G.P.: dementia lesion 
Piotrowski’s signs 
(organic 5-10; nonorganic 0-4) ........s.-..-: 17 30 27 -e 57 50 
Ross’ disability scale 
3 (organic IL-45; nonorganic 0-10)....sss...... 50 70 62 DA 83 70 
Dörken-Kral organic deficit rating 
(organic 0-2; nonorganic 3-10)......sesses.s 67 50 69 ti 83 100 


mean number of rejections was also similar 
for these groups. However, rejection or in- 
ability to respond to a Rorschach card did 
occur in more of the records of the negative 
group (and this is without consideration of 
_ ie 17 demented cases with negative spinal 
fluid from whom no test response could be 
elicited), 
„Interesting group differences were found 
in the color responses (considered as a re- 
Yection of the individual’s affective respon- 
siveness), Among the negative group, 5 
ases (50%) gave pure color responses (C), 
_ 2 showing color naming (Cn). Pure color 
» TSponses, particularly color naming, are 
Mown to be common in subjects with intra- 
-© “anial organic pathology ( 11) and have been 
ee as equivalent to “release phe- 
“nena” (12). Only 1 case in the negative 
| Soup did not give a color response. The 
atts of the positive group were decidedly 
fae responsive to color; 5 or 42% gave no 
iy response (Sum C=0) whatsoever and 
AY 1 of the subjects of this group gave a 
Color response. From this it would 
that the positive group is less respon- 
to emotional (color) stimuli. In other 


negative spinal fluid. A second possibility 
would be that during the active phase more 
widespread but reversible changes occur in- 
volving not only the cortex but also the di- 
encephalon, a region of the brain intimately 
connected with emotional reactions(14). 
These reversible changes could be respon- 
sible for the inhibition of the color responses 
in the Rorschach test(15). After treatment 
these reversible changes would be among 
the first to regress, whereas the permanent 
changes, particularly in the cortex, would 
remain unchanged leaving the individual 
with the capacity for emotional response but 
on a crude and primitive level. Further ob- 
servations and detailed studies are necessary 
in order to decide which of these possibili- 
ties would explain the facts. 

However, closer examination of the dif- 
ferential color response in the positive group 
suggests that this absence of color response 
is the result of an organic impairment rather 
than a psychogenic inhibition. Those cases 
who gave color response (V=7) displayed 
both a good preservation of intelligence and 
personality resources in contrast to the def- 
icit seen among the cases where this re- 
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5 j 
sponse was absent (V=5). They were, as 
a group, of average intelligence (IQ=101.4 
versus 88.0) and showed both quantitatively 
and qualitatively a better intellectual control 
(total form level= +32.6 versus +7.0, av- 
erage form level=+1.07 versus +.66), 
which was within normal limits. Their pro- 
ductivity was decidedly higher (R=24.9 
versus 10.4) and they possessed a good inner 


„mental control (M=3.7 versus 0.8), emo- 


tional responsiveness (FC: CF: C=1.4: 1.0 
20.4 versus 0:0:0) and flexibility of re- 
sponse (F%=42.9 versus 70.4). Thus,’ it 
can be seen that those cases in the positive 
group who gave no color response exhibited 
a decided deficit typical of organic impair- 
ment, The organic ratings of Piotrowski(11, 
16), Ross(17, 18), and Dörken and Kral 


(13) were all in concurrence. Davidson and: 


Conkey(19), paraphrasing Hughlings Jack- 
son, note that the presence of organic Ror- 
schach signs (positive symptoms) and of 
deficit (negative symptoms) lends an un- 
favorable prognosis in cases with syphilitic 
meningo-encephalitis, while Epstein and 
‘Solomon(20) found that for clinical im- 
provement, as judged by ability to return to 
work, IQs of 70 or better were necessary. 
In our material, the 10 cases who improved 


` or recovered had IQs above 70 (mean IQ= 


91.4) with 3 exceptions. Two were cases 
-of juvenile paresis with IQs of 41 and 66; 
the third could not be tested owing to deaf- 
ness. 


Included in the positive group were 4 


acute cases with a strongly positive spinal 


fluid, seen prior to treatment. When con- 
sidered as a subgroup, their test results were, 


` in general, similar to the positive group, as 


might be expected, though with an emphasis 
on certain trends. Their responses tended to 
be highly unusual: (0% =44.5), poorly, that 
is, vaguely organized (W% = 62.0), and dis- 
played an evident intellectual confusion (F— 
% = 33-5) and loss of reality contact (P= 
2.5). It should be noted that this subgroup 
of acute cases contributed heayily to the 
averages of the positive group on these 4 
factors and that the other 8 cases showed 
little of the vagueness, loss of intellectual 
control, or departure from usual percepts 
that the positive group means would imply. 


Thus, though 6 of these 8 cases display an: 


organic deficit(13), all 8 were still ad 
quately preserved to be capable of some 
gree of psychopathological constriction (Hf 
=50.1, F—%=3.3). A notable charg 
teristic of the 4 acute cases was their te 
markably short average reaction time bi 
initial response to each Rorschach 
(av. R.T.=7.5”), suggesting that thei 
sponses were concept- rather than perci 
determined and hence equivalent to “r 
phenomena” (12). In keeping with this s 
gestion, 3 of the 4 acute cases displaye 
perseveration in test response. 

There was a further subgroup of in 
Four of the subjects had a normal spi 
fluid spectrum with the exception oi 
weakly positive Wassermann. While tl 
are probably to be considered as negal 
cases, they were not included in the negal 
group but have been held in reserve for s¢ 
rate comparison. In general, they are sim 
to the negative group, showing a distinct im 
tellectual impairment (IQ=77.8, av. fo 
level = —.20, F—% =31.0) and an aff 
lease phenomenon (C=2.0, 2 of 4 
with Cn). ; 

The cases may also be considered with 
gard to intellectual preservation, the cla 
fication being based on the IQ. Among 
26 cases of the total group there were 
cases of average, or higher, intelligence 
10 cases of borderline defective, or lov 
intelligence. The range and mean IQ 
those respective groups was 96-124 wit 
mean IQ of 108.4 and 73-41 with a 
IQ of 63.9. In keeping with this division 
cases by IQ, results on the Rorschach 1 
followed suit. Throughout the various $ 
schach test factors. it was evident thi 
defective group had suffered the more s 
impairment. Personality resources W 
more markedly reduced, intellectual 
ganization more widespread, reality coni 
poorer and organic test signs more 1 
ous. Seventy percent of the defective 
had a negative spinal fluid in contrast i 
36% of the average group. 


these groups are more apparent in the 
of intelligence than those of perso 
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The G.P.I. cases tend to be in better reality 
contact, show fewer Rorschach organic signs 
and, possibly, are more responsive; how- 
ever, their main distinction from the cases of 
senile dementia lies in their better preserva- 
tion of intelligence seen particularly as a 
more favorable mean IQ, EQ, total and av- 
erage form level, and F—%. This might 
suggest that the effect of these 2 disorders 
on psychological functioning is essentially 
similar, differing only in degree. 

However, there are distinct qualitative 
differences between these groups. When the 
test records are considered individually, it 
is evident that there is not the same extent 
of uniformity among the patients with de- 
mentia paralytica as there is among cases 
of senile dementia, Further, a tiring effect, 
noted as the test progresses, is relatively 
common in senile dementia but was a rare 
Occurrence among our paretics. Even in the 
defective G.P.I. group, who had deteriorated 
intellectually to a level comparable to these 
Senile cases (respective EQs=48,4 and 50.4) 
and were about equally unproductive (R= 
15.0 versus 15.1), there were obvious Ror- 
schach differences, But 20% of the seniles 
gave pure responses (10% with Cn) whereas 
60% of the defective G.P.I.s showed this re- 
Sponse (40% with Cn), which has been con- 
Sidered as one characteristic of a brain dam- 
age without significant involvement of areas 
other than the cortex(13). Where the se- 
niles followed a manner of approach in keep- 
ing with the gestalt qualities of the inkblots 
(5), the cases of G.P.I. showed a distinct al- 
teration from the “natural” mode of per- 
ception (W% : D% =31.3: 50.9 versus 50.2 
*38.4). Also, confabulation of test response 
(DW) is more characteristic of the deteri- 
Station of senile dementia than it is of de- 
mentia paralytica, the respective percentage 
of occurrence in these cases being 43 and 10. 
` Since the publication of Rorschach’s orig- 
Mal Monograph in 1921 and its subsequent 
translation into English (9), little direct Ror- 
Schach study of dementia paralytica has been 
reported. Rorschach’s own test conclusions 
‘garding paresis were based on 8 cases 
while, more recently, Klebanoff (21) studied 
* group of 26 male general paretics. Un- 
Sttunately, neither author gave any indica- 
tion of the extent of the spinal fluid activity 


N 


nor of the intelligence at the time of exam- 
ination. Though an extensive investigation 
of patients with neurosyphilis is in process 
(22), wherein the cases are grouped accord- 
ing to the spinal fluid findings, the Rorschach 
test results are as yet, apparently, unre- 
ported. 

In general, the findings of Rorschach (9) 
are in relatively close agreement with those 
of the present study, in particular: the're- 
duced output (low R), weak intellectual con- 
trol (high F—), and impaired creativity 
(low M). Other factors such as color nam- 
ing seem to be prevalent in our material only 
in cases showing some deterioration and/or 
a negative spinal fluid. In contrast to Ror- 
schach, we did not find confabulation (DW) 
associated with a heightened productivity 
(R). In fact, the 4 cases (15%) of our 
total G.P.I. group tested who displayed con- 
fabulation gave only an average of 12.3 re- 
sponses, which was distinctly below the mean 
for the total group (17.5). This discrep- 
ancy in findings could well be due to a samp- 
ling error induced by the small number of 
such patients, with confabulation, examined. 

The results of Klebanoff(21), sum- 
marized in the preceding tables, do not show 
any striking differences from the groups in 
this study, though the relatively frequent 
color naming (39%), meager creativity 
(M=0.3), and fairly rapid reaction time 
(18.1”) would suggest that his cases are, as 
a group, somewhat more deteriorated. 


Discussion 


The results seem to indicate that during 
the active phase the G.P.I. cases, taken as a 
group, functioned psychologically on a higher 
level in comparison with the group of nega- _ 
tive cases, in our material. The average IQ 
was higher, so was the average EQ, and the 
Rorschach test showed a markedly better 
preservation of personality resources. As 
we were dealing with a negative group 
where the effect of therapy did not produce 
enough clinical improvement to enable these 
patients to be and/or to remain discharged, 
we are not in a position to extend our de- 
ductions to all cases where, in the course of 
fever and/or penicillin treatment, a negative 
spinal fluid has been obtained. There may 
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very well be a group, of cases where treat- 
ment produced a considerable rise in the 
level of psychological functioning as com- 
pared with the active phase or where, at 
least, this level has not béen reduced. Mer- 
ritt, Adams, and Solomon(24) report that 
the IQ changes following treatment are rela- 
tively small. However, they believe that af- 
ter successful treatment there is a greater 
likelihood for the IQ to be increased than to 
fall, particularly when the pretreatment IQ 
_ is between 60 and go (implying that in cases 
of below average intelligence the intellectual 


total 52 cases involved in the present study, 
As shown in Table 4, neither the nature of 
the prepsychotic adjustment, nor a history 
of alcoholism, showed any significant differ- 
ence between these groups. Therefore, the 
relatively greater deterioration seen among 
the cases whose spinal fluid has been ren- 
dered negative is not likely to have been con- 
sequent to either factor, in our material. 
However, the more extensive neurological 
signs among the patients with a negative 
spinal fluid (67% versus 33%)‘ seem to 
parallel their more pronounced deterioration, 


TABLE 4 


PERCENTAGE INCIDENCE OF CLINICAL AND MEDICAL FINDINGS 


Clinical course t 


Initial 
improve- 
ment 
Prepsychotic Neurological signs with 
y: adjustment * progres- Progres- 
Spinal - Alcohol: Minimal Improved sive sive, 
luid Satis- Unfavor- Intem- Exten- or or deteri- deteri- 
spectrum factory able perate sive absent recovered oration oration 
Positive 
N ÆI ene 54 33 13 33 68 40 20 27 
Negative 
N=37.. + 62 38 16 67 32 I 35 35 


* Unknown in 13% of the positive group. 
į 13% and 19% Ei l nega 


impairment may be due, in part, to factors 
that are reversible with successful treat- 
ment), 

Our investigations, on the other hand, 
have shown that a considerable group of pa- 
tients exists where the treatment was success- 
ful enough to render their spinal fluid com- 
pletely and constantly negative but where 
the clinical course and psychological tests 
nevertheless showed a decline in psychologi- 
cal functioning. In view of this interesting 
psychometric result it seemed appropriate to 
evaluate certain factors in the case history 
of these patients. 

Greenhill and Yorshis(23) have reported 
that the nature of the subject’s preparetic 
adjustment and the presence of neurological 
signs and convulsions have a distinct bearing 
on the prognosis. These data and other sum- 
marized findings were compared for their 
incidence relative to the spinal fluid reaction 
at the time of psychological investigation for 
the 15 and 37 cases of dementia paralytica 
with positive and negative spinal fluid spec- 
trum, respectively, these representing the 


the positive and negative cases, respectively, remained stationary. 


a finding that would indicate a more severe 
damage of the central nervous system. 

Though grand mal seizures were relatively 
infrequent in both groups (positive 13%; 
negative 19%), it was noted that there was 
always a concomitant psychological deficit 
in these cases. Unfortunately, it was not 
possible to obtain an electroencephalogram 
in the majority of patients ® owing either to 
lack of cooperation or to the invalidation of 
the record because of pronounced movement 
artifacts. 

A very interesting finding is the relatively 
common initial improvement in response 0 
therapy (often with discharge) followed by 
a progressive deterioration (20% and 35%)» 
and readmission to hospital of those dis 
charged. This clinically evident progression 
of the deterioration not only occurs while the 


4A chi-square value of 3.782 reveals that ee 
difference in the distribution of neurological sig" 
among the cases with positive and negative spina! 
fluid is statistically significant, P = .06. ods 
_ An EEG study of G.P.I. using special meth 
is in progress. 
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spinal fluid is still positive, but also obtains 
in a significant number of cases whose spinal 
fluid has been ‘negative for some time. In 
many, the therapy (malaria and penicillin) 
did not even initially arrest or reverse this 
clinical course (27% and 35%) even though 
a negative spinal fluid was already attained 
in some. Thus, initially or eventually, 47% 
of the group with positive and 70% of the 
group with negative spinal fluid manifested 
this progressive deterioration. This deteri- 
oration was, therefore, not necessarily de- 
pendent on the active process measured by 
the serological tests. 

It has been pointed out by several authors 
that the pathogenesis of dementia paralytica 
is more complicated than would appear with 
tegard to our knowledge of its etiology and 
pathological histology. Merritt et al.(25) 
State that apart from the chronic inflamma- 
tory changes the vascular lesions are of par- 
ticular importance for the degeneration of 
the neurons and loss of nervous functions. 
Patterson et al.(26, 27) conclude, from their 
experiments on cerebral circulation and 
oxygen consumption in cases of general pare- 
sis before and after treatment, that in addi- 
tion to the vascular changes still another 
factor may be involved in the pathogenesis 
of this disease, 

_ Although, on the basis of psychological 
Investigations one is not in a position to make 
definite statements with regard to the patho- 
genesis of general paresis, our results seem 
to indicate that at least 2 pathogenetic fac- 
tors have to be considered: one probably 
connected with the inflammatory component 
and responsible for the acute clinical picture 
and the pathological changes in the spinal 
fluid and relatively easily influenced by our 
modern therapeutic methods; and another 
ene, long acting, not easily or not at all in- 
fluenced by therapy and responsible for the 
Slowly Progressing deterioration even in the 
therapeutically induced absence of pathologi- 
cal changes in the spinal fluid. There are 
Feasons to believe that this second factor is 
à Vascular one as suggested by Merritt and 
co-workers (24, 25). 

Our assumption is true, the prognosis 
Ultimate fate of the patient would de- 
On the relative prevalence of these 2 
genetic factors in a given case. How- 


and 
Pend 
Patho 


ever, as there is, at present, no method to 
assess this relative prevalence in a given case, 
we may safely assume that early diagnosis 
and treatment are more likely to influence 
both factors than treatment starting at a 
later stage when the vascular factor is al- 
ready more advanced. 


SUMMARY 


A comparative serological and psycho- 
logical investigation was conducted of 52 in- 
stitutionalized cases of dementia paralytica. 
In general, it was found that the treated 
cases with negative spinal fluid showed a 
more pronounced deficit both of intelligence 
and of personality resources than those cases 
still in an active phase. There was evidence, 
on the one hand, that part of the impairment 
to psychological functioning is reversible 
when the disease process is arrested early in 
the psychotic stage and, on the other hand, 
that some of the cases may continue to de- 
teriorate even though treatment has rendered 
their spinal fluid negative. To explain these 
2 opposite trends it would seem necessary 
to consider that there are at least 2 patho- 
genetic factors of general paresis. As judged 
from the test results, the psychological deficit 
found in dementia paralytica appears to dif- 
fer from that of senile dementia. 
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SPECIAL PSYCHIATRIC PROBLEMS OF THE PARAPLEGIC? 
Report oF A CASE of ÅTTEMPTED SUICIDE BY A PARAPLEGIC 
J. PETRUS, M.D., ann A. B. BALABAN, M.D., Bronx, N. Y. 


When a patient on a large paraplegic serv- 
ice was transferred to the neuropsychiatric 
division following his attempt to commit 
suicide, a search of the literature revealed 
that such cases were unusually rare. It was 
decided to report this as a case of special 
interest. 


This was the first VA Hospital admission of a 
19-year-old, white, single, Catholic male, E.T.M. 
` He was transferred to the rehabilitation service of 
this institution from an army hospital on July 14, 
1951, for continued care. His paraplegia resulted 
from a fall from the second story of his barracks 
during the course of a drunken brawl 2 months pre- 
viously. He had much difficulty adjusting to hos- 
pital routine, was a constant source of irritation to 
the nursing staff, and was characterized as im- 
mature and antisocial. Associated with these diffi- 
culties in social relationships, the patient developed 
Severe constant headaches with trembling and sweat- 
ing. On November 13, 1951, while everyone from 
his ward was at lunch, he tied a cord around his 
wrist, slashed through the veins with a razor blade, 
removed the tourniquet, placed his hand under the 
blanket, and lay back in bed expecting to bleed to 
death, He was found in this condition by a passing 
Patient, and after the wound was repaired he was 
transferred to the closed psychiatric ward, 

The patient, fourth of 6 siblings, was one of a set 
of identical twins, but his brother died 6 months 
after birth. The children had been brought up by 
Poorly educated, immigrant parents in a submar- 
ginal area in Brooklyn noted for gang warfare. The 
father, a night-worker, was a detached, often sadis- 
tically punishing individual, who alternated his 
harshness with friendly behavior during the few 
hours a week he saw his children, The mother was 
à very rigid, demanding person who set high stand- 
ards of behavior for her children and did not toler- 
ate any infraction, During bouts of explosive anger 
she would strike her children forcefully, sometimes 

cating them with a broom. She was especially 
ess and rejecting of the patient, often accusing 
i of having stolen her milk from his twin. She 
emanded rigid obedience, but gave little or no af- 
ection as a reward. 
AAY gie he was submissive at home during his 
ate A years, his behavior outside of his home as- 
cin a pattern of constant rebellion against so- 
; H and its standards: he was aggressive and sa- 
and 2” his gang watfare, a mugger, liar, truant, 
sy cael delinquent; in the service, he was re- 
Stedly A.W. -O.L., alcoholic, and engaged in fre- 
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quent fights, the last of which terminated in his 
paraplegia. This served as the final blow to his 
family, and they reacted to it with almost com- 
plete open rejection, making all sorts of excuses 
for not visiting him or refusing to take him home 
for weekends. In this setting, the patient contem- 
plated and attempted his suicide. 

On admission to the psychiatric service, he was 
extremely depressed, hostile, and resentful, but was 
able to cooperate with the therapist. With the 
ventilation of his hostility toward his parents and 
discussion of their rejection, new attitudes toward 
them could be formulated, Therapy designed to 
reduce spasticity, increase muscle strength, and to 
teach ambulation and self-care, together with ther- 
apy directed toward motivating vocational interest, 
seemed to produce a brightening of his concept of 
his role in the future. On January 7, 1952, the pa- 
tient returned to the paraplegic service. 

Follow-up since that time reveals that the patient 
made a better adjustment to hospital routine and 
to his family. He is planhing to purchase a private 
home for himself and his family in a suburban area 
with the money he receives from the government for 
compensation. 


Discussion 


When confronted with the immediate prob- 
lem of treating this patient’s acute depression 
it became obvious that a better understanding 
of the special psychiatric problems of the 
paraplegic was needed as a frame of refer- 
ence. Many questions needed elucidation. 
What is the extent of the paraplegic’s dis- 
ability? What are his special environmental 
handicaps and frustrations? What are the 
types of reaction of the paraplegic toward his 
physical disability and environmental handi- 
caps?(1) What can be and has been accom- 
plished toward the successful adjustment of 
the paraplegic? 

Some of the views and approaches gleaned 
from the meager literature on the subject 
that were helpful in evaluating the role of 
various factors affecting this case are pre- 
sented. 

Although paraplegics have many special 
problems that could be termed psychiatric in 
the broad sense of the word, truly patho- 
logical reactions requiring a~psychiatrist’s 
attention are not common (2, 4). Reactions 
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SPECIAL PSYCHIATRIC PROBLEMS OF THE PARAPHLEGIC 


of such severe nature tend to fall into 3 
categories: (1.) indifference and lack of 
cooperation of the passive-aggressive type, 
(2.) dependency of an extreme type, includ- 

' ing addiction to narcotics and alcohol, ( 3.) 
antisocial behavior of the psychopathic type 
(see reference 7). 

Self-pity, self-blame, and persistent de- 
pressions are rare(4). There is no increased 
incidence of psychoses, and neuroses are few 
among paraplegics (9, 10). 

From the viewpoint of management the 
paraplegic’s course may be divided into 3 
overlapping periods (9) : 

The early period usually extends to the 
sixth month after injury, when the main 
efforts are directed toward preserving life. 
At first, the patient is in the state of spinal 
shock with flaccid paralysis and an atonic 
bladder. A decision has to be made whether 
to operate at the site of injury, evacuation of 
the bladder must be initiated with tidal drain- 
age or suprapubic cystostomy, bowel control 
must be established, and a negative nitrogen 
balance corrected. Urinary infections result- 
ing from stasis and catheterizations, and de- 
cubitus ulcers resulting from immobility and 
malnutrition must be prevented or treated. 

Discussing his prognosis with the patient 
is inadvisable during this stage because no 
practical purpose would be served. The pa- 
tient is too sick. Also, it is difficult to predict 
accurately the degree of function that will re- 
turn because the extent of the lesion is often 
difficult to evaluate early. 

_During the next 6 months motivation and 
ambulation are emphasized. Unlike ampu- 
tees, the paraplegic clings to the hope of 
eventual cure because there is so little ex- 
ternal disfigurement. This denial of his dis- 
ability results in inertia and unwillingness to 
participate actively in efforts to ambulate him 
with braces and other devices. His denial 
of loss of sexual function is manifested by 
excessive preoccupation with sexual topics 
and pornographic literature. Studies indicate 
that some degree of sexual function may per- 
sist in many paraplegics. Some can perform 
coitus with occasional ejaculatiori and even 
impregnation resulting. The marriage in- 
cidence after injury is considerable, and the 
divorce rate is low (5, 6, 8). 

Other problems are persistent pain and 


‘ence between service-connected and nof 


the development of spasticity, which ma; 
quire further disabling neurosurgical pi 
cedures. Impaired locomotion continues’ 
be the main problem. Impaired bowel and 
bladder function seem to be a source of 
more concern to the paraplegic than the loss — 
of his sexual powers. a 
It seems essential at this point to discuss 
realistically with the patient the permanence 
of his disability in order to get his coopera- 
tion. If he is troubled by spasticity he can 
be encouraged to try harder by making 
aware that persistent activity and adjustment | 
to society have been observed to have an ex- 
tremely favorable influence on spasticity (4). 
Stress should be put on what has been 
tained and not on what has been lost. He 
encouraged to sublimate any sexual dri 
that may still be present into construc 
channels toward his rehabilitation. ' 
After he has accepted his disability, 
mastered the art of living with his handica 
on the ward, he is ready to join in the ¢ 
bined effort for a satisfactory adjust 
in the community, Here, especially, he needs 
help because he comes up against a frustrati 
ing environmental situation about which he 
often can do little. He has already had a 
inkling of what to expect from the attitt 
of newly assigned staff members. New pet 
sonnel, through lack of adequate undet= 
standing of the paraplegic, tend to be 
pressed over the assignment, easily irritated 
by the patients’ demands, or may be ovet 
solicitous, either in compensation for tl 
hostile feelings, or from excess sympath; 
Rejection of the patient by his relatives i 
may also become obvious when they are faced 
with the problem of caring for him at homi 
It can readily be seen what an impo’ 
part this factor of rejection played in 
cipitating our patient’s suicidal attempt. 
In the case of veterans, the policy of 
Veterans Administration to give no financië 
inducement (in addition to the $360 a month 
pension that they get in the hospital, where — 
the care is free) to those who leave the hi 
pital to defray their added expenses at home 
has resulted in a natural reluctance to leave 
the hospital. However, there is little differ 
service-connected cases, in the percentage 
that are leading or attempting to lead PPO” 
ductive lives (6, 9). y: 
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To deal with these problems some help 
is available. The government provides serv- 
ice-connected cases with free hand-controlled 
automobiles. Information is provided con- 
cerning restaurants and places of recreation 
readily available and accessible to the para- 
plegic. There are reports of considerable 
success in training and placing paraplegics in 
industry; and in the effects of special housing 
provided for them(3). 

Because of the demoralizing effect of the 


reactions of haphazardly assigned personnel , 


to paraplegic wards, the importance of hav- 
ing specially trained people assigned on a per- 
manent basis is stressed. Attempts are being 
made to educate the family and the com- 
munity concerning the needs and the po- 
tentialities of the paraplegic. 

The patient’s active participation is en- 
listed in the effort to understand the people’s 
reactions to him so that he can make people 
feel at ease with him. 

The prognosis is more favorable if the 
pretraumatic personality was chatacterized 
by extraversion, high feeling tone, little in- 
tellectualization, and freedom from antisocial 
traits(g). A high IQ helps the paraplegic 
compensate for the loss of locomotion in his 
choice of occupation, substituting brains for 
brawn. Being a part of a closely knit family 
also improves the prognosis. If a veteran’s 
Previous poverty and restricted opportunities 
for pleasure lead him to accept his lot much 
More gracefully, with the prospect of a car, 
a pension, and the leisure time to enjoy them, 
a remarkably happy adjustment can be made. 

his seems to be an important factor in our 
patient’s plans for the future. 

_ Because of the many and varied factors 
involved, the team concept in its broadest 
Sense must be utilized in dealing with the 
Paraplegic’s problems. The patient, the hos- 
pital staff, the relatives and friends, public 
agencies, and employers must work together, 
Persistently and optimistically in a joint 


effort toward returning the paraplegic to a 
happy and respected adjustment in the com- 
munity. 

SUMMARY 


1. A case of attempted suicide by a para- 
plegic is presented as a case of special in- 
terest because of the extreme rarity of such 
reports. 

2. A discussion of psychiatric problems of 
the paraplegic is presented with emphasis on 
his reactions to his disability and to his en- 
vironmental handicaps, and including some 
of the approaches that have been made to 
cope with these problems. Factors important 
in determining the prognosis are presented. 


The authors wish to express their appreciation 
for the help received in the writing and editing of 
this paper from the staff of the Veterans Admin- 
istration Hospital, Bronx, N. Y., especially H. 
Flowers, M.D., Chief, Neuropsychiatric Division; 
A. Abramson, M.D., Chief, Rehabilitation Divi- 
sion; J. Pisetsky, M. D.; M. Mazer, M. D. ; as well 
as the authors of the references cited. 
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THE EFFECT OF ELECTROSHOCK ON A “NORMAL” PERSON 
UNDER RECENT STRESS * h; 


DEFENSIVE OPERATIONS OF THE Eco 
LEO ALEXANDER, M.D., Boston, Mass. 


In attempting to clarify our thinking con- 
cerning the effects of electric convulsive ther- 
apy in mental diseases it may be well to con- 
sider its effect on “normal” persons, that is, 
on persons not complaining of nor signifi- 
cantly disturbed by mental and emotional 
conflicts (being fully aware, of course, that 
a supremely placid and nondisturbed indi- 
vidual does not exist). For obvious reasons 
such observations are rare(3). On one recent 
-occasion, however, chance played into my 
hands and I was able to make such an obser- 
vation. 

A gentleman, 50 years old, of distinctive 
accomplishments in a field closely related to 
our own, and who was therefore frequently 
in close contact with patients who are about 
to or have recently undergone an experience 
of electric shock therapy, consulted the 
superintendent of the hospital, who referred 
him to me, with a request that he be allowed 
to undergo electric shock therapy, in the hope 
that this would render him more capable of 
understanding the frequent qualms and re- 
sentments of his clients. He hoped that a 
personal experience of undergoing an electric 

shock, would enable him to know better 
whereof he spoke with his clients. The re- 
_ quest was unusual but rather well rational- 
ized. There was no overt mental or emotional 
disturbance in this man, although an under- 
tone of desire to undergo punishment may 
have been implied by the fact that he and his 
organization had recently undertaken an am- 
bitious venture that ended in conspicuous 
failure. The circumstance had perstiaded 
him to resign from his position and to accept 
a similar position elsewhere. However, he 
did not mention the failure and I tactfully 
refrained from doing so. He explained that 
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„other locality in which development in 


he had brought his work in his home tov 
conclusion and that he was eagerly lo 
forward to starting similar work in 


field was just about ready to surge fory 
I hesitated to give the treatment for mt 
than one reason. I put him through an elal 
rate series of physical fitness tests and i 
general tried to put him off, at least until J 
might discover some way in which I co 
justify the granting of his request by sett 
up a planned experiment that would 
tribute scientific data commensurate to 
strain both on the subject and on myself. 
the meantime he pressed me to go ahead 
the experiment, for the time of his depa 
moved closer. 
On the day set for the treatment, € 
played into my hands in providing an 
experimental test situation. On his freq 
visits to my research clinic, this gent en 
had usually driven in himself in his own cati 
This particular morning he arrived with 
the car, having loaned it to his daughter. 
was in a state of considerable upset, for he 
had just been through a rather distu 
traffic accident. The street car in W! 
was riding had hit an automobile, and z 
ticularly harrowing feature was that if 
street car had hit the motor car twice. 
first impact spun the car around, and then 
street car, its brakes obviously not worki 
hit the car a second time from the other si 
throwing the car this time against 2 
phone pole and jamming the car aga 
Even the street car was derailed by the 
pact and the passengers, including out 
ject, had to continue the journey by 45 
bus dispatched to the scene by the street 
company. = 
The subject had arrived sometime ahi 
me that morning, and he told his story 
secretary who with excellent presence of 
took down verbatim what he had to 
about it and showed me the transcript | 
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I saw the gentleman. I realized that this was 
a perfect experimental situation, and decided 
to proceed with the treatment then and there. 
In order not to offer the slightest suggestion, 
I completely refrained from discussing his 
recent experience with the patient prior to 
the treatment, but rather breezily took him 
off to the treatment room without allowing 
him to discuss the accident with me at all. 
A combined convulsive-nonconvulsive treat- 
ment of a total of 3 minutes’ duration was 
administered through temporoparietal leads. 
The treatment went off smoothly and without 
incident. He was cheerful and well at ease 
upon awakening, stating that he was fine 
except for the calves of his legs, which felt 
like a charley horse. He was rather proud of 
remembering numerous details preceding 
the treatment. He remembered that the nurse 
had put jelly on his temples and also that the 
doctor readjusted the position of the head 
band, taking ‘it off once in order to fit the 
electrodes more perfectly into place. He also 
remembered the name of the attendant who 
stood on his right and that of the nurse who 
stood on his left side. He remembered what 
he had had for breakfast that morning and 
that he had come by bus rather than in his 
own car, I asked him whether anything un- 
usual had happened on the way and he said, 
“Nothing at all.” “Was there an accident?” 
T asked; “None that I know of,” was his 
teply. I asked him whether he had a con- 
versation with my secretary and he said he 
remembered talking with her a little and giv- 
ing her his newspaper, which was his usual 
custom on visits to the clinic. He added, 
My mind feels as clear as a bell.” 

The following 10 days the subject felt fine, 
80ing about his usual activities and making 
all the arrangements for his departure. He 
noted more or less incidentally that he and 
his family felt that he was more relaxed and 
More jovial than he had been for some time. 

en days after the treatment I asked him 
again about the events on the treatment day. 

€ again emphasized that he remembered 
‘verything about the treatment: lying down 
on the bed, the jelly on his temples, the ad- 
Justment of the strap, the attendant holding 
one shoulder, the nurse holding the other. 
He could remember details after the treat- 


ment: waking up, smoking a cigarette (he 
also remembered that the cigarette had no 
taste, an observation frequently made by pa- 
tients who have recently experienced an elec- 
tric shock), that he was lying on the bed in 
the recovery room feeling well at ease, and 
knowing precisely where he was. I then 
asked him again about the events preceding 
his arrival that morning. He remembered 
getting up at 8:30, then having breakfast. 
This time he stated that he then drove to the 
hospital in his own car, arriving at 9:30; that 
he read his newspaper for a while before the 
doctor arrived and took him to the treatment 
room. I then asked if anything unusual had 
happened on the way to the hospital, and 
again he replied that he could recall nothing 
unusual. I then asked him, “Do you remem- 
ber the topic of your conversation with my 
secretary before I arrived?” He answered, 
“I don’t remember what the conversation 
was about.” “But what about the accident?” 
I asked. Surprised, he replied, “ I had an 
accident? I don’t recall that at all.” 

The verbatim account of his story as he 
had given it to my secretary on the morning 
of his treatment was then read to him, He 
smiled and then said, “Oh well, I recall that 
accident very clearly. Of course, I remember 


` exactly that I had taken the street car that 
morning because my daughter needed the car, 


It is all clear in my mind now, and was clear 
in my mind all along, except that I didn’t 
think of it, and if I may have thought of it— 
which I don’t remember now—I must have 
thought of it as something that happened 
some time ago, without connecting it with- 
that particular morning or with my present 
life. But of course I remember every detail 
of it.” The patient then redescribed the acci- 
dent in a calm manner with all the pertinent 
details, emphasizing that he had full recol- 
lection of the accident but that it no longer 
had any emotional meaning for him. 

This observation brings up important 
points of interest. First of all, the accident 
as well as the street car ride were the only 
items for which there was amnesia immedi- 
ately after the electric treatment. Earlier as 
well as later events were clearly remembered 
then. Ten days later, when confronted with 
the account he had given the secretary before 
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his treatment, he was able to call forth a very 
clear memory image of the accident. It be- 
came obvious that all that had actually been 
lost was the associative connection of the 
accident with the present time and with his 
present emotional life. Thus this selective 
amnesia is clearly not an amnesia in the 
ordinary sense at all, but the “symbolic 
amnesia” inherent in the defensive operation 
‘of isolation that Freud(2) had defined as the 
“stripping” of the associative connections of 
a traumatic or disturbing event or mental 
content that once linked it with the remainder 
of the active mental life, thus depriving the 
event or mental content of its affective mean- 
ing. It becomes clear therefore that what had 
happened in this case is not simple forgetting, 
but rather the result of the bringing into play 
of the defensive force of isolation. 

In abnormal mental states, it is the arousal 
or enhancing of active defensive operations 
that seems to be the most decisive effect of 
convulsive electroshock treatment. It is prob- 
ably for that reason that ECT is helpful in 
those conditions in which defensive opera- 
tions are at a low ebb, ineffective or ex- 
hausted, such as in depression and other 
severely regressive psychotic states, but that 
it is ineffective—in fact disturbing—in those 
conditions in which defensive operations are 
already too disturbingly alerted—constituting 
an obstacle to treatment and recovery—such 
as in anxiety states. 


SuMMARY 


After an experimental application of elec- 
troshock a prior stressful event was disre- 
garded—stripped of its associative connec- 
tions—in the manner consistent with the 
defensive operation known as isolation, Neu- 
tral events that occurred both before and 
after the stressful event were clearly remem- 
bered after the electroshock. 

Clinical studies to be reported elsewhere 
(1) indicate that the arousal or enhancing of 
active defensive operations appears to be the 
most decisive effect of convulsive electroshock 
treatment. It is probably for that reason that 
ECT is helpful in those conditions in which 
defensive operations are at a low ebb, in- 
effective or exhausted, such as in depression 
and other severely regressive psychotic states, 
but that it is ineffective—in fact disturbing— 
in those conditions in which defensive opera- 
tions are already too disturbingly alerted, 
constituting an obstacle to treatment and 
recovery, such as in anxiety states. 
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DIFFERENTIAL INDICATIONS FOR THE USE OF 
GLUTAMIC ACID 


ELIZABETH D. KANE, M.D., Green Bay, Wisc. 


Glutamic acid was given for a 3-month 
period to 150 children. It was of decided 
value in every case in which the triad—emo- 
tional immaturity, mental retardation, and 
brain insult—appeared. It may have been of 
value to the psychotic and the epileptic. It 
seemed to be of no value in other cases. 


DEFINITION OF TERMS 


The term “emotional immaturity” was used 
to describe the child who failed to act his age: 
the child who could not be depended upon, 
whose concentration was poor, whose attitude 
was one of tension and anxiety. He may 
have been inhibited—fearful, hypersensitive, 
whining, clinging to his mother’s skirts, re- 
fusing to play with those of his own age, 
given to daydreaming, hypoactive ; or he may 
have been extroverted—overaggressive, ir- 
titable, destructive, restless, and hyperactive. 
But he was, in every case, anxious, tense, un- 
able to concentrate, and incapable of acting 
his mental age. 

The term “mentally retarded” was used to 
describe the child who, regardless of his 1Q, 
was far below the average in intelligence, 
compared with other members of his family 
group, 


The term “brain insult” was used when, - 


and only when, following malnutrition, in- 
fection, or gross trauma, the child showed 
physical or mental injury. 


CONTROLS 


Ten normal children, given no medication 
a any type, were given the same psycho- 
gical test twice, the second test being given 
about 2 months after the first. This second 
test showed an average rise in IQ of approxi- 
mately 24 points, 
À S a further control, 10 emotionally in- 
osare children, children with asthma, tics, 
ey o tende due to jealousy or insecurity, 
= Who were not mentally retarded or brain- 

Sulted, given glutamic acid showed an aver- 
“8¢ fall in IQ of 34 points. Six Mongolians, 


dull but stable, showed a fall of 5% points 
following medication. (Three atypical Mon- 
golians, IQ above 50 and tense and anxious, 
did respond to glutamic acid.) And 15 chil- 
dren who had suffered major brain injury 
but who were stable showed an IQ rise of 
only 2 points on medication; this would: be 
less than that on retesting a stable youngster 
of normal IQ who had had no medication 
whatsoever. Three polio cases, emotionally 
insecure but not mentally retarded, failed to 
respond to glutamic acid, 

The average age of the normal chil- 
dren, the emotionally insecure, and the dull 
but stable group, was 9 years; that of the 
mongols was approximately 7 years, The 
range in chronological age was from 4 to 14. 


PROCEDURE 


Glutamic acid was then given to 106 emo- 
tionally immature, mentally retarded; brain- 
insulted youngsters. The average age of 
these children was 9 years. The average dose 
was one 74 grain tablet a day. Where medi- 
cation failed to improve the child’s IQ there 
appeared, on or before the fourth day of 
medication, symptoms of overstimulation, an- 
orexia, hyperactivity, insomnia, irritability, 
poor concentration, tension, and a tendency 
to cry. The child who would profit from 
medication showed slight improvement, if 
any, by the end of the fourth day but, by the 
end of the second week, appetite increased, 
sleep improved, self-reliance replaced fear, 
concentration improved, the IQ rose, and 
the child developed emotional maturity. This 
condition continued until medication was dis- 
continued, but within 2 weeks of cessation of 
medication there was a return to almost the 
previous state. On resuming medication the 
IQ rose again to its former high level, which 
level was usually comparable with that of the 
child’s siblings. At the end of 3 or 4 months’ 
medication, it was often possible to decrease 
dosage and retain almost the level of im- 
provement that had been achieved on the dose 
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of one 74 grain tablet of glutamic acid given 
once a day. 

Glutamic acid was also given to 11 epilep- 
tics and 9 psychotics. 


RESULTS 


The 11 epileptics showed a rise of 13 
points on medication, and the 9 psychotics 
_ showed an average rise of 19 points, but no 

basic change in the psychotic picture, aside 
from better contact with reality. 

The 106 emotionally immature, mentally 
retarded, brain-insulted children were of 3 
: types, as follows: 

1. Twenty-four children suffering from 
malnutrition in early infancy, 10 having been 
decidedly premature, showed an average rise 
in IQ of 17 points. 

2. Twenty-five children who had suffered 
from head injuries, 12 of these at birth and 
13 at a later date, showed an average rise in 
IQ of 19 points. 

3. Fifty-seven children who had suffered 
from brain insults (12 encephalitics, 6 “char- 
acter change after high fever,” 12 otitis, 7 
measles, 5 appendicitis, 3 pneumonias, and 
the remainder various other illnesses, all 
followed by change in character) showed an 
average rise in IQ of 16 points. 


Some specific results: Dennis D, CA 9-0, MA 
7-10, IQ 87, with a history of many attacks of 
rather severe tonsillitis, followed by T&A with 
high fever, was failing in school, irritable, hy- 
peractive, fearful, given to easy tears, subject to 
nightmares, poor appetite, poor concentration. His 
playmates, by his choice, were age 7 and 8. Placed 


on glutamic acid, about 3 weeks after first test: 
MA 8-6, IQ 94, concentration improved, appetite 
improved, hyperactivity and fears decreased, began 
to show an interest in playing with those of his own 
age. A month later, still on medication, CA 9-1, 
MA 9-0, IQ 99, with steady improvement in be- 
havior. Medication ceased when CA 9-6, with re- 
turn to behavior seen prior to medication. When 
tested, still without medication, CA 9-8, MA 8-8, 
IQ 90. The boy was then again placed on medi- 
cation, and a month later when his CA was 9-9 had 
an MA of 10.0 and an IQ of 103. He was again 
playing with those of his own age, eating and sleep- 
ing well, and showing an ability to concentrate; 
restlessness and fears had disappeared except for 
recognition, on the part of the boy, of the fact that 
he had lost out in school and could not yet keep up 
with those of his own age. His brother, age 7-8, 
suffering from severe and chronic otitis, had, prior 
to treatment, an MA of 7-8, and an IQ of 100 with 
behavior similar to D’s behavior. On treatment, at 
the end of 3 weeks the MA was 8-8 and the IQ 113. 
Two months later, still on treatment with a CA of 
7-11 the MA had risen to 9-6 and the IQ to 120. 
There were no more tears, appetite improved, and 
the boy’s school work was far better than it had 
been. 

Rather common comments made by the parents 
ran as follows: “What’s come over Jimmy, he used 
to sit indoors and look at books and I couldn't get 
him to go out to play, but now he’s out all day 
long with the fellows and doesn’t want to leave his 
ball game to even run an errand for me.” “Mary 
used to come home crying, but yesterday she turned 
on the bully in the block and gave him a thrashing. 
“Susan says she can dress herself now and can set 
the table, and that she’s no baby anymore.” 


From the above findings the writer con- 
cludes that, while glutamic acid is of little 
or no use in most cases of mental retarda- 
tion, it is of decided value where that retarda- 
tion is accompanied by a history of brain 1m- 
sult and emotional immaturity. 
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CLINICAL NOTES 


SEDATION OF ALCOHOLIC PATIENTS WITH NONSEDATIVE DRUGS 


A PRELIMINARY REPORT 
JOSEPH THIMANN, M.D., Boston, Mass. 


Abrupt withdrawal of alcohol immediately 
after admission to hospital in the acute stage 
of intoxication is not without reason de- 
scribed by patients as “cold turkey.” The pa- 
tients nearly always display irritability, rest- 
lessness, fatigue, difficulty in sleeping, lack 
of appetite, often depression and apprehen- 
sion, and feelings of guilt. The impulse of 
the less experienced therapist is to apply 
sedation, usually barbiturates, paraldehyde, 
chloral hydrate. Unfortunately these drugs 
are habit forming, no less than alcohol itself. 
The history shows, more often than not, 
evidence of a combined addiction to alcohol 
and barbiturates, or alcohol and paraldehyde ; 
sometimes even ‘alcohol and opiates. In such 
Cases any sedation by means of habit-forming 
depressants is, of course, contraindicated. 
AS a relatively minor side effect, these seda- 
tives prolong the subacute stage of intoxica- 
tion, Insulin hypoglycemia(1) has proved 
an efficient and rapid detoxicant, but neces- 
Sitates expert supervision and is, moreover, 
Sometimes rejected by patients. Mephenesin 
Preparations lack such contraindications 
but have proven at times not sufficiently 
efficacious, 

This dilemma suggested sedation with non- 
Sedative drugs, such as Bellergal minus the 
Phenobarbital it contains. Thus, experimen- 
tally, the vagus depressant Bellafoline in 
combination with the sympathetic depressant 
CTgotamine was given to 155 patients in 505 
doses, The daily dosage varied from 3 to 8 
tablets of each drug. Thus, the patient re- 
ceived 0.75 mg. to 2 mg. of Bellafoline and 
3 mg. to 8 mg. of Gynergen daily, for 1 to 
oe The response seemed to be satisfac- 
eas The patients appeared to be objectively 
relay ag 74 less tense, and said that they felt 
bo xed. This preliminary observation, if 

Tne out by application to large numbers of 


tients, might allow us to accept the Bella- 


* Medical Director, Washingtonian Hospital. 


foline-Gynergen combination as a very use- 
ful nonsedative medication for acute and 
subacute stages of intoxication. 

Three brief case histories will illustrate 
the reaction of alcoholic patients to these 
drugs. 


Mrs. R. F., 45 years old, married, was brought 
to this hospital by ambulance on April 2, at 
7.30 p.m., heavily intoxicated, unconscious. Some- 
what later she regained consciousness, was un- 
cooperative, hostile, using obscene language. The 
necessary heavy sedation was applied only once, 
shortly after admission, Next morning, Bellafoline 
0.25 mg. combined with Gynergen 1 mg. and sodium 
bromide 2.5 gm. was given. The reaction was so 
satisfactory that no other, heavier medication was 
required. The combination of the 3 drugs was re- 
peated at 3.30 p.m. and at 9.30 p.m. No hypnotic 
at bedtime was necessary, certainly a rare occur- 
rence in a patient only 24 hours after admission. 
Oni April 5 the patient was discharged, recovered 
from the acute stage of intoxication. This seems to 
illustrate that even for a heavily intoxicated person, 
one day after abrupt withdrawal of alcohol, a com- 
bination of a sympathetic and parasympathetic 
depressant with a very moderate dosage of sodium 
bromide is all the patient needs to be comfortable. 
No barbiturates and no chloral hydrate or paralde- 
hyde (except for one dosage on admission) were 
necessary. 

The combination of the sympathetic and para- 
sympathetic depressant, without any outright seda- - 
tive drug, proved satisfactory in the case of a patient 
who, after withdrawal of alcohol, suffered for 
weeks, from feelings of anxiety(2) whenever he 
went as far even as one block from the hospital. 
Mr. G. B. was born in 1925, in Europe, immigrated 
approximately a year ago, his working capacity 
vitiated from that time not only by language diffi- 
culties but even more by his uncontrollable drinking. 
After his detoxication, it was felt that psychother- 
apy and Antabuse would be more efficacious if sup- 
plemented by the semi-hospitalization plan(3), 
which reduces the hospitalization to the patient’s 
‘free time only, allowing him to work regularly, full 
time in the community. It was on such occasions 
that he experienced anxiety as soon as he left the 
hospital building in the morning, Here again, the 
combination of the sympathetic and parasympathetic 
depressant was entirely adequate to eliminate his 
handicapping anxieties and fears and enable him to 
proceed to his place of work. 
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In very restless and tense patients, however, this 
| medication in the usual dosage may prove inefficient. 
The central nervous and circulatory systems of a 
26-year-old male, white patient were so unstable 
that at the age of 13 or 14, when excited, he would 
“get blind for an hour or so” with subsequent 
severe unilateral headache. A day after admission 
and withdrawal of alcohol, he was given an injection 
of 0.25 mg. of ergotamine tartrate and 0.5 mg. of 
Bellafoline. Surprisingly, the patient not only 
reported no relief but even a further impairment of 
his “nerves.” In this case insulin-induced hypo- 
glycemia was necessary to calm the patient. 


In summary, it appears that a combination 
of sympathetic and parasympathetic depres- 


sants will prove very useful to make habit- 
forming sedation superfluous. 
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CORRESPONDENCE 


ANNUAL REPORTS ON STRESS 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sır: In perusing the current literature 
with which this Journat is concerned, we 
note that an ever-increasing number of its 
articles deals with problems pertaining to 
research on “stress” and the so-called “adap- 
tive hormones” (ACTH, STH, corticoids, 
adrenergic substances, etc.). 

We are writing you because, in our opin- 
ion, the success of research in this complex 
and rapidly developing field largely depends 
upon the prompt availability and evaluation 
of relevant publications, a task for which we 
should like to solicit the assistance of your 
readers, y 

In 1950, the Institute of Experimental 
Medicine and Surgery of the University of 
Montreal initiated the publication of a ser- 
les of reference volumes entitled “Annual 
Reports on Stress” (Acta Medical Publish- 
ers, Montreal) in which the entire current 
world literature is surveyed every year (usu- 
ally between 2,000 and 4,000 publications). 
Up to now, we have had to compile the per- 
tinent literature partly from medical periodi- 
cals, monographs, abstract journals, and 
Partly from reprints sent to us by the authors 
themselves, Of all these, reprints proved to 


be the best source of data that we felt de- 
served prompt attention in our annual re- 
ports. Hence, in the past, we have sent out 
several thousand individual reprint requests 
to authors who we knew were currently en- 
gaged in research on stress and allied topics. 
Even this procedure did not give us the wide 
coverage that would be desirable, because it 
is materially impossible to contact all these 
authors individually and it often takes too 
much time to get the requested reprints, 

It is evident that, in order to ensure 
prompt inclusion of publications in the an- 
nual reports, these surveys must develop into 
a cooperative effort between the authors of 
original papers and the reviewers. This co- 
operation was greatly enhanced of late by 
the publication of announcements, in several 
medical journals, encouraging investigators 
interested in stress research to send us their 
reprints for this purpose as soon as they 
become available. 

We should be grateful if, by the publica- 
tion of this note, you would also bring this 
problem to the attention of your readers. 

Hans SELYE, M. D., Pu. D., D. Sc. 
ALEXANDER Horava, M. D., 
Montreal, Que. 


703 


PRESIDENT'S PAGE 


THE AMERICAN PSYCHIATRIC ASSOCIATION AND 
MEDICAL EDUCATION 


Fitness to work in our field in this extra- 
ordinary period of the mid-century demands 
extraordinary preparation. 

Scientific knowledge, ways of living, basic 
beliefs and attitudes, the tempo of work and 

_tecreation—all are on the move, Customs of 
marriage and child rearing, of work and rec- 
reation, precept and motivation, are under 
continuous and exceptional revision. New 
technical occupations, methods of transport, 
ways of waging war, contribute new forms 
of stress. Advancing knowledge of the first 
years of life, and long-delayed but now stren- 
uous efforts to increase our information con- 
cerning the rapidly expanding numbers of 
older persons, al demand training and re- 
training, basic preparation and refresher 
course, continual assimilation of the new 
facts and theories now flooding in from all 
our rapidly expanding areas of inquiry. 

Vast extensions in our information con- 
cerning social factors, psychosomatic illness, 
concerning new methods of investigation, 
diagnosis and treatment, make demands upon 
us for preparation, the storing of knowledge, 
the refinement of skill, which our predecess- 
ors never knew, barely foresaw. 

As an Association we are—and most prop- 
erly—deeply involved at every point in the 
extraordinary speed and complexity of 
change in this mid-century period. That the 
Association should have not simply survived 
but have shown such remarkable expansion 
in scope and in power is witness to the fact 
that it is an essential and a vigorously active 

` ferment in the life of the countries that lie 
across the northern and central parts of our 
hemisphere. And that those objects that were 

' set up by the founders of the Association 109 
years ago still remain our primary purposes 
is eloquent testimony alike to the far-sighted- 
ness of those founders and to the elemental 
significance of the objects. Of these, psychi- 
atric education is among the primal group. 
The constitution states, with the simplicity of 
complete conviction, that its third object 
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is “to further psychiatric education and 
research,” 

Our early participation in medical educa- 
tion got under way slowly, gathering scope 
and force with each passing decade. At the 
outset, our contribution was almost exclu- 
sively through the program and scientific 
exhibits of the annual meeting. From the 
first, the Journat has been an instrument of 
wider dissemination of this and other infor- 
mation ; it has now been joined by the Mental 
Hospital Bulletin and a growing tide of 
occasional publications. 

At the annual meeting there has been a 
steady expansion of our educational function. 
It has taken its most explicit form in those 
sessions and round tables devoted to under- 
graduate and postgraduate education. | A 

We have seen ourselves as providing 3 
forum to which those working in the unt 
versities, in the great teaching hospitals and 
clinics, might bring ideas for discussion W! 
their fellows. 

This educational responsibility of the an- 
nual meeting is being expanded into the 
newly established regional research conte 
ences; and we hope that it will find a stil 
wider expression in large divisional meetings 


established to meet the needs of a member 


widely locat 


ship far too large and far too phere 


across the northern part of this hemis 
to attend the annual meetings in numbets 
commensurate with our actual size. |, 
If the educational work of the Associatt 
is seen as being most extensive through 
annual meeting and through the JouRNsh ; 
it can be reasonably said to reach its ie 
intensive form in the work of the Commit 
on Medical Education. The records of 
Committee, even if we take only the last H 
years, are so crammed with activities a 
enterprises that it is impossible to do T 
than take for particular mention those i 
now seem to have been truly cardinal. Ane 
these must be placed the working ot 
recommendations concerning both 4m 


t F 
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graduate and postgraduate curricula. These 
recommendations, coming during the early 

1940's, were immensely influential in de- 
termining the organization and the remarka- 
bly quick expansion in the number of psy- 
chiatric departments in the universities of 
the North American continent that took place 
during post-World War II years. Then, in- 
sensibly, as the years of that decade moved 
toward its close, the thinking of the Associa- 
tion as expressed through the Committee on 
Medical Education found both an echo and 
a stimulus in the minds of our colleagues in 
other fields of medicine and in those standing 
outside but deeply interested in medical edu- 
cation. This thinking was rapidly parting 
company with the older conception of medi- 
cal education as the training of men prepared 
to combat disease, the training for purely 
curative medicine. The newer thinking, which 
was particularly clearly evidenced in the first 
and second Ithaca Conferences in 1951 and 
1952, is much more concerned with the prep- 
aration of medical men fit to deal with people 
—people whose health must not only be re- 
paired but also must be both protected and 
enhanced. Indeed, one may perhaps discern 
behind this still a third orientation, now 
dimly taking form: the preparation of psy- 
chiatrists, as well as of our colleagues in 
other fields, whose primary concern will be 
with the enhancement and protection of the 
health of communities. 

_ Thus one must see lying before the Asso- 
Cation a responsibility for taking a notable 
part in the great revisions of medical educa- 
tion that are now impending, and that in 
Certain centers are now going forward. At 
this moment, the major emphasis is upon the 
revision of the undergraduate curriculum. 

ne may observe the move from atomism to 

olism, from the old preoccupation with the 
Separated part to the new preoccupation with 
a living whole ; a move from years devoted 

0 the endless, if fascinating, details of 
anatomy to a concern with the infinitely more 
Meaningful reactions of the living man as 
Part of his family and of his community. 
wis assing from these major goals and aspir- 
ae one may note the great range of the 
a Cer activities of the aia 
46 Sie ca ape on Medical pean t 
hires aes with the publication of bro- 

lescribing resident training, with the 


problem of recruitment of residents ; it is con- 
cerned with the requirements as to psy- 
chiatric instruction required by the state li- 
censing boards and by the national board 
examinations. 

This leads, naturally, to a brief discussion 
of still another important field in which the 
Association has played a leading part, namely, 
in the setting up of the American Board of 
Psychiatry and Neurology. From the outset, 
members of the American Psychiatric Asso- 
ciation have formed part of the governing 
body of the American Board of Psychiatry 
and Neurology. This Board has exercised an 
immense influence upon the standards of 
preparation for postgraduate work in psy- 
chiatry. There can be little doubt that it has 
also made its contribution indirectly to the 
widespread establishment of postgraduate 
training facilities across the United States, 
while the Royal College of Physicians and 
Surgeons has performed a similar function 
with respect to the Canadian scene. 

Still more recently, the American Psychi- 
atric Association, through the establishment 
of the Mental Hospital Institutes, has set up 
still another form for the dissemination of 
information concerning our field ; and thus, 
through it, and through its associated Bulle- 
tin, the Association is once more providing 
facilities for adding to the experience of its 
members in fields of outstanding importance. 

Before closing this page, I should like to 
touch briefly on certain of the fields of 
medical education in which it would seem 
probable that the Association will be in a 
position to make notable contributions. Ref- 
erence has already been made to the interest 
we have found jointly with the American 
Association of Medical Colleges in the possi- 
bilities of revising the undergraduate curric- 
ulum and in the development of postgraduate 
education. We can see that with the growth 
of multidisciplinary instruction and with the 
need for an ever-widening range of experi- 
ence for the postgraduate student—commu- 
nity psychiatry, child psychiatry, state hos- 
pital work, general hospital psychiatry, and 
many others—postgraduate education is 
progressively moving away fiom the orbit of 
the single teaching hospital or clinic and is 
becoming much more frequently carried 
out by an integrated network of training 
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centers. We can see, moreover, that the 
university, with its departments of endo- 
crinology and neurology, psychology and 
sociology, ancillary to our training needs, is 
assuming a continually more important part 
in the leadership of such networks. Em- 
phasis should be laid on a long-neglected 
field, that of the proper selection of men 
entering the field of medicine. Many at- 
tempts have been made to work out meth- 
ods of selection, but these seem inevitably 
to have fallen down because as yet there 
exists no clear-cut statement as to what is 
required of the man who enters one of the 
many careers that medicine offers; there is 


no job analysis for the surgeon, the physi- 
cian, or the psychiatrist. 

In closing, one must record the fact that 
the Association, with its long record of suc- 
cessful and powerful participation in the 
field of medical education, has now been 
asked to assume its part in the drawing up 
of plans for the development of medical 
education on the world stage. The World 
Medical Association is holding its first Con- 
ference on Medical Education in London in 
August 1953, and in this Conference the 
American Psychiatric Association has been 
invited to take part. 

D. Ewen Cameron, M, D. 


CULTURAL RELATIVISM 


Few concepts of anthropology have received more attention in recent years than that of 
cultural relativism. Emphasis has been on the innate “right” of peoples to do things in 
their own way, to avoid judging the ways of one group by values of another. Quite apart 
from moral implications, an awareness of the significance of cultural relativity should be 
an essential tool of all persons engaged in planning or carrying out technical aid programs 
in cultures other than their own. North Americans are particularly guilty of assuming 
that if something works well in the United States it will work equally well elsewhere, and 
that it will be “good” for those persons lucky enough to be exposed to it. 


Georce M. FosTER —— 
Human Organization, 
Fall, 1952. 


When first elected Sovereign Grand Com- 
= mander of the Supreme Council of the 
» Thirty-Third and Last Degree of the An- 
) 
$ 


| cient Accepted Scottish Rite of Freemasonry 
for the Northern Masonic Jurisdiction of the 
United States of America—which has the 
largest membership in its subordinate bodies 
of any Supreme Council in the world—I 
sought to find some eleemosynary field for 
the expenditure of unneeded funds that 
| would answer three requirements: First, it 
should be unique ; second, if it were success- 
ful it should benefit mankind in general and 
have no special connection with Freema- 
Sonry; and, third, that it should be within 
our means. It was not easy, for 18 months 
were spent in a search for a project that 
would meet these three tests. I consulted the 
Rockefeller Foundation, the American Red 
Cross, and other national institutions without 
Success until a conference was arranged with 
4 committee of what is now known as The 
National Association for Mental Health, Inc. 

That conference was of considerable length 
and covered a wide field, but we unanimously 
agreed that the most malignant disease in 
the world was dementia praecox. Further, 

writer learned that researchers in this 
field had not coordinated their work. The 
Supreme Council’s Committee on Benevo- 
lences was authorized in 1934 to spend an 
_ *Ppropriation to discover, primarily, what 
Was known about dementia praecox and 
Whether or not a research in its etiology 
| Would\meet our tests. The story of that 
_ Tesearch has been told by Dr. Nolan D. C. 
Batt was printed by us in a book en- 

ed, “Research in Dementia Praecox,” of 
L Which copies were sent widespread without 
TSe to all those who would be interested, 
h; i thie as we knew. Dr. Lewis’ appointment 

f Na first field representative and coordi- 
aa of research was made in cooperation 
a committee of what was then known as 
£ National Committee for Mental Hygiene 


4 a Committee of the Supreme Council. 


COMMENT 


THE BIRTH OF THE FIRST COORDINATED RESEARCH IN THE 
ETIOLOGY OF SCHIZOPHRENIA 


The words “dementia praecox” and “‘schiz- 
ophrenia” were, at that time, used almost 
indiscriminately. Now, the emphasis is being 
laid on the latter word. 

It would be impossible in any short article 
to cover the detail, but, since the report of 
Dr, Lewis: (consisting of 320 pages) to 
which reference has been made, the Supreme 
Council has annually appropriated funds to 
prosecute the research. 

The word “coordinated” as used by us 
means that reasonably often in the years of 
this research those in charge of research in 
the various fields were brought together in 
a private meeting at which papers were sel- 
dom read but where each worker talked of 
his successes and failures and was subjected 
to the answering of questions from his fel- 
lows. These informal conferences seem to 
the writer to be in many respects highly ad- 
vantageous because, at the time we began 
them, research in mental disorders was really 
in a state of chaos, and that applied particu- 
larly to schizophrenia. Written reports have 
been made yearly by the Director of Research 
to the joint committees appointed by The 
National Association for Mental Health, Inc., 
and the Supreme Council, These joint com- 
mittees, which are considered as one, meet 
twice each year, spending from one to two 
full days each time in discussion arising from 
the reports. Dr. Lewis’ successor as Direc- 
tor of Research is Dr. William Malamud, 
and both gentlemen have sat in with the joint 
committees and reported in great detail at 
these meetings. The results of the research 
thus promoted have been digested in the 
Allocution or annual report of the Sovereign 
Grand Commander each year to the Supreme 
Council and from time to time the results of 
the research wholly or partly financed by 
funds supplied by the Supreme Council have 
been the basis of papers read to the Ameri- 
can Psychiatric Association as well as The 
Association for Mental Health. It is impossi- 
ble for the writer to digest them all in a 
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readable article. Indeed, the Supreme Coun- 
cil has paid several thousands of dollars for 
the publication of digests none of which have 
been given much attention until recently by 
the public at large, whom we are endeavoring 
to educate. 

The committee appointed by the National 
Committee for Mental Hygiene, which set 
the course that we have followed, was headed 
by Arthur H. Ruggles, M. D., the President 
of the National Committee for Mental Hy- 
giene, and had on it such outstanding scien- 
tists in psychiatry as Dr. Adolf Meyer, Dr. 
Winfred Overholser, Dr. Edward Strecker, 
and Dr. William A. White, all of whose 
labors in this field will be recognized by 
students of psychiatry. 

Already the Supreme Council has appro- 
priated and spent about a million dollars in 
this research and, at a recent meeting, it set 
aside $1,000,000, to which gifts have since 
been added, and this sum has been set up as 
the Benevolent Foundation of the Supreme 
Council. Had it not been for the cordial 
cooperation and assistance, however, of the 
committee appointed by the Association and 
the detailed work of the Directors of Re- 
search, we should not have made the progress 
that we have succeeded in making. The full 
answer to the etiology of schizophrenia has 
not been found by this research, but many 
coordinating factors have been discovered 
and collateral findings have been made of 
great value to the world. 

The public at last has shown some interest 


in the success of the labors of the committee, 
Although there are many thousands in the 
mental hospitals of this country, yet the sub- 
ject does not appeal to the public at large as: 
it would if there were some visible signs that 
all could see. Unfortunately, the worst suf- 
ferers from schizophrenia must necessarily 
be in mental hospitals and it is not appreci- 
ated yet that every person committed to a 
mental hospital with schizophrenia will cost 
the public about $50,000 entirely apart from 
the money paid by the families of the suffer- 
ers. So far, the Supreme Council has not 
made an appeal for funds to the public, and 
little has been expended in the above research 
that has not been contributed by the Supreme 
Council. Fortunately, however, there are 
several other foundations that are now taking 
an interest in this subject, and individuals 
are beginning to realize its importance. On 
one visitation made by the Sovereign Grand 
Commander this past Fall to the subordinate 
bodies in one of our larger cities, he was able 
to bring home to the Benevolent Foundation 
two substantial contributions, in five figures 
each, which have been followed by smaller 
contributions. We are considering making 
an appeal to the various subordinate bodies, 
of our Rite for contributions toward the 
further prosecution of this research, and I 
want to express the great appreciation of the 
Supreme Council for the funds, which have 
been used to carry on the work entirely with- 
out further cost to the givers. 
Metvin M. Jonnson 


NEWS AND NOTES 


Foster KENNEDY MemoriAL ar UNI- 
versity HospiraL, HAVANA.—In connection 
with the eighth International Cruise-Con- 
gress and the 25th anniversary of the Pan 
American Medical Association at the Uni- 
versity Hospital, Havana, Cuba, January 16, 
1953, was dedicated the Foster Kennedy 
Memorial Neurological Wards ‘of the Uni- 
versity Hospital and Havana Medical School. 
Dr. Kennedy was a trustee of the Pan Ameri- 
can Medical Association and president of the 
neuropsychiatric section for many years. 

At the memorial ceremony Dr. Rodolfo 
Guiral, professor of neuropathology at the 
Havana Medical School, Dr. Juan Negrin, 
Jr., of New York City, president, section of 
neurological surgery of the Pan American 
Medical Association, and Dr. Joseph J. Eller, 
executive director of the Association, ad- 
dressed the Congress. 

, The American friends of Foster Kennedy, 
in recognition of the homage of their Cuban 
colleagues, presented to the University Hos- 
pital a reproduction of the life-sized bust of 
Dr. Kennedy by Victor Salvatore. The bust 
was unveiled by Mrs. Kennedy, who pre- 
Sented the collected papers of Foster Ken- 
nedy specially bound as a personal gift to 
the University Hospital and the department 
of neurology of the Havana Medical School. 


Wort MenicaL Association.—The First 
Western Hemisphere Conference of the 
World Medical Association will be held at 
Richmond, Va., on April 24, 1953. There 
will be opportunity for a discussion of cur- 
rent medical problems between representa- 
tives of the national medical societies of 
Latin America and United States specialists 
and practitioners. Dr. Louis H. Bauer, presi- 
dent of the American Medical Association 
ae Secretary-general of the World Medical 

sociation, will be moderator at a general 
Session for panel reports. Dr. Leo H. Barte- 
fo associate professor of clinical psy- 
aaa at Wayne University College of 
in edicine, Detroit, will be a guest-participant 

the panel discussions. 


FIFTH INTERNATIONAL CONGRESS ON 
MenraL HeattH.—The Fifth International 
Congress is to be held at the University of 
Toronto, August 14-21, 1954. The Congress 
theme will be “Mental Health in Public 
Affairs.” 

Four International Congresses have been 
held to date. The first two, in Washington 
in 1930 and in Paris in 1937, were under the 
auspices of the International Committee on 
Mental Hygiene. The Third Congress, held 
in London in 1948, had as its theme “Mental 
Health and World Citizenship.” It was out of 
this congress that the World Federation for 
Mental Health developed. Since that time 
the Federation has held annual meetings in 
Geneva, Paris, Mexico City, and Brussels. 
The Fourth International Congress on Men- 
tal Health: was held in Mexico City in 
December 1951. 

Inquiries about the Fifth Congress should 
be sent to the Executive Officer, Fifth Inter- 
national Congress on Mental Health, r11 St. 
George St., Toronto, Canada. 


NEED For MENTAL HEALTH WORKERS IN 
EASTERN MEDITERRANEAN REGION.—Spe- 
cialists meeting recently at the World Health 
Organization’s Regional Office in Alexandria, 
Egypt, pointed out the need for increased 
mental health services throughout the Eastern 
Mediterranean region. The group, members 
of which came from Egypt, the Sudan, Iraq, 
Lebanon, and Syria, asked WHO to plan a 
regional seminar for psychiatrists, nurses, 
psychologists, sociologists and social workers, 
participants to be nominated by governments 
of the region. It was agreed that treatment 
of mental illness must be developed along 
lines that will not conflict with the culture 
patterns and social background of the people 
in the various countries. The problem of drug 
addiction, particularly hashish, was also rec- 
ommended for discussion. 


DEATH oF Dr. FREDERICK BAucH.—On 
January 6, 1953, occurred the death of Dr. 
Frederick H. C. Baugh, who recently retired 
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because of poor health from the superin- 
tendency of the Homewood Sanitarium in 
Guelph, Ont. 

Born in Saskatchewan in 1887, Dr. Baugh 
while an undergraduate in arts in Queens 
University at Kingston enlisted during 
World War I in the Queens Field Ambu- 
lance and saw service in France. After the 
war he received both his arts and medical 
degrees from Queens University. Before 
joining the staff of the Homewood Sanitar- 
ium in 1926 Dr. Baugh had spent 4 years in 
the Ontario provincial service, and in 1942 
on the retirement of Dr. Harvey Clare he 
became superintendent of the Homewood 
Sanitarium. The services of this institution 
were notably expanded and improved during 
his term of office. He had also served as 
president of the Ontario Neuropsychiatric 
Association, For many years he had inter- 
ested himself in the subject of reforestation 
and soil conservation and had received official 
recognition for his contribution to this prob- 
lem. His membership in The American 
Psychiatric Association dates from 1933. 

Dr. Archibald L. MacKinnon, formerly 
assistant superintendent at Homewood, suc- 
ceeded Dr. Baugh as head of the institution. 


Deatu or Dr. GILBERT BecK.—On Janu- 
ary 9, 1953, died Dr. Gilbert N. Beck, psychi- 
atrist-in-chief at the University of Buffalo 
Medical School. His age was 53. 

A graduate in medicine of the University 

of Buffalo, Dr. Beck had wide graduate ex- 
perience in other centers, including the Johns 
Hopkins Hospital and clinics in London and 
on, the continent. He had been a member of 
the faculty of the University of Buffalo for 
24 a and professor of psychiatry since 
1940. 
During World War II he was attached to 
the 43d General Hospital and served as a 
psychiatrist and neurologist in Africa, Italy, 
France, and the Philippines. Dr. Beck was 
a Fellow of The American Psychiatric Asso- 
ciation, having joined that body in 1933. 


Dr. Bascock SUPERINTENDENT OF 
Butter Hosprrat.—On December 10, 1952, 
Dr, Henry H. Babcock was appointed super- 
intendent and physician-in-chief of Butler 
Hospital, Providence, R. I. Dr. Babcock had 
previously served in the capacity of acting 


superintendent and physician-in- 
the resignation of Dr. David G. 
May 1951. He has been on the 
Butler Hospital since 1946. 


RORSCHACH SEMINARS, U; 
CuHıcaco.—The department of 3 
University of Chicago, announces 2 
shop seminars in the Rorschach test, 
10 inclusive and July 13-17 inclusive 
conducted by Dr. S. J. Beck. The first: 
is concerned with basic processes an 
open to students at, or ready for, the ini 
level. The second course is concerne 
indications for treatment and is open 
psychologists and psychiatrists in 
positions or practice. For information w 
the executive secretary, Departme 
Psychology, University of Chicago, 
37, lll. 


AmeriIcAN AcADEMY OF NEUROLOGY 
Preceding the Fifth Annual Mee 
the Academy, April 1953, at the Ei 
Beach Hotel, Chicago, will be offered 
courses in various aspects of neurolo 
allied disciplines. The one-day cou 
take place April 6, 7, and 8 and are ori 
toward practical clinical use. For d 
write to Mrs. J. C. McKinley, 19 | 
Hall, University of Minnesota, Mi 
14, Minn. 


Lyons VA Instirute.—The Thi 
nual Institute in Psychiatry and N 
sponsored by the VA Hospital, Lyons 
the New Jersey Neuropsychiatric A 
tion, and the New Jersey District Br 
the A. P. A., will take place April 22 
at the VA Hospital, Lyons. The p 
will include lectures, clinical demons 
and medical exhibits. Dr. Gregory 4 
will be the after-dinner speaker ; his to 
be “The Humanitarian and the Ther 
in Psychiatry.” Registration fee is 
military personnel and full-time VA | 
nel are exempt. Additional informatii 
be obtained from Dr. Crawford N. 
VA Hospital, Lyons, N. J. 


Nort Lrrre Rock VA 
Herpo.—The Fifth Annual Neuro} 
atric Meeting was held at the VA H ; 
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North Little Rock, Ark., February 26 and 
27. Many eminent speakers took part in the 
scientific sessions and there were also clinical 
demonstrations and technical exhibits. On 
February 25 took place an all-day meeting 
for psychiatric social workers of the area. 


AMERICAN ORTHOPSYCHIATRIC ÅSSOCIA- 


‘TI0N.—The 3oth annual meeting of this 


Association took place February 23-25 in the 
Hotel Statler, Cleveland, Ohio. Dr. Morris 
Krugman gave the presidential address at 
the general session on February 23, and there 
were additional speeches by Dr. Otto Kline- 
berg, of the department of psychology, Co- 
lumbia University, and by James Marshall, 
former president of the board of education, 
New York City. The full program that fol- 
lowed included reports of international meet- 
ings, case workshops, panel discussions, films, 
and symposia. 


Socrery or BroLocicaL PsycHisTRy.— 
This Society will hold its Eighth Annual 
Convention and Scientific Program on Sun- 
day, May 3, at the Hotel Statler in Los 


Angeles. The afternoon session is scheduled 
for 2 o'clock and the evening session for 8 
o'clock, both in the Sierra Room. The 
annual dinner will take place at 7 o’clock in 
the Mission Room. 

Dr. Abram E, Bennett is president of the 
Society and Dr. George N. Thompson sec- 
retary-treasurer. 


Nortu Paciric Sociery or NEUROLOGY 
AND PsycHIATRY.—The next annual meet- 
ing of this Society will take place in Port- 
land, Ore., on April 10 and 11. For further 
information write to the secretary-treasurer, 
Dr. Robert A. Coen, 218 Mayer Bldg., 1130 
S. W. Morrison St., Portland, Ore. 


New Jersey NEUROPSYCHIATRIC ASSO- 
CIATION.—The officers of this Association 
for 1953 are as follows: president, Dr. 
Archie Crandell; president-elect, Dr. Frank 
Pignataro ; past president, Dr. David Flicker ; 
secretary, Dr. J. Lawrence Evans ; treasurer, 
Dr. Evelyn Parker Ivey; trustees, Drs. 
Thomas Fitch, William Furst, David Mc- 
Creight, Ira S. Ross, Oscar Rozett, and 
Luman Tenney. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 
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Mentat Hycrene IN Teacuinc. By Fritz Redl 
and William W. Wattenberg. (New York: 
Harcourt, Brace, 1951. Price: $3.50.) 


MENTAL HYGIENE For CLassroom TEACHERS. By 
Harold W. Bernard. (New York: McGraw- 
Hill, 1952. Price: $4.75.) 


CHILDHOOD PROBLEMS AND THE TEACHER. By 
Charlotte Buhler, Faith Smitter, and Sybil 
Richardson. (New York: Henry Holt, 1952. 
Price: $3.75.) 


The Redl-Wattenberg text has now been off the 
Presses long enough to report that the favorable 
first impressions have been justified in actual use. 
This book gets off to a very good start with 11 
interesting school situations all involving mental hy- 
giene principles familiar to teachers—“Charles: ‘A 
Trouble-maker,’” “Agnes: ‘A Clinging Vine?” 
“Jerry: A ‘Spelling Problem,’ ” “Phyllis Is Upset,” 
and so on. These are followed by helpful, well- 
written sections on the nature of mental hygiene; 
behavior mechanisms ; growth problems in the pre- 
school years, early school years, pre-adolescence 
and adolescence ; personality adjustments. 

More than half the book deals specifically with 
classroom applications—mental hygiene in school 
learning, group life in the classroom, the psycholog- 
ical roles of teachers, diagnostic thinking in the 
classroom, “influence techniques,” some common 
dilemmas teachers face, children who need special 

elp, working with parents. Particularly useful for 
teachers is the description of group work and its 
Possibilities. “For the emotional health of pupils 
and teachers alike,” say the authors, “it is best that 
teachers be able to exemplify attitudes of helpfulness 
in all the roles they have to play.” 

One of the newest books in mental health and 
education comes out of 15 years of Oregon teaching 
experience in this field. Dr. Bernard is associate 
Professor in the Extension Division of the Oregon 
State System of Higher Education, The emphasis 
throughout the Bernard book is on positive mental 
ee Of the many challenges hurled at teachers, 
i ne transcends that of making the most of our 
ich human assets—of keeping children and youth 
ee physically, and spiritually sound.” The 
wi or believes that mankind can be taught to live 

it the problems of complexity and speed initiated 
a Conditions of contemporary life—that knowl- 
> is now available that would greatly “facili- 
€ more harmonious living.” 
ange human needs are discussed—organic, psy- 
shee hea social ; the nature of maladjustment; the 
nee needs of children and adolescents. There are 
E on helping children with problems and the 
deatins hygiene of discipline.” One large section 
is -8 with “some questionable school practices’ 
apne talleled by one on “constructive classroom 
ie cus to mental health,” in which a number of 

tyday problems areanalyzed. One significant con- 


clusion is that, while it would, of course, be wonder- 
ful to have sufficient clinical assistance and trained 
personnel for aiding pupils to make better adjust- 
ments, under conditions as they exist a very impor- 
tant part of the task is for the teachers to make use 
of the many kinds of school resources for mental 
health that are now overlooked. 

How much psychology ought the teacher to know 
and be able to apply? This is the question Charlotte 
Buhler and her associates attempt to answer in a 
book designed to do 3 things: “to give the 
teacher an understanding of the dynamics of be- 
havior problems, to determine by means of case 
examples what the teacher may achieve in various 
circumstances, and to describe the type of problem 
with which the teacher needs specialized assistance.” 

The authors believe that teachers must know 
about children’s motivations to understand their 
needs, to know their interests, and to judge their 
maturity. They illustrate by the case of Frick, a 
little boy in kindergarten (nearly 6 years old) who 
explains a drawing of his as “a house tied to a tree 
‘so that it cannot run away.’” The teacher’s com- 
ment was that “the boy must know that houses 
don’t run.” Indeed, Frick did know that—he was 
not mentally retarded. A psychologically sensi- 
tive teacher, the authors point out, would have 
recognized that the repetitions in the boy’s drawing, 
block building, and construction indicated an emo- 
tional predicament, a “complex” in the child’s mind. 
The teacher who made the original comment, in 
other words, was dealing with behavior that she 
did not recognize as a symptom. 

After discussing “problem behavior,” biological 
and psychological concepts, and the role of home 
and school, the authors attempt to answer the 
question: What can the teacher do? Twenty-two 
cases are presented “as a guide to the complexity 
of problem patterns and personality pictures which 
may be encountered in school.” These cases in- 
volve both “scholastic problem patterns” (school 
rejection, failure, and perfectionism in work) and 
fundamental socio-emotional problem patterns (ag- 
gression, withdrawal) of individual children. A 
final section of the book has to do with the psy- 
chologist’s collaboration with the school and the 
use of projective techniques. 

W. Carson Ryan, Pu. D, 
School of Education, 
University of North Carolina. 


STEREOENCEPHALOTOMY (THALAMOTOMY AND RE- 
LATED Procepures). Part 1. Methods and 
Stereotaxic Atlas of the Human Brain. By 
E. A. Spiegel and H. T. Wycis. (New York: 
Grune & Stratton, 1952. Price: $8.00.) 

A number of atlases of the human brain have been 
published, but this is the first one that is designed 
with coordinates in 3 planes so that particular 
structures may be attacked surgically. The ap- 
plication of surgical methods to the treatment of 
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mental disorders and to the alleviation of pain has 
Jed the authors to extensive investigations with the 
aim of producing destructive lesions in critical areas 
of the brain, without the mutilations and cicatriza- 
tions consequent upon lobotomy operations. This 
volume presents the authors’ application of the 
stereotaxic principle of Horsley and Clarke to the 
human brain. The Model III instrument is about 
as intricate and accurate as could be devised for 
the purpose, and the results of post-mortem exami- 
nation, in the few cases in which it was employed 
with adequate survival, indicate that the purpose 
of the instrument has been attained. 

In the performance of thalamotomy, the base is 
applied to the shaved head of the patient with many 
stabilizing points so that it may be removed and 
reapplied with the closest precision. A frame is 
attached to this base, equipped with an electrode 
carrier, and finally a gauge that carries 5 movable 
calibrated pins. The details of this arrangement 
are illustrated by photographs and the wiring ar- 
rangements by diagrams. In order to insert the 
electrodes accurately into the points desired, the 
authors have studied the relationship of the thala- 
mus and the hypothalamus to structures that can 
be visualized by roentgenography. The pineal body 
is not quite accurate enough, and is often imper- 
fectly calcified, so the posterior commissure is 
chosen, as revealed by preliminary pneumoencepha- 
lography. The base of the instrument is applied, 
together with the frame and the gauge, and pre- 
operative roentgenograms are made, These data 
permit the authors to calculate the direction and 
distance that the points of the electrodes should be 
inserted in order to accomplish the purpose of the 
operation. 

The body of this monograph is taken up with a 
series of plates depicting the relation of the struc- 
tures of the human brain to the 3 coordinates. The 
vertical line is that running from the posterior com- 
missure to the caudal margin of the pons. The 
horizontal line runs perpendicular to this and the 
midline furnishes the base plane in the frontal 
projection. The authors have been particularly in- 
terested in the range of variations from one brain 
to another, and these studies are presented in a 
separate chapter with corresponding tables. The 
Tange of error of the method has also been checked 
by means of postoperative roentgenograms, the 
lesions being identified by the injection of a few 
droplets of iodized oil into the cavities. The error 
is seldom more than 1.5 mm. and usually only a 
fraction of this. Three observations with post- 
mortem studies indicate that the authors have suc- 
ceeded in placing their lesions where they wanted 
to, the only possible faults being inequality in size 
and variations consequent upon the shrinkage of 
one hemisphere as the result of preexisting in- 
farction. The authors conclude: “It cannot be 
emphasized too strongly that satisfactory results can 
be expected only if one scrupulously adheres to the 
details of the technic described in previous chap- 
ters, particularly the exact reapplication of the SET 

(stereoencephalotome) at operation. Otherwise, 
disappointments and failures are bound to occur 
that may be disastrous.” 


While this volume deals with methods 
marks, there are hints of application of 
encephalotomy that are worthy of developm 
method is obviously too complex for applicat 
the problem of psychosurgery except upon 
search basis although here its theoretical 
great. In the treatment of unbearable 
noteworthy that the spinothalamic tract can 
stroyed accurately and completely by a p 
placed lesion. Also, the authors have app 
method in treatment of hemiballismus by 
the substantia nigra. The results of such 
will be awaited with interest since there 
other unsolved problems that appear to ler 
selves well to attack by the stereotaxic apy 
The fine reproductions of photographs and 1 
curacy of placement of lesions are outs! 
tures of this remarkable monograph. 

Warrer Freeman, M.D, 

Washington, D. 

A PracticAL HANDBOOK OF Psvonthtne 
Srupents ann Nurses. Second editi 
Louis Minski, M. D., D. P. M. (London 
liam Heinemann, 1950.) 


The author of A Practical Handbook of P. 
try attempts to discuss the entire scope of 1 
try within the limitations of the 132 pages Ol th 
vest-pocket-sized volume. Thus, of necessity, | 
approach to the subject matter is an over! 
one and the value of the book as either a t 
reference is limited. i 

Dr. Minski stays exclusively within the fr: 
reference of descriptive psychiatry. Unfortunat 
he fails to do more than mention the int 
emotional forces that has come to be recog 
significant in the field of mental illness. 
chapter dealing with etiology, the emphasis is f 
upon heredity and organic factors rather tha 
urges, drives, motivations, emotions, and ci 

Although the title of this book suggests 
written for the use of nurses, the approach 
nursing care of the mentally ill relegates 
ity to the level of supervising the physical 
patients. No attempt has been made by 
to place psychiatric nursing in the role of 
sional service in which an effort is mad 
the patient solve emotional problems. — 

Unfortunately, the information in y 
is presented exclusively from a diagnosti 
tion. Thus it would be of little value in teaci 
nonprofessional hospital worker, who ne! 
understanding of human behavior ‘than | 
gleaned from studying a text of this type. 

Although such unfamiliar words as 8? 
reference to insulin therapy and “Epam 
drug for treating the epileptic patient 
there is no glossary. The references are 
9 titles. 

This book is obviously intended prima! 
use of students and nurses in Great B 
does not adequately meet the needs of th 
the United States. ; 

Dorormy MERENESS, i. 
Boston Uni 
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` CEREBRAL MECHANISMS IN BEHAVIOR. The Hixon 
Symposium. Edited by Lloyd A. Jeffress. (New 
York: John Wiley and Sons, 1951. Price: 
$6.50.) 

The unfortunate delay of 3 years in publication of 
the proceedings of the Hixon Symposium detracts 
from the full impact of the ideas expressed, since 
most of the participants have meanwhile published 
their major theses, but reading the volume remains 
a rewarding experience to the student of “inter- 
disciplinary” research. Particularly interesting to 
this reader (as a psychiatrist) are the discussions of 
each formal paper and the concluding remarks of 
clinician Brosin, 

Von Neumann’s paper on computing machines is 
fascinating but difficult for the mathematically 
naive. It is reassuring to be reminded by him that 
regardless of its fantastic performances the autom- 
aton has to be given a purpose and direction by a 
poor human. McCulloch’s paper presents evidence 
that the brain may function in a manner analogous 
to an automaton. Lorente de No’s presentation has 
been omitted unavoidably, which is unfortunate. 
Lashley, stressing a dynamic neryous system, bril- 
liantly contends with the serial order of behavior 
(temporal integration) and offers the idea that 
partial activation in neural systems leads to serial 
activation by scansion from other neural systems. 
Kluver describes interesting behavioral changes 
after temporal and occipital lobectomies, and in an 
intriguing way describes the role of the visual 
brain in maintaining an external homeostasis. 
Köhler describes a theory of patterned vision based 
on the flow of direct currents in the cortex, Finally, 
Halsead describes “biological intelligence,” dif- 
ferentiates it from IQ intelligence, and ascribes to 
the frontal lobes a major role in its function. 

rosin’s summary begins with an elaboration of 
Gerard’s 4 levels of operation: molecular, neuronal 
network, cortical-psychological, and social man; 
and he points out that the latter two “must be under- 
Stood not only as outgrowths of their functions at 
the cellular and neuronal network levels but at 
their own distinctive levels with particularly adapted 
methods and vocabularies.” However, the relation- 
ship between levels must be always in mind as we 


Continue the search for “the biological roots of. 


man’s behavior.” As Brosin says, “Even though 
impressive demonstrations of the importance of 
environment in determining behavior continue to 
appear, we do not believe that the body can be ex- 
plained away in terms of a neutral plastic material.” 
‘spite the wealth of material presented in this 
‘ymposium, Brosin points out the paucity of infor- 
sees on the physiology of motivation, emotions, 
d pan The metapsychology of Freud has taught us 
aat deal about the operational characteristics 
¢. instinct, but the biological facts of these most 
pamenta] biological drives remain almost as 
to ae today as they’ were in Freud’s day. It is 
€ hoped and expected that continuation of the 
he of work reported in this symposium will lead 
t fe these facts—that Professor X will follow 
fessor Freud just as it was inevitable that 


Wilder Penfield would appear after Hughlings 
Jackson. 
I. Cmartes Kaurman, M. D., 
Boston University School of Medicine. 


Prosteļms or Consciousness. Edited by Harold A. 
Abramson, (New York: Josiah Macy, Jr. 
Foundation, 1951. Price: $3.25.) 


This report of the transactions of the Second Con- 
ference on Problems of Consciousness sponsored by 
the Josiah Macy, Jr. Foundation gives a verbatim 
account of what took place when a group of repre- 
sentatives of a variety of disciplines including physi- 
ology, psychiatry, anesthesiology, anthropology, 
psychology, sociology, zoology, and religion took 
part in a round-table on the subject of consciousness. 
The proceedings were recorded and published be- 
cause, as Dr. Frank Fremont-Smith, medical 
director of the Josiah Macy, Jr. Foundation, ex- 
plained in his introduction, “the Foundation in ad- 
dition to its interest in the problem of communica- 
tion between scientists, believes that conveying to 
those in other fields who are concerned with science 
the essential nature of scientific research is also an 
important problem in communication.” 

The result is a lively illustration of the very real 
difficulties involved in cross-disciplinary discussions 
and a fascinating study in group dynamics rather 
than a significant contribution to research or theory 
in the problems of consciousness. This is not to say 
that the same group, after further practice in com- 
munication, might not define their area of discourse 
and proceed to real group creativity. The funda- 
mental problems of method and agreement upon 
what phenomena should be considered still occupy 
the group in the second of what is expected to be a 
series of conferences on the same subject. 

Three papers were read in the course of the 
meetings. David Rapaport opened the Conference 
with: “Consciousness: A Psychopathological and 
Psychodynamic View.” He suggests that a suitable 
beginning of a consideration of consciousness would 
be to take the subjective experience called “con- 
sciousness” that is presented by introspective report 
and turn it, by a study of its varieties, into a scien- 
tifically usable concept. He looks upon conscious- 
ness as a “superordinate sense organ” to which 
happenings on the receptors and intrapsychically 
are relayed and which represents these in a manner 
differing in dream consciousness and waking con- 
sciousness. He uses a case of amnesia, observations 
on his own dreams, hypnagogic reveries, and day- 
dreams, and some observations on Korsakow’s syn- 
drome to describe a wide range of varieties of 
conscious experience, 

The second paper, by Gregory Zilboorg, “Varia- 
tions in the Scope of Awareness,” distinguishes be- 
tween consciousness and awareness, and holds that 
“consciousness” of an object means not only being 
“aware” of it but also establishing a relationship to 
it. The affective relationship is of primary impor- 
tance but there is in addition a subjective element 
in awareness and consciousness that can be the 
object of scientific study. 
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“Variations in States of Awareness in Schizo- 
phrenic Patients,” by David G. Wright, the third 
paper, gives a case history of a patient who suffered 
severe trauma as a child and whose later psychosis 
was characterized by a number of variations in 
awareness, inluding fugue and amnesia. 

Though a few valuable points were made in 
these papers and in some of the discussion, the total 
conference could not be said to have advanced 
knowledge or understanding of the problems of 
consciousness. 

James G. Murer, M. D, 
Department of Psychology, 
University of Chicago. 


HIRNDURCHBLUTUNGS-STÖRUNGEN: IHRE KLINIK 
UND ARTERIOGRAPHISCHE Dracnose (Disturb- 
ances of Cerebral Circulation: Their Clinical 
and Arteriographic Diagnosis). By A. Brobeil. 
(Stuttgart: Georg Thieme Verlag, 1950. 
Price: DM 45.) 


This is an interesting and valuable contribution on 
disturbances of cerebral circulation as chiefly stud- 
jed and demonstrated by the percutaneous arterio- 
graphic method. The emphasis is almost exclusively 
on nonsurgical conditions in which arteriography 
has been used widely and profitably by the author. 
Tumors, aneurysms, and vascular malformations are 
virtually omitted from discussion. In an introduc- 
tory chapter the pathophysiology of cerebral circu- 
lation is discussed. This chapter consists chiefly of 
a review of the literature and here, as elsewhere in 
the book, the author has only sparingly made use of 
the more recent non-German publications. His vast 
experience with the arteriographic method is splen- 
didly demonstrated in the second chapter on arterial 
supply of the various parts of the brain. The cor- 
responding clinical syndromes are discussed in 
detail and beautifully illustrated by numerous 
arteriograms. However, since the technique of ver- 
tebral arteriography has not been employed, the 
syndromes of the posterior cerebral artery and the 
other branches of the basilar artery are not repre- 
sented in the author’s own material. 

In the third chapter the author reviews what he 
understands under the term of “cerebral vascular 
crises.” Here highly speculative viewpoints are 
offered: for instance, the presence of vascular re- 
flexes as being instrumental in hysterical seizures. 
In his views on the importance of “cerebral vascular 
crises” in multiple sclerosis the author is close to 
opinions recently offered in this country. His failure 
to make use of modern non-German literature is 
particularly—and painfully—evident in the para- 
graphs on migraine and Méniére’s syndrome. The 
chapter on “cerebral vascular crises,” in which 
epilepsy is also included, is marred by its hypo- 
thetical trend, a weakness probably due to absence 
or near absence of abnormal arteriographic findings 
in this group. 

The 2 final chapters deal with thrombo-angiitis 
obliterans and cerebral arteriosclerosis. The value 
of the arteriographic diagnosis in the early stages of 
these conditions is successfully demonstrated. The 


book also proves that the differential diagnosis be- 
tween cerebral atrophies arising on a vascular basis 
and those that are primarily of degenerative char- 
acter can be rendered uncontroversial by arteri- 
ography. 

Despite the above-mentioned shortcomings, the 
book achieves what was apparently the author’s pur- 
pose: to prove the value of the arteriographic 
method for the diagnosis of cerebral vascular 
disturbances. 

ALFRED GALLINEK, M.D., 
New York, N.Y. 


Der EINFLUSS DES NERVENSYSTEMS AUF BAU UND 
TAETIGKEIT DER GESHLECHTSORGANE DES MEN- 
scmen (The Influence of the Nervous System 
on the Form and Function of the Human Re- 
productive Organs). By H. Stieve. (Stuttgart: 
Georg Thieme Verlag, 1952. Price: DM 36.) 


In this book Dr. Stieve presents morphological 
evidence of the influence that the nervous system, 
particularly its autonomic division, exerts on the 
functioning and especially on the macroscopic and 
microscopic structural elements of the reproductive 
system. The author demonstrated regressive changes 
in the ovaries of hens that had been kept under 
emotional stress, having been housed near the cage 
of a fox. His human material stems from executed 
persons, who naturally were under great emotional 
stress prior to their death. Although most of the 
material was collected during the period of the 
Third Reich, Dr. Stieve attempts to reassure the 
reader that- accusations made by Swiss physicians 
were not true: that his material was not obtained in 
concentration camps. 

The anatomical substrata of cessation of spermat- 
ogenesis, ovulation luteinization, of fright metrot- 
rhagias, etc., is described in somewhat tiresome 
detail. Evaluation of the psychological or psy- 
chiatric status of the victims prior to their executiot 
is virtually missing. Anatomical examinations © 
the central nervous system have not been carril 
out. Forced labor and air raid victims showe' 
changes identical with those found in the organs 
executed persons. The supposition is that they "a 
been under similar emotional stress. 


The tone of the book is unnecessarily and dis- 


turbingly polemic. The author takes passionate issue 
with those investigators who emphasize the impot- 
tance of endocrine influences. The detailed descrip- 
tion of the various anatomical changes observe a 
demonstrated in the ror pages of the book, i$ f 


exceedingly limited interest. D. 
ALFRED GALLINEK, M. "y 
New York, N. > 


THINKING: An Intropuction TO Its ExPERIMEN- 
TAL PsycHorocy. By George Humphrey. ( 
York: John Wiley, 1951. Price: $4.50.) 


“Thinking . . . . may be provisionally defined i 
what occurs in experience when an organism, hum 
or animal, meets, recognizes, and solves a problem 
Using this definition, the author presents 4 scholars: 
critical, and rather dull discussion of theoreti 
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and experimental work bearing on the concept so 
defined. The purpose of the volume, as stated in 
his preface, is to help those who are planning psy- 
chological research into the subject of the intellec- 
tual processes of human beings. 

Mr. Humphrey is clearly aware of the important 
issues in this field and appears to take cognizance 
of the most crucial experiments and most significant 
experimenters, with exceptions which he himself 
notes. However, the value of a “strictly introductory 
volume” to “those planning psychological research” 
may be questioned. It is easier to understand the 
usefulness of this book to someone from another 
field, who is interested in a competent and concise 
historical discussion to aid in orienting him in the 
field of the higher mental processes. 

Theoretical viewpoints analyzed include the as- 
sociationist position; the work of the Wurzburg 
group; the formulations of Selz, who presented a 
modification of the work of this group; and the 

” Gestalt orientation, ; 

Important experiments concerning thought and 
motor reaction, language and thought, and generali- 
zation are treated in separate chapters. A final 
chapter of conclusions points out the most important 
current problems in the field, which include the 
issues of the “motor” of thought, the existence of 
unconscious elements in thought, the importance of 

overt” processes, and the question of how the 
thinker recognizes the “correct” solution when it 
is found. 

Tt is unlikely that there is anything sufficiently 
new or remarkable in this book to engage the in- 
terest of clinical psychiatrists unless they are en- 
gaged in research and scholarship involving the 
minutiae of cognitive processes. This is not an 
outstanding example of the many useful contribu- 
tions Present-day experimental and theoretical psy- 
chologists are making to clinicians. 

James G. Miter, M. D. 
Department of Psychology, 
University of Chicago. 


Tue Rance or Human Capactriss. Second edition. 
By David Wechsler. (Baltimore: The Williams 
and Wilkins Co., 1952. Price: $4.00.) 

This is the second edition of a book published 
wee 20 years ago. The author states that he has 
k en disappointed that so very little new work has 
He done in this field in these intervening years. 

.© 18 puzzled by the lack of adequate data but later 
ee the reasons for the lack of this material. In 
ties first place methods of measuring human capaci- 
ikat are inadequate to the problem. The techniques 
thea yield data that can be handled statistically 
littl ass such simple components that they are of 
capaci elp in giving an indication of the important 
Ra ae of a whole human being. When it comes 
Ae ellect and emotional functions, the methods 
em aly qualitative and suffer when an at- 
cae 1s made to submit them to quantitative 
Ways eee treatment. Thus there are 3 general 

ha ae which mental abilities may be measured. 
ck "i the method of collection of expert opinion; 

nd, the method of inverse frequency; and, 


finally, the method of psychophysical correlation. 
All of these have serious limitations, which the 
author describes. There is no way of converting 
qualitative judgment into quantitative units. 

In spite of all these criticisms of methods and of 
data already available, the author has collected an 
interesting body of material. He has tables giving 
range of variation in measurements of human traits 
that begin with linear measurements, weights, some 
physical and chemical measurements such as body 
temperature, various blood components, blood pres- 
sure, etc., human milk, measurements of strength, 
weight of a variety of organs of the body, measures 
of motor capacity, various types of manual dex- 
terity, perceptual abilities, productive operations, 
such as typing, card punching, etc. Only studies 
that have included more than a hundred subjects 
have been tabulated. The range of variation is com- 
puted as a ratio between the extreme values where 
the highest and the lowest are defined as the 2nd 
and the 999th in every thousand. With these ex- 
treme deviants omitted the author discovers that 
with most measures the mass of human beings are 
very much alike, the ratio varying between 1.16: 1 
and 2.93:1. This applies even to the measures of 
typing and various mechanical skills. In a lesser 
extent it applies to perception and intellectual abili- 
ties. On the basis of these data the author concludes 
that screening tests are of value only in their cruder 
forms in order to pick ‘out the rare extremes in 
human abilities. 

There is an interesting chapter on declining ability 
with age. Here it is pointed out that most of the 
data reveal the fact that intellectual functions, no 
matter in what way tested, begin to decline after 
age 30 at a rate that is almost as rapid as the de- 
cline in physiological abilities. The author points 
out that very few psychologists in summarizing 
their work have been willing to face this fact. He 
feels that the decline is so great that most men by 
the age of 50 should be retired from any important 
position. 

The chapter on genius is disappointing in that it 
appears that very little has been added to the work 
of Francis Galton during the last century. In the 
first place, there is little agreement on how to pick 
a genius. Very little is known of the particular 
components that are essential to genius. The only 
well-established conclusion seems to be that gen- 
iuses are rare. 

From the point of view of the biologist and physi- 
cian the book is disappointing in the author’s com- 
parative neglect of the literature in genetics, biol- 
ogy, and medicine. The Minnesota group of 
Scammon, Paterson, Jackson, and Harris are not 
mentioned. Kretschmer’s studies of physique and 
genius are neglected. There is also a large litera- 
ture on physiological and chemical variables and 
organic weights that has been slighted. However, 
from the point of view of the psychologist and 
administrator the book should prove useful and 
stimulating. 

Epwin F. Girpea, M.D. 
Washington University, 
School of Medicine. 
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Wuo Are tHE Gurry? By David Abrahamsen, 
M.D. (New York: Rinehart and Company, 
1952. Price: $5.00.) 


“All criminals,” says Dr. Abrahamsen, “show the 
effects of having parents one or both of whom were 
sadistic and dominating.” Although he does not 
accept any easy, one-cause explanation for delin- 
quent behavior, Abrahamsen does believe that “when 
men break the law, they are giving expression to 
mental illness.” The only sound approach, therefore, 
is psychotherapy. He rather underemphasizes slums 
and other ecologic factors as contributing causes of 
delinquent behavior. His thesis is that such behavior 
arises out of internal emotional conflict, which in 
turn is due to unfortunate handling by parents. 
Even then, he adds, “the trouble did not start with 
them, but with the grandparents or great grand- 
parents or even further back.” 

The difficulty with this concept is partly semantic 
and partly operational. For instance, the author 
states that in all his experience he has never found 
an offender who did not show some mental pa- 
thology. But he defines “mental pathology” so 
broadly that it includes all varieties of antisocial 
personality. This dilutes the concept to the point 
where it becomes semantically meaningless and 
operationally futile. Since a criminal is antisocial 
by definition, it gets us no further to say that anti- 
social personalities are mentally abnormal, therefore 
all criminals are mentally abnormal. And the 
futility of the concept becomes apparent when we 
realize that the sources of this psychopathology lie 
in parents, grandparents and great-grandparents. 
I do not say that this thesis is wrong. I merely 
wonder how useful it is. 

It may be true, as Abrahamsen says, that crimi- 
nals commit crimes because they cannot help them- 
selves. But the public’s demand that criminals be 
treated toughly is rooted in the same kind of ir- 
rational impulse. To put it another way: the bur- 
glar has a compulsion to commit burglary and the 
judge has a compulsion to send the burglar to 
prison. Abrahamsen senses this vicious cycle, but 
suggests that the law-makers should be rational 
enough to approach the problem objectively even 
if the criminal isn’t. I think he does not give 
enough weight to what might be called the “mental 
hygiene yalue” (to society, not to the criminal) of 
hurting those who break the law. If it is only 
human nature to commit murder, it is equally human 
nature to be furiously frustrated when some one 
else gets away with murder. 

Although Abrahamsen very properly wants to 
get away from the word “criminal” (he prefers 
“delinquent”) and’ from all associated moral judg- 
ments, he also recognizes that “if there were no 
punishment, crime would be so frequent that there 
would be no end to it.” This may sound confusing, 
but it isn’t my fault. The author does believe that, 
for all but a small group of offenders, psychother- 
apy is the only sound approach. Presumably he 
would not class psychotherapy as “punishment.” 
Yet he does recognize the need (to society at least) 
for punishment. 

There is something courageous in the author’s 
attempt to sell to the public the idea that, in effect, 


no criminal is ever really “responsible” for what he 
does (implicit in the concept that criminals commit 
crimes because they cannot help themselves). For 
all I know, this may be true. I doubt if the courts 
and legislators are yet ready to buy stock in the 
idea, but Dr. Abrahamsen is a splendid advocate 
and presents his brief very ably. 

This is the best book I have seen on the psy- 
chopathology of crime. Incorporated in it is an 
elementary but sound and highly readable treatise 
on psychodynamics. It is well seasoned with illus- 
trative case reports. Numerous and highly per- 
suasive examples of successful psychotherapy are 
given. It includes some fresh and provocative ma- 
terial on the role of psychosomatic disorders in 
antisocial behavior. There is a good chapter on 
schools and mental hygiene. The prison is given 
a thorough going-over, and the author very prop- 
erly emphasizes the challenging and prestige-giving 
potentialities of prison service as a career. 

There is a minor diversion into international 
politics that seems faintly irrelevant. Referring to 
the execution of some of the war criminals, he says: 
“To secure our safety we found it necessary to kill 
many very sick men. We chose to forget the con- 
ditions that caused their inhumanity and lust for 
power.” While the victims of the gas ovens might 
not appreciate this charitable attitude, it does rep- 
resent a laudable determination to be rational and 
objective at any cost. “fing 

One little thing bothers me about his prescription, 
however. He does light up the tremendous pos- 
sibilities of curing the criminal by psychotherapy. 
(Indeed he thinks that psychiatric treatment, when 
indicated, should be made an absolute condition 0 
parole.) But then he tells us that “if the offender 
refuses treatment, the psychiatrist is helpless. 

All this may sound as if the book has some holes 
in its thesis. Yet in the aggregate it is a solid text, 
intensely interesting, highly readable, and vitally 
important. It is one of the few texts that really 
does spell out a treatment technique for the delin- 
quent. As indicated, I do not agree with some of its 
major premises. But I could be wrong. 

Henry A. Davinson, M. D, c 
Washington, D.© 


Tue STORY or THE ADAPTATION SYNDROME: ue 
Hans Selye. (Montreal: Acta, Inc, 195% 
Price: $4.50.) 


This book is a compilation of a series of lectur 
given recently by Selye to various audiences 
has preserved the informal popular style of i 
lectures so that the book bears little resemblar 
most scientific monographs. To those who sa s 
objective analysis of the “General Adaptation Me 
drome,” the author (and the reviewer) recomta 
other sources. Nevertheless, the book prese of 
Selye’s recent concepts of the interrelationship al 
pituitary and adrenal cortical hormones in his ae 
interesting, provocative, and sometimes exaspel 
ing way. 
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Bertrand Russety’s Dictionary or MiND, MAT- 
TER AND Morats. Edited by Lester E. Denonn. 
(New York: Philosophical Library, 1952. 
Price: $5.00.) 


Spinoza DICTIONARY. Edited by Dagobert D. 
Runes. (New York: Philosophical Library, 
1951. Price: $5.00.) 


It is an interesting coincidence that two books 
should appear almost at the same time in which 
are anatomized alphabetically the thoughts of two 
great philosophers living 300 years apart. No two 
men could be more unlike in background, cultural 
environment, point of view, mental horizon, or man- 
ner of expressing themselves. They shared one 
qualification, however: both led stormy lives. Spi- 
noza’s forbears had been persecuted and driyen out 
of the Iberian peninsula by the Catholics, As exiles 
in Holland they still lived in terror of the Holy 
Inquisition. Spinoza himself was disowned by his 
own people and eventually cast out of the Jewish 
community. Three hundred years after his birth 
they undid the injury and reinstated him with full 
honors, Bertrand Russell likewise suffered perse- 
cution because of his ideas both at home and in 
America; witness the shocking intemperance and 
malevolence of the ecclesiastical attack upon him in 
1940 on the occasion of his appointment on the 
staff of the College of the City of New York (v. 
The Bertrand Russell Case, edited by John Dewey 
and H. M. Kallen, 1941). 

The range of topics in the Spinoza Dictionary is 
comparatively narrow. They deal predominantly 
with mental states and attitudes, philosophical and 
especially theological subjects. His preoccupation 
with the concept of God has become proverbial. 

Ich glaube an Spinoza’s Gott,” replied Einstein 
to a specific question whether he believed in God. 
And since Spinoza’s whole philosophy turns on his 
idea of deity we can do no better than quote him. 
All men are born ignorant of the causes of things. 


hans for human use... .. Thus the pre- 
y ice developed into superstition, and took deep 
Cot in the human mind... . . There is no need to 


eo and that final causes are mere human fig- 
a SEER So they will pursue their questions 
the me to cause, till at last you take refuge in 
ERA of God—in other words, the sanctuary of 
Tue eee Hence anyone who seeks for the 
natural oe of miracles, and strives to understand 
to aa phenomena as an intelligent being, and not 
RA at them like a fool, is set down and de- 
masses aS 2 impious heretic by those, whom the 
gods, cae as the interpreters of nature and the 
rea uch persons know that, with the removal of 
pei the wonder which forms the only avail- 
tho for procuring and preserving their au- 
ity would vanish also.” i 
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Tt took courage to write those words in the mid- 
seventeenth century. For Spinoza the word God, 
which he uses so frequently, appears to be merely 
a short-hand synonym for The-Totality-of-the- 
Space-Time-Universe. And he adds: “The mind’s 
highest good is the knowledge of God.” 

Humor will not be found in the Dictionary 
either as a topic or as a quality of literary style. 
The circumstances of Spinoza’s life did not make 
for humor. But biting sarcasm is here. For ar- 
togance, stupidity, and hypocrisy he allowed no 
quarter. “I have often wondered that persons who 
make a boast of professing the Christian religion, 
namely, love, joy, peace, temperance, and charity 
to all men, should quarrel with such rancorous ani- 
mosity, and display daily towards one another such 
bitter hatred, that this, rather than the virtues they 
claim, is the readiest criterion of their faith.” One 
surmises that Fundamentalists and other such might 
take umbrage at some of the Spinoza doctrine. 
Many of his contemporaries were not pleased 
either; they called him atheist. 

A few random quotations from the Dictionary 
may be added: 

Bondage. “Human infirmity in moderating and 
checking the emotions I name bondage.” 

Democracy. “I believe it to be of all forms of 
government the most natural and the most conso- 
nant with individual liberty.” 

Free Will. “In the mind there is no absolute of 
free will; but the mind is determined to wish this 
or that by a cause, which has also been determined 
by another cause, and this last by another cause, 
and so on to infinity.” 

Mind. “Mind and body are one and the same 
thing, conceived first under the attribute of thought, 
secondly under the attribute of extension.” 

Superstition, “The human mind is readily swayed 
this way or that in times of doubt, especially when 
hope and fear are struggling for the mastery, 
though usually it is boastful, over-confident, and 
vain.” 

Virtue. “The mind’s highest virtue is to know 
God. Humility is not a virtue, or does not arise 
from reason.” 

In compiling the Spinoza extracts the editor has 
of course drawn most extensively from the Ethics 
but also literally from the other ‘treatises of this 
“last of the mediaevals and first of the moderns” 
and from his letters. 

The Russell Dictionary is of vastly greater range, 
and it has one advantage of dealing with subjects of 
contemporary interest as well as with those of the 
past. Indeed there is hardly an important human 
issue that is not here touched upon. (There are up- 
wards of 1,000 selections from more than 100 
sources.) Contrasting with Spinoza’s often pon- 
derous and difficult style are Russell’s clear, forth- 
right statements, enlivened with wit and epigram. 

Lord Russell writes philosophy as a scientist; it 
is something quite different from the philosophy of 
a theologian. In his preface to the Dictionary he 
remarks: “A theologian proclaims eternal truths, 
the creeds remain unchanged since the Council of 
Nicaea” [325 A.D.]. And the acid comment fol- 
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lows, “Where nobody knows anything, there is no 
point in changing your mind.” 

The selections here recorded cover the period 
from 1912 to 1951, during which one world has dis- 
appeared and another swarming with malign ele- 
ments has taken its place. Opinions both social and 
scientific have undergone change, and the author of 
the sayings in this book expresses the hope that the 
reader “will not suppose the remarks which it 
quotes to be intended as pontifical pronouncements, 
but only as the best that I could do at the time 
towards the promotion of clear and accurate 
thinking.” 

During the second decade of this century Ber- 
trand Russell was in trouble because of his views 
on war, There are several entries on war in the 
Dictionary but no very positive opinion is quoted. 
The nearest thing to it is the statement that war of 
self-defense “is almost universally admitted to be 
justifiable, and is condemned only by Christ and 
Tolstoy.” The author’s position, however, with re- 
gard to Nazi, Fascist, Japanese, and Communist 
aggression is well known, and he has advocated 
vigorous measures against Soviet plundering. 

As for pacifism he distinguishes between indi- 
vidual and political varieties, and thinks that “the 
most useful kind of pacifism, and also the one most 
likely to become influential, is relative political 
pacifism,” that is, the creation of “machinery that 
will diminish the likelihood of great wars.” He 
urges that “a civilized and humane way of life can 
hardly survive where wars are frequent and 
serious,” 

The Russell leaning toward socialism is somewhat 
difficult to follow from the quotations in the Dic- 
tionary. “What do we mean by ‘socialism?’” he 
asks, and presumably in the word “we” includes him- 
self. And he answers the question: “The definition 
of socialism consists of two parts, one economic and 
one political... . . All land and capital must be 
the property of the state..... On the political 
side, socialism... . . demands that all sane adults 
should haye an equal share of ultimate political 
power.” It is not clear who the “sane adults” are. 
Could he mean everyone not certified and committed 
to a mental hospital? Socialism, the author states, 
“certainly has as its ideal equality of income, sub- 
ject only to such modification as may be imposed by 
the special needs of various classes of workers.” 
Who is to determine the modification, assess the 
special needs, and do the imposing? In the same 
paragraph we find, “There is no need of equality 
of income for all; .... the fact that Chaliapin is 
paid more than a sceneshifter does not suffice to 
prove that Russia is still bourgeois.” Socialism 
aims at “an ultimate immense increase in general 
happiness,” but unfortunately the means thereto 
produced spirited opposition, “opposition led to bit- 
terness and class war, and in the end there were 
many in whom hatred of opponents outweighed the 


original humanitarian motive. Marx sancti 
hatred and the strife. The gain to the wag 


Marx’s liverish misanthropy.” Of Communis 
read: “Communism is not democratic. What 
the ‘dictatorship of the proletariat’ is in fact tl 
tatorship of a small minority, who become 
garchic governing class..... Communi 
stricts liberty, particularly intellectual liberty, 
than any other system except Fascism. . . . a7 
rifying engine- of oppression. .... Under 

a system progress would soon become impo 
since it is the nature of bureaucrats to object 
change except increase in their own power. 
this is enough of Socialism-Communism. Too 

The contrast between Spinoza and Russell ¢ 
out vividly if we compare certain topics that 
in both Dictionaries. Spinoza, notably, has a 
deal to say about God; Russell very li 
everything must have a cause,” the latter com 
“then God must have a cause. If there can 
thing without a cause, it may just as well 
world as God, so there cannot be any val 
that argument. It is exactly of the same nai 
the Indian’s view, that the world rested 
elephant and the elephant rested upon a 
and when they said, ‘How about the tortoise 
Indian said, ‘Suppose we change the subject 

Of religion Spinoza said, “I make this € 
tinction between religion and superstition, 
latter is founded on ignorance, the former on! 
edge.” Russell says, “By a religion, I m 
of beliefs held as dogmas, dominating the com 
life, going beyond or contrary to evidence, 
culcated by methods which are emotional or ai 
tarian, not intellectual.” It might be mention 
the writings of Bertrand Russell have so} 
been honored by inclusion in the Index Li 
Prohibitorum. E 

On some subjects almost identical opinto 
expressed in the two Dictionaries. Comp: 
quotation from Spinoza on free will with R 
statement: “The first dogma which I came 
believe was that of free will.” 

It is obvious that brief extracts and short 
tations cannot adequately express the teal 
the two great philosophers represent 
Dictionaries. The books do, however, fu 
cellent introductions and guides to their 
thinking. 

Of his seventeenth century predecessor 
Russell wrote: “Spinoza is the noblest a 
lovable of the great philosophers. Intel 
some others have surpassed him, but ethi c 
supreme.” It would be interesting to known 
opinion Baruch Spinoza might have formed 
trand Russell. c 
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MEMORY AS A BIOLOGICAL FUNCTION: 
ROLAND P. MACKAY, M.D., Cxicaco, ILL. 


The prime duty of a biological psychiatrist 

is to consjder mind and behavior from a 
broad, biological viewpoint. Specialization 
is intellectual provincialism unless special 
areas are surveyed in their larger relation- 
ships. The question of memory—at once the 
most crucial and difficult of psychological and 
physiological problems—is a perfect case in 
point. In the following discussion we shall 
seek some of the universal features of niem- 
ory as a basic biological function, and go as 
far as we can in understanding its operation. 
At the outset it is clear that human memory 
is but a special manifestation of a more 
general biological retentiveness, whichispres- 
ent in some form in every living thing. This 
tetentiveness, this biological memory, is both 
sensory and motor. Each organism must re- 
tain throughout its life a selective sensitivity 
to those stimuli that are of significance to it, 
distinguishing,” if you will, between varying 
circumstances. It must, thus, have enduring 
patterns of receptivity, or sensory memories. 
It must also react appropriately, from day to 
day and from year to year, with enduring 
Patterns of response, or motor memories. It 
1s at once clear that patterns of receptivity 
and those of response are linked together as 


' Operative units, as sensorimotor memories, 


in the behavior of the organism. 
Furthermore, memories, in this biological 
Sense, may be inborn or acquired. In the 
Simplest forms of life, without a nervous 
System, one may speak of vegetative memory, 
Which is inborn, Even protozoa consistently 
distinguish between food and noxious agents. 
he ameba, for instance, responds regularly 
Eos by approach, engulfment, and absorp- 
n, and to irritants by withdrawal. Thus, 
te ameba, so long as it lives, “remembers” 
distinctions essential to its life. Similarly, 
hae “remember” their tropisms—they are 
—Muringly and selectively sensitive to light, 


1 F = rs 
pip idential Address read before the Society of 
City, NJ. Psychiatry, May 11, 1952, Atlantic 
Liam the Department of Neurology and Neuro- 
edi Surgery, University of Illinois College. of 
cine, and St. Luke’s Hospital, Chicago. 


to water, to gravity, and respond appropri- 
ately. Witness the turning of the sunflower 
to the sun, or the opening of the morning- 
glory at the coming of day. Such inborn 
memories remain relatively unaltered by the 
experience of the individual. Among the 
least modifiable of inborn memories are those 
of insects. For hundreds of thousands of 
years bees, for example, have taken nectar 
and pollen from flowers, have built their 
hexagonal honey-combs, and have lived ina 
stereotyped social organization of extreme 
complexity. Some insects (¢.g., butterflies), 
exhibiting inborn sensorimotor memories of 
great complexity, transmit these patterns not 
only from one generation to the next, but 
through metamorphoses in which they lie 
dormant while entirely different behavior pat- 
terns operate. No discussion of memory can 
ignore these remarkable creatures who re- 
member so much, so perfectly, and so un- 
changingly. ; 

In those animals possessing a nervous sys- 
tem, not only are inborn memories more 
complex, but acquired patterns of receptivity 
and reaction are added to those that are in- 
born. Even bees must “learn” the geography 
of their individual fields and must go and 
come in their specific environment. Thus 
they acquire new sensorimotor memory pat- 
terns as elaborations of those inborn, The 


~ mating instincts of birds are certainly inborn, 


and tenaciously retained, but they are re- 
fined by acquired memories, since many are 
monogamous and must be said to remember 
their mates and their young. Consider also 
the remarkable acquired memories of cartier 
pigeons. 

In the acquired memories of higher ani- 
mals, such as man, we reach familiar ground. 
Inborn memory patterns exist here, too, from 
the sucking reflex of the babe to the sex ` 
instinct of the adult, but they are all richly 
elaborated and modified by acquired mem- 
ories of enormous subtlety and complexity. 
Acquired memories are not only readily 
formed; they are fortunately easily lost with 
disuse, permitting a constantly precise ad- 
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justment to a changing environment. In 
man, as in other biological organisms, both 
sensory and motor patterns cooperate in the 
complex whole. The verbal skills of the 
linguist, the dexterity of the violinist, with 
all the nuances of his “interpretation,” and 
the grace and rhythm of the swimmer are all 
based on acquired sensorimotor patterns of 
memory. 


Tue PsycHotocy or MEMORY 


The subjective aspects of memory afford 
indispensable aid to its study in man, and 
contribute much to a general neurologic 
theory of memory. Acquired memory is cus- 
tomarily said to involve 4 processes: (1) im- 
pression, (2) retention, (3) recall, and (4) 
recognition. To these I wish to add a fifth, 
reaction, as an integral part of the whole. 
The dynamic psychiatrists will forgive our in- 
dulgence in elementary classical psychology. 

(1) Impression must be the primary event, 
but it is well to remember that the impres- 
sion, when an object is first presented to an 
infant, is a meaningless flood of sensory 
items, of diverse modalities, leading to no 
perception. For example, a stick of red 
candy given for the first time to a child 
affords him a wealth of visual stimuli— 
color, brightness, shadows, bordering lines, 
and all in motion—and also a mass of ther- 
mal, tactile, and kinesthetic stimuli as he 
handles it, of auditory stimuli as he drops it, 
and additional tactile, olfactory, and gusta- 
tory stimuli as he places it in his mouth, to 
say nothing of the changes in his visceral 
sensations of hunger as he consumes it. Thus, 
even simple objects induce complicated, 
multimodal sensory experiences, the individ- 
ual items of which always “hang together.” 
Of crucial importance is the affective tone of 
some of the sensory modalities. Certainly the 
gustatory and visceral sensations convey 
strong affective tone—pleasurable to the child 
in the case of candy. This affective, pleasur- 
able response would seem original and un- 
learned, an unconditioned reflex in Pavlov’s 
terms, an inborn memory in psychological 
terms. With repetition, the affective tone is 
ultimately evoked by the other, associated 
modalities—even the sight of the candy be- 
comes pleasurable. Thus, not only do the 
disparate sensory items in the experience 
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come to “hang together,” but they all par- 
take of the same affective tone. 

(2) Retention has already become psycho- 
logically evident in the above discussion, 
since repeated stimulation with the object 
finds the child progressively altered sub- 
jectively. The nature of this retention is not 
evident to subjective observation, but certain 
features are at once quite obvious. (A) For 
any retention to occur an affective quality or 
tone must be present. Probably no sensory 
experience is totally devoid of affective tone, 

r “meaning” for the subject, or it would be 
completely disregarded. In general, strong 
affective tone, either pleasurable or painful, 
secures prolonged retention. The child never 
forgets the pleasurable sweetness of candy or 
the painful burning of fire. (B) The repeti- 
tion necessary to secure retention is inversely 
proportional to the affective tone inhering in 
the experience. A single experience may 
suffice for learning if sufficiently vivid affec- 
tively. Experiences nearly neutral affectively 
(e.g., nonsense syllables) require many repe- 
titions, but such neutral experiences may be 
artificially invested with affectivity ( eg bya 
prize offered), and so be learned quickly. 
(C) Some sensory modalities of stimulation 
—especially the visual and auditory—lea 
to retention of impression more readily than 
others, but there are individual variations " 
this regard. Some persons, for reasons not 
known, retain visual impressions best, others 
auditory. Kinesthetic and equilibratory set 
sations are strongly retained, olfactory sef- 
sations only weakly. ‘ 

Repeated impressions are not remit 
exact duplications of their originals, but 3 
summations or abstractions of them 3 
These are called concepts, in the construction 
of which the several sensory modalities par 
take in rough proportion to their on 
contribution to the impressions. The nt 
ticipation of multiple sensory modalities e 
the formation of a concept is its most imp" | 
tant feature. For example, my concept 0 
“hat” includes visual images of hats be 
sizes, shapes, and color, as well as tactile, t! m 
mal, and proprioceptive images of hats I ha f 
worn or held in my hands, not to mention it 
olfactory images of hats wet with adi 
sweat. Some concepts are specific, an foil 
slightly abstracted, such as the concep! 
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a memorized poem. But even here the mem- 
orized poem is a composite of auditory and 
visual images of the words, kinesthetic im- 
ages of the recitation of the poem, as well 
as the evoked imagery of the thought and 
meaning of the poem’s content. Every con- 
cept retains its own composite emotional or 
affective tone, which is rarely pure, being 
rather a mixture of pleasurable or unpleasur- 
able elements. (Neurotic conflicts are based 
on concepts with opposite or incompatible af- 
fective tones—e.g., for a daughter, the con- 
cept “mother” may have irreconcilably op- 
posite emotional components, leading to 
grossly disturbed behavior.) 

Concepts are infinitely complex and are 
arranged in a hierarchy of categories—a 
structure of groups and subgroups. For ex- 
ample, my concept of “hat” is a subgroup of 
a larger concept of “clothing,” and has its 
own subgroups of “men’s hats,” “women’s 
hats,” “felt hats,” “straw hats,” or what-not. 
The emotional or affective tone varies be- 
tween these categories, and determines the 
type of hats I buy or do not buy, like or do 
not like on others. 

(3) Recall is the evocation of concepts. 
It will be remembered that concepts are ab- 
Stractions of numerous multimodal sensory 
experiences. The elements, even of diverse 
modality, composing a concept may be said to 
have access to each other—they “hang to- 
gether,” as did the many items in their sen- 
Sory originals. A concept may be evoked by 
a new sensory experience related to it by 
Some species of similarity, dissimilarity, or 
contiguity. For example, I encounter a man 
On the street whose form, facial coloring, 
Voice, and movements are so similar to those 
items in my concept of my friend, “A,” that 
that concept is recalled. The similarity in 
Some cases may be indeed tenuous, consisting 
merely of the shape of the nose, or a unique 
ttick of gait. Furthermore, the sound of my 
friend “A’s” voice on the telephone wakes 
pet only my auditory concept of his voice, 

ut also my visual concept of his face, and 
my kinesthetic concept of his handshake. 
hus a whole concept “hangs together” and 
SI be dragged into recall by a single item 
concurrency or connection in the new ex- 
ire. A concept may be evoked also by 

‘other concept with which it was originally 
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associated in time or space, and may, in turn, 
evoke still others by association. Thus a 
whole train of evoked or recalled concepts 
may flow in sequence, one-after the other, 
independently of any new sénsory experience, 
and linked only by their mutual association. 
Such sequences of concepts may flow in 
either direction, and any concept may be 
evoked in many different sequences. A re- 
called or evoked concept is called an image 
or idea, and a flowing series of images, each 
bound by association to its successor, is a 
species of thinking called imagination or 
ideation. In each recall, however achieved, 
the affective tone comes tumbling in, never 
to be separated from its parent image. 

The process of recall, either in new experi- 
ences or in imagination, is shaped or gov- 
erned largely by the affective tone imposed by 
the total situation and by the previous ex- 
periences of the individual. For example, the 
train of ideation initiated by the sound of a 
policeman’s whistle will vary widely depend- 
ing on what the hearer is doing at the mo- 
ment, and what his previous experiences with 
policemen’s whistles has been, A still better 
example is the widely variant ideational train 
initiated by the sight of a nude woman, de- 
pending on whether the physician observing 
her is conducting a physical examination or 
indulging in amorous exercises. 

(4) Recognition is a purely affective proc- 
ess, and consists, of a feeling of familiarity 
when a new sensory impression corresponds 
to the evoked conceptual image. For example, 
when the observed characteristics of the man 
I encounter prove congruent with those of 
my evoked concept of my acquaintance, PA? 
I “recognize” that man as “A,” and the proc- 
ess of recognition is the affective feeling of 
familiarity. This feeling of familiarity is not 
to be confused with the additional emotional 
response to “A,” which will depend entirely 
upon my pre-established emotional attitudes 
to “A”—whether those of friendship, hos- 
tility, envy, fear, or what-not. 

Tt is to be noted that with the establishment 
of recognition, which we have seen is an af- 
fective feeling of familiarity, memory ceases 
to be a purely passive, or sensory, process 
and takes on the character of an active re- 
sponse, particularly since with the feeling of 
familiarity comes an additional emotional at- 
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titude toward the concept evoked and the 
thing recognized, This emotional process 
(recognition plus affective attitude) alone 
lends meaning or significance to the experi- 
ence—the process known as apperception— 
and constitutes, in physiological terms, the 
visceral response. 

(5) Reaction. The orthodox consideration 
of the psychology of memory customarily 
ends with recognition, It seems correct, how- 
ever, to append reaction as the fifth and final 
process, This’ reaction consists not only of 
the emotional attitude or visceral response, 
but also of the extrinsic motor response of 
the organism, and for purposes of physiologi- 
cal analysis completes the whole process. For, 
as we have seen, there are motor memories 
no less inescapable than sensory. Having 
recognized a presenting situation, with the 
evoked emotional attitude, the organism re- 
sponds actively in accord with that attitude. 
Thus, retained patterns of receptivity and re- 
sponse, in man as in insect, operate as a unit 
of behavior. But the response is never quite 
the same in all its kinetic detail, even as- 
suming hypothetically an identity of circum- 
stances. 

An example will make clear this highly 
important point. A shortstop, in accord with 
his acquired motor habit, and with a wealth 
of kinetic detail, races forward, scoops up a 
bounding ball, and throws out the runner at 
first base. This complicated motor response, 

_ with its intricate visual, kinesthetic, and equi- 
libratory controls, and its fantastic opera- 
tional synergy and coordination of thousands 
of motor units cannot conceivably be abso- 
lutely identical in all its details on any 2 
occasions, no matter how similar the condi- 
tions. And yet the fielding of a batted 
ground-ball by the shortstop, followed by 
the, hurried throwing of it to the first base- 
man, is a well-learned act-in-sequence, con- 
stituting a quite precise motor habit. Simi- 
larly, every inscribing of one’s signature, 
every playing of a familiar selection on a 
violin by a skilled musician, and every riding 
of a bicycle down a quiet lane is an individual 
and unique expression of its own generalized 
motor pattern, 

Thus, the learned motor habit, or pattern’ 
of Teaction to a given situation, is a generali- 
zation, or abstraction, for which I should like 
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to coin the term kinemnesis,? or motor mem- 
ory, built up as a summation of innumerable 
previous performances of the act. The ki- 
nemnesis is the motor homologue of the 


. sensory concept, and’ each act performed in 


that pattern is a single particularized expres- 
sion of its kinemnesis, just as each perception 
is a particularized contribution to its concept, 

The character of an individual—his endur- 
ing patterns of conceptual and kinemnestic 
interaction with the complexities of life— 
is the sum of his ideational and motor mem- 
ories, inborn and acquired. Without this 
broad, inclusive memory function, he would 
have no character—no capacity to perceive 
and behave in any consistent fashion. He 
would be as characterless as the new-born 
babe. In the operation of this memory func- 
tion, the affective or emotional elements in 
lending value and significance to the sensory 
inflow, and in imparting a discriminating 
dynamic to the motor output, are immediately’ 
obvious. The structure and consistency of 
character depend, in the ultimate analysis, 
on these affective functions. 


Tue Orcanic Basis or MEMORY 


Any inclusive discussion of the organic 
basis of memory would require more time 
than we have at our disposal, and much more 
knowledge than we have yet acquired. The 
vegetative memory of protozoa and other 
primitive forms, and the persistent and pre- 
dictable behavior of plants must, we may 
assume, depend upon physicochemical re- 
actions. This does not tell us much, except 
that memory at this level must reside in the 
molecular structure of some elements of pro- 
toplasm. The species-specificity of these tê- 
actions and their transmission through thou- 
sands of generations suggest that their physt- 
cal basis must be carried by the genes, ve 
as morphologic continuity is so carried. The 
fact that such simple retained patterns o 
behavior represent “only tropisms” does n 
diminish their importance in a holistic et 
cept of memory. We shall not “understan : 
memory in its more complex manifestation 
until we know more of these basic process® 
in lower forms. pe 

Behavioral memory in animals possessing 
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nervous systems is infinitely more complex, 
and hence more difficult to analyze, but its 
very complexity offers us the opportunity to 
say much more about it and perhaps to clarify 
our thinking about memory in man. 

The distinction between inborn and ac- 
quired memories involves only their origin. 
Inborn memories are not established in the 
individual; they are transmitted, it must be, 
in the genes, and their original establishment 
must have occurred in the distant past, when 
they arose as a mutation, or in some fashion 
we cannot imagine. Once established, inborn 
memories, or patterns of behavior, must func- 
tion in much the same way as do acquired 
memories. If we may turn again to the in- 
sects, the bee can only be imagined to carry 
somewhere in his nervous system a set of 
generalized sensory abstractions comparable 
to our human “‘concepts,” by reference to 
which he “recognizes” flowers, “chooses” 
suitable locations for the establishment of his 
hive—be it in hollow tree or human contriv- 
ance—and “selects” the conditions suitable 
for his operations. Such a bee must also carry 
in his nervous system a complex set of gen- 
eralized motor abstractions, comparable to 
our human “kinemneses,” by the operation 
of which he builds his hexagonal comb, flies 
his paths to and fro, and manufactures his 
honey for a complicated apian society. 

_ The higher animal, such as man, possesses 
in the same way his generalized sensory ab- 
stractions or concepts, by congruence with 
which incoming constellations of stimuli are 
recognized, or perceived, and his equally 
generalized motor abstractions, or kinem- 
neses, by the activation of which he responds 
skilfully to the perceived sensory inflow. 
These concepts and kinemneses are, however, 
in man, largely acquired; they are “condi- 
tioned” or learned responses. They operate, 
from Sensory input to motor output, exactly 
as do the inborn responses, but they are more 
Variable and plastic. The dynamic drive of 
a retained patterns of response is af- 
Hen or emotional ; the affective “feeling of 
: iliarity” that constitutes recognition at 
nce evokes the more definitive affective 
attitude to the perceived situation, and this 
“motional attitude activates the retained 
teg nees, which, under the constant con- 

ol of kinesthetic, equilibratory, visual 
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checks and facilitations, sets the pattern for 
the motor response. 

With the information at our disposal no 
very satisfying neurologic theory is possible 
as to how this process is set up and operated. 
The simplest examples may help us, however. 
Selecting for convenience a visual stimulus, 
let us assume that an individual is presented 
for the first time with a triangle, A triangular 
pattern is thereby projected upon the retina, 
stimulating rods and cones in a triangular 
topographic arrangement, which is transmit- 
ted to the thalamus and eventually to the 
visual cortex. Since subsequently presented 
triangles of varying sizes and shapes will 
stimulate different rods and cones, and ul- 
timately different cortical neurones, it is ob- 
vious that no individual rods and cones, and 
no individual nerve fibers or thalamic or 
cortical neurones, can be reserved for the 
reception of triangles, and that, in fact, a 
triangle may be seen by any conceivable tri- 
angular grouping of rods, cones, and neu- 
rones. Further, upon the presentation of a 
triangle, the visual fixation point is invari- 
ably moved along the outline of the figure, 
thus adding to the sensory inflow kinesthetic 
impulses from the ocular muscles, neck mus- 
cles, or even semicircular canals if the tri- 
angle is large enough. (Similarly, a blind 
man palpating a metal triangle of traversing 
a triangular city block.) These kinesthetic 
impulses are at once transmitted through the 
thalamus to the postcentral gyrus, but, as in 
the case of the visual sensory elements, no 
single combination of sensory end-organs, 
neurones, or fibers is involved in the viewing 
of all triangles. When, then, enough) tri- 
angles, of whatever size and shape, have been 
presented to a subject, and he forms a con- 
cept of triangularity, that concept must be 
retained in the nervous system, not at any 
specific neural synapses, but must inhere in 
a topographically oriented constellation of 
visual neuronal activity, which is character- 
istic of triangularity, no matter which neu- 
rones are activated, plus a sequential series of 
kinesthetic neuronal stimulations equally. 
characteristic of triangularity, and therefore 
resides not in spécific pathways—not pre- 
cisely anywhere—but rather in a character- 
istic topographic (spatial) and sequential 
(temporal) order of activity of any visual, 
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kinesthetic, and vestibular neurones what- 
ever. 

It has been seen, in our discussion of the 
psychology of concepts, that recognition, 
without which no concept can be operative, 

“is an affective state of familiarity. Neuro- 
logically, this can only mean that, upon the 
presentation of a triangle to an individual 
who already has a concept of triangularity, 
the induced characteristic topographic and 
sequential order of neuronal activity has ac- 
cess to those centers in the diencephalon con- 
cerned with affective states. So recognition 
occurs, If the subject be required to name 
the figure presented, transcortical pathways 
must be activated by the diencephalic centers, 
and must feed into the motor cortex, includ- 
ing cerebellar and other contributory motor 
structures, so that the word “triangle” is 
spoken. It is this motor response that con- 
tributes specificity to the recognition. 

In a similar fashion, auditory presentation 
of a musical air, played in whatever key, on 
whatever end of the chromatic scale, by in- 
struments of whatever timbre, establishes a 
memory or concept of that air, not by the 
activity of any specific fibers in the organ of 
Corti or their projections, but by represent- 
ing a certain topographic and sequential order 
of activity in any auditory receptive units 
whatever. It is the order of neuronal activity 
that denominates the concept, not certain 
facilitated pathways. Such an order in the 
auditory sensory cortex (perhaps reinforced 
by kinesthetic impulses in a similarly char- 
acteristic order, from the muscles of vocali- 
zation used in singing the air, or in whistling 
it) is alone able to evoke activity in the di- 
encephalic centers to mediate the affective 
State of recognition, and so, through transcor- 
tical pathways, activate the motor response 
of singing, whistling, or dancing to the air. 

These visual and auditory examples are 
very simple. Most concepts are more com- 
plex and, importantly, involve many sensory 
modalities ; they are synesthetic, For a more 
involved example, I may meet a man on the 
street, the topographic order of whose visual 
appearance—no matter on which rods and 
Cones of my retinae his image falls—corre- 
sponds to the topographic order of my con- 
cept of my friend “A.” But if the sequential 
order of his gait or of the sound of his voice 
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—no matter which specific neurones may be 
stimulated—does not correspond to the order 
of my concept the entire synesthetic com- 
bination is incoherent. In that case, a dif- 
ferent diencephalic pattern of stimulation is 
evoked, characteristic of unfamiliarity, rather 
than of familiarity, and I reject him as not 
being my friend “A.” On the other hand, all 
the topographic and sequential order of his 
visual and auditory appearance is congruent 
with those of a larger concept of mine, 
namely the concept of a male human being— 
in fact., a white male human being of a cer- 
tain age. Such congruence with the larger 
concept evokes a diencephalic activity cor- 
responding to a feeling of less notable famil- 
iarity, and I recognize the stranger as a white 
man of a certain age, etc. 

One may legitimately ask what the neuro- 
physiologic basis of the concept is, given that 
it resides i a topographic and sequential 
order of neuronal activity. The nervous 
system is a collection of a fantastic number 
of neurones with their connecting fibers. If 
a concept depends upon a certain spatial and 
temporal order of neuronal activity it resides 
not in any neurones as such. We may say, 
however, that a certain topographic arrange- 
ment of neurones, firing in a certain pattern 
of simultaneity and sequence, comes with 
repetition to have such an internally rein- 
forcing intensity of activity that it gams 
access to the “emotional centers” of the di- 
encephalon and evokes recognition. This 
effect could be achieved by summation 1 
reverberating neurone circuits, controlled y 
“feedback” connections. Such circuits nee 
reverberate only so long as the single act 2 
recall ; they could not conceivably reverberal 
perpetually as the seat of a particular re 
ory. The concept is thus not anywhere; 
lies as an abstraction, in a pattern of activity 
that has a specific access to the diencephalon 
In the same way, it is improper to ask pls 
in a piano, is to be found Tschaikovsky à 
“Waltz of the Flowers.” It is not anywher 
in the piano—it comes out of the piano oe 
when a topographic and sequential ont 
followed in striking the keys. One may €Y" 
impair the melody by destroying some © 
keys, but the pianist may then move to 
other portion of the keyboard, or change 
key in which he plays. 


an- 
the 
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One must say something about the kinem- 
nesis or motor memory. Again, an example 
is much easier to comprehend than abstract 
descriptions. One has a motor memory, say, 
for walking down the street. This kinemnesis 
can only be activated by the diencephalic af- 
fective centers—in plain English, one must 
“want” to walk down the street for some 
purpose or other, conscious or unconscious. 
This diencephalic command, “walk!’, sets 
motor cortical neurones in action in a topo- 
graphic and sequential order characteristic of 
the kinemnesis for walking. Then, control- 
ling impulses flow in from proprioceptive, 
vestibular, visual, and—if our subject 
marches in time with a band—from auditory 
end-organs, over all appropriate paths and 
through all appropriate thalamic, cortical, 
subcortical, or cerebellar areas, and play upon 
the motor internuncial pool in a perfect con- 
tinuum of correction, reporting at each in- 
stant upon the progress of the subject. In 
this way, the abstract kinemnesis is particu- 
larized in a specific sequence of muscular 
contractions that constitutes the walk actually 
performed. Thus, the total kinemnesis, or 
motor memory, like the sensory memory of 
triangularity, can reside in no precise neu- 
tones or synapses, but inheres in a topo- 
gtaphic and sequential order of activity in 
neurones scattered widely throughout the 
nervous system. 

This paper, already too long, cannot touch 
upon many ancillary questions, the answers 
to which must be left for later reflection. 
A few comments seem, however, necessary. 
ý Memory is a universal biologic ‘function, 
indispensable to all consistent behavior. In 
animals with a nervous system, as we have 
Seen, it cannot be said to reside in any re- 
stricted part of the brain or spinal cord. My 
memory of my vacation of last summer is so 
Complex a matter, involving a cooperative 
effort of my entire nervous system, with the 
Participation of those areas mediating every 
modality of sensation, every species of motor 
Feaction, every shade of affective attitude and 
Subjective evaluation, that one could locate 
it in no part, Studies of Penfield(1) sug- 
ane a “memory cortex” in the temporal 
lobes are exceedingly stimulating, but, I 
think, misleading. What Penfield did was to 
Stimulate the temporal lobe and cause the 
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subject to have a visual or auditory hallucina- 
tion evoking a feeling of familiarity. This 
is nothing new—tumors of the temporal lobe 
do the same, as do vascular changes. His 
observation that he could not produce com- 
parable effects by stimulating other cortical 
areas is interesting, but leaves one wondering 
what other parameters of stimulation might 
accomplish. Certainly, Penfield’s observa- 
tions in no sense justify locating memory in 
the temporal lobes, or, as we have shown, in 
any precise place in the nervous system. As 
Herrick has said : “And to speak of memories 
or any other unitary cortical functions as 
localized in some particular cells, or in some 
small cortical areas is to talk neurologic non- 
sense” (2). Certainly, one may impair mem- 
ory by destroying parts of the brain, as one 
may impair a melody by destroying parts of 
a piano, or one may evoke memory fragments 
by stimulating parts of the brain, as one may 
evoke fragments of a melody by “stimulat- 
ing” parts of a piano, but no question is 
thereby answered as to the location of mem- 
ory in the brain, or of a melody in a piano. 

Similar objections may be raised to endow- 
ing the diencephalon with a “highest level” 
position in the neurologic hierarchy. The 
diencephalon functions in behavior as a 
center for affective response—it is the head 
of the visceral nervous mechanisms. Since 
the affective elements in behavior are the dy- 
namic elements—without emotional evalua- 
tions there would be no desire, no revulsion, 
no drive of any sort—and since recent work 
by Magoun(3) and others has shown the 
activating function of the gray centers of the 
diencephalon, it appears that these centers 
are the dynamic reservoir for behavior, but 
in no sense a discriminating reservoir. We 
have seen that sensory inflow gains access to 
this reservoir when the inflow assumes a 
spatial and temporal order agreeing with that 
of previous experience as generalized in con- 
cepts; we have seen that the emotional di- 
encephalic centers furnish drive for behavior 
patterns already decided upon ; but the dien- 
cephalic activator centers exercise no more 
determinative control over the behavior of 
the organism than the tank of gasoline exer- 
cises over the course followed by a motor car. 

Finally, no discussion of memory and its 
supreme role in behavior can omit mention 


of the recent work in cybernetics(4). This 
work is of transcending importance; it has 
shown a way to understanding much of neu- 
rologic function, with its concepts of rever- 
berating circuits, feedback mechanisms, etc. 
We are astonished at the achievements in 
constructing computing machines that can 
“remember” what they are “told,” can fur- 
nish the answers to numbers of complicated 
‘mathematical problems simultaneously, and 
we are grateful for the analogy to the opera- 
tions of the nervous system. But one’s en- 
thusiasm for these “imitations” of the human 
brain is tempered by our familiarity with the 
superb adaptive, compensatory mechanisms 
of the nervous system, with the “creative” 
synthesizing capacities of the human mind, 
which can even devise an electric brain, 
and with the remarkable pheriomena of 
human neuroses. One wonders whether 
an electronic computing machine ever has 
a symbolic neurosis, and if so, how. And 
at best, the computing machine still needs 
a man to operate, service, and repair it. 
It is thus not entirely automatic. Perhaps 
one can say it can be “taught,” but can not 
“earn” from raw experience. Instructive 
though the electronic computing machine is, 
it is only an analogy to the nervous system, 
which does much more than the machine, 
both quantitatively and qualitatively. Think- 
ing by analogy is dangerous in science, and 
we had best not draw too many conclusions 
from even the most remarkable of these 
machines. 


. CONCLUSIONS 


From these reflections it appears that 
memory is a basic attribute of all living 
things, by which patterns of sensitivity and 
response, both inborn and acquired, are re- 
tained and progressively modified under the 
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impact of experience. Memory is 
pensable in all behavior, making ii 
consistent and modifiable. A con 
of some of the classical psychologi 
of memory indicates the extent to 
involves multimodal processes and 
tremely widespread cerebral areas, 
higher animals and in man therefore, 
can have no precise localization and: 
not be said to “reside” in the temp 
or in any other restricted area. In t 
plest organisms memory seems to be d 
ent upon modifiable molecular structi 
mechanism in a nervous system is | 
elusive function of neuronal netwi 
which topographic and sequential pai 
stimuli sensitize the network to sub: 
stimuli in -the same patterns, p 
through the device of summation 
berating circuits rather than by the f 
tion of anatomical pathways. Sketd 
hypothetical though our present kno 
is, this dynamic approach to the phy 
of memory promises much for our 1 
standing of the behavior of living th 
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This is a preliminary report of a research 
project? dealing with the relationship of 
social structure to psychiatric disorder. 

The primary assumption was the existence 
of a significant relationship between social 
status position and psychiatric disorders. 
More specifically, our main hypotheses were 
that (1) the prevalence of psychiatric dis- 
orders is significantly related to the social 
status position of the patients; (2) (diag- 
nostic) types of disorders in psychiatric pa- 
tients are significantly related to social status 
Position ; (3) types of psychiatric treatment 
are significantly related to social status posi- 
tion of the patients; (4) the psychodynamics 
of behavior disorders are related significantly 
to social status position; and (5) social mo- 
bility in the status structure is related to psy- 
chiatric disorder. These interlocking (and 
to some extent interdependent) hypotheses 
Involve examinations of the relationship of 
psychiatric disorders and the social stratifica- 
tion of the community. 

Our knowledge of social stratification rests 
on the investigations of Warner and asso- 
Clates(14), Hollingshead(6, 7), and others. 

O psychiatric literature on our topic exists, 
with theexception of Ruesch’s(12, 13) con- 
tributions, Dollard and Miller’s(2) recogni- 
tion of the problem, and casual references, 
amongst others by S. Freud, of the impor- 

_ tance of social class for psychiatric etiology 
and phenomenology. Also, various epidemio- 
—_ 


*Read at the 108th annual meeting of The 
‘merican Psychiatric Association, Atlantic City, 
+ Jy May 12-16, 1952. 
irom the Yale University Departments of Psy- 
Hetty and Sociology, aided by USPHS Mental 
ealth Act grant MH 263 (R), “Relationship of 
z chiatric Disorders to Social Structure.” 
E the spring of 1949, Redlich, Hollingshead, 
RA Gruenberg made plans to investigate this prob- 
Holli Gruenberg moved to another community and 
r ‘ingshead and Redlich then formulated the 
Project. The following investigators were added to 
D: “research team: B, H. Roberts, L. Z. Freedman, 
Sychiatrists; J. K. Myers, sociologist; H. A. 
Dol Psychologist; and W. Caudill, anthro- 
Sgist, who participated in the early phases of 
investigation, 


logical studies by Faris and Dunham(4), 
Lemkau(10), Malzberg(11), Dayton(1), 
and Hyde(8, 9) relate single socio-economic 
criteria to the incidence of psychiatric dis- 
orders. The scheme of social stratification 
used in our study is that of Hollingshead. His 
Index of Social Position utilizes 3 factors: 
(1) occupation, (2) education, and (3) eco- 
logical area of residence. Each factor is scaled 
and assigned a weight determined by a stand- 
ard regression equation. The combined scores 
group themselves into 5 clusters (social 
strata or levels) and to each of these a nu- 
merical index is assigned. A brief and gen- | 
eral descriptive characterization of each of 
these social levels follows: 

LeveL I—(the highest socio-economic position) 
comprises families of wealth, education, and top- 
rank social prestige. H 

LeveL II—consists of families in which the adults 
for the most part hold college or advanced degrees, 
and are in professional or high-level managerial 
positions. 

LeveL I1]—includes proprietors, the bulk of small 
business people, white-collar, and skilled workers; 
this group consists predominantly of high school 


graduates. 
Lever 1V—consists largely of semi-skilled work- 
ers and laborers, with an educational index below 


the secondary level. 

Lever V—includes unskilled and semi-skilled 
workers, who have an elementary education or less, 
and who live in the poorest areas of the community, 


The project is being carried out in. the 
metropolitan area of New Haven, Con- 
necticut. It consists of 4 successive studies: 
(1) a census of psychiatric patients herein 
referred to as the Psychiatric Census; (2) 
the social stratification of a 5% random 
sample of families in the same area; (3) a 
case study consisting of the comparison of a 
group of neurotic and psychotic patients be- 
longing to social levels III and V; and (4) 
an intensive study of the psychodynamics of a 
few cases belonging to different social levels. 
The current report deals with experiences 
and results obtained in the Psychiatric Cen- 
sus, and the 5% sample of controls. 

The Psychiatric Census was limited to 
residents of the New Haven metropolitan 
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area with a population of about 250,000 in 
1950. A systematic attempt was made to iso- 
late and to acquire data for all individuals 
legally residing in this area who were psy- 
chiatric patients on December 1, 1950. A 
psychiatric patient is defined by us as a per- 
son in professional contact with a psychi- 
atrist; i.e., a person who is seeing and/or 
obtaining help and care from a psychiatrist, 
regardless of whether this contact is for di- 
agnostic or therapeutic purposes, whether it 
is voluntary or obligatory. The research 
team obtained the cooperation of all public 
and private psychiatric institutions and clinics 
in Connecticut and nearby states, and of all 
private psychiatric practitioners in Connecti- 
cut and in the metropolitan New York area. 
In addition, contact was made with well- 
known clinics throughout the country. The 
response was highly gratifying; all institu- 
tions and clinics cooperated, as did over 95% 
of the private practitioners. It can reasonably 
be assumed, then, that a very high proportion 
of the total sample of psychiatric patients was 
obtained. 

At this point we would like to emphasize 
strongly—to avoid any errors of interpreta- 
tion—that this study is not dealing with psy- 
chiatric disorders prevailing in the population 
at large. It is merely a sample—and nearly 
a total sample—of the population of psychi- 
atric patients according to our definition. 
In other words, we are primarily exploring 
the relationship of social structure to certain 
aspects of current psychiatric practice. In 
the general population, clearly, there are 
many persons with psychiatric problems who 
are seeking help in other ways and, unfor- 
tunately, many who are without the benefit 
of any therapeutic intervention. To date, 
the true prevalence and incidence of psychi- 
atric disorders in the general population is 
unknown. As such knowledge would be of 
utmost importance for both psychiatry and 
public health, we strongly favor such a study. 
In light of the results from such a study, 
many data of our own study would become 
more meaningful. 

For every patient in the New Haven area, 
the research team of psychiatrists and soci- 
ologists obtained information on 44 items re- 
lating to their social status and psychiatric 
condition—sociologists worked on sociologi- 
cal items, while psychiatrists independently 
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gathered psychiatric data. These items had 
been carefully defined and organized into a 
schedule. Case records were relied upon for 
institutional and clinic patients ; data on pri- 
vate patients were obtained by interview with 
the psychiatrist. Records of 1,589 institu- 
tional and clinic patients were abstracted and 
374 private practitioners’ cases were obtained 
by interview, for a total sample of 1,963 


, cases. After the field work was completed, 


the schedules were edited, coded, and the 
data punched on I.B.M. cards for analysis. 

The census data comprise psychiatric 
symptomatology and diagnosis ; duration and 
onset of illness; referral to the practitioner 
and institution ; nature and intensity of treat- 
ment; as well as sociological data, such as 
occupation, education, ethnicity of patient, re- 
ligion, parents, siblings, children, and spouse. 
Our diagnostic classification is based on the 
Veterans Administration nomenclature; the 
number of categories in this scheme was 
somewhat reduced to eliminate classifications 
that were poorly defined, or in this popula- 
tion were not found in statistically significant 
numbers. The diagnoses were based on data 
from family and personal history, behavior 
status, and course of illness. By doing this 
a uniform diagnostic approach was ensured 
and the error of accepting diagnoses depend- 
ing on the viewpoint of the individual institu- 
tions and practitioners was avoided. Ninety- 
five percent of our own diagnoses were 
identical with the diagnosis of the psychiatric 
record. The reliability of our data-gathentt 
technique was independently tested and foun 
to be adequate. 


Brier Survey or FINDINGS 


Before dealing with the principal hypo- 
theses, a brief over-all survey of the census 
data is given. Of the 1,963 cases of the cen- 
sus study, 50.7% were males, 49.37 ae 
females. The diagnostic distribution of t 3 
total group is presented in Table 1, and t 
age distribution in Table 2. fe 

The low percentage of children and 4 A 
lescents in contact with psychiatrists ae 
markable. New Haven has 2 child psy' 


acid : : r 
atric clinics and a comparatively high numb® 


psychiatry- 4 


of private practitioners of dE 


number of them working with chi 


though none exclusively. The low percentage i 
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of patients under 18 years of age may relate, 
among other possible factors, (1) to the dif- 
ficulties that practitioners have in finding 
parents who can afford psychiatric treatment 
for their children, or to the unwillingness 
of parents to support long-term treatment, 
(2) to the general policy of child psychiatric 
clinics to favor long-term intensive treatment 
by a therapeutic team (psychiatrist, psycholo- 
gist, and social worker) of a relatively small 
number of cases, (3) to the number of be- 
havior disorders being treated by pediatri- 
cians, family doctors, and social agencies. 


TABLE 1 


Principat DIAGNOSTIC GROUPS AND THE PER- 
CENTAGE oF Cases IN Eacn Group 
Diagnosis 
Psychoneurotic disorders 
Intoxications and addictions ....... 
Schizophrenic and paranoid disorders . 
Affective disorders 


Mental deficiency with psychotic disorder*... 4.6 
Arteriosclerotic and senile disorders . 9.3 
1.9 

‘and! ‘senile’... sss a E sateen 3.6 


, * Mental deficiency without psychosis is not considered 
in this study. 


TABLE 2 


PERCENTAGE DISTRIBUTION OF PSYCHIATRIC 
Cases BY AcE Group 


Age % 
2-18 4.6 
19-24 . 5.1 
25-39 . 29.8 
40-54 ... 24.9 
55-69 ... 22.5 
70 plus . 128 


Table 3 presents the distribution of these 
Patients among the various types of treat- 
ment agencies, and Table 4 lists the various 
types of treatment used with this population. 

The “no treatment” classification refers al- 
most exclusively to chronic hospitalized pa- 
tients who receive care, medical attention, 

ut no systematic, active, or sustained treat- 
ment., The small percentage of patients either 
A Psychoanalysis or intensive psychotherapy 
'S of considerable interest, numbering but 
5% of the total patient population. 

From the many data collected in this study, 
we shall present here only a few significant 
findings that bear upon hypotheses 1, 2, and 
3: dealing with the relationship of prevalence, 
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diagnosis, and treatment to social levels. Our 
first hypothesis—stating that incidence of 
psychiatric disorders is significantly related 
to the social status position of the patients— 
may be tested by comparing the normal 
sample with the psychiatric sample in terms 
of social levels. Table 5 presents these data. 
It should be noted that in this and in the fol- 
lowing comparisons, social levels I and II 
have been combined because of the paucity 
of cases (N=19) in level I of the psychi- 
atric sample. 


TABLE 3 


PERCENTAGE DISTRIBUTION or PATIENTS BY 
TREATMENT AGENCY 


State hospitals 


Veterans’ hospitals . 4.2 
Private hospitals ... 1.9 
(E e MATIA st RERE c 
Private practitioners’ cases ................. 19.0 


TABLE 4 


PERCENTAGE DISTRIBUTION OF PATIENTS By 
PRINCIPAL TYPE or TREATMENT 


Principal type of treatment 
Psychotherapy 


Psychoanalysis 
Analytic psychotherapy . 
Eclectic methods S 
Supportive methods ..............05 Vis 

Suggestive and directive methods ... 6.9 
Group psychotherapy 
Other types of psychotherapy . 


OFRE IASA Ea A ena ia syed hak 31.7 
Electric convulsive treatment ...... 18.7 
Insulin and other ............. CS 


These data show a very significant relation 
between social level and the prevalence of 
psychiatric patients according to our defini- 
tion in the population of the New Haven 
community. With respect to the normal 
population, the relative number of psychi- 
atric patients is found to be somewhat lower 
in the first 4 social levels, and considerably 
higher in level V. On the basis of these data, 
hypothesis 1 may be considered tenable. 

Our second hypothesis postulates a signifi- 
cant relationship between the type of psy- 
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chiatric disorder in the patient population 
and social level. In analyzing our data, we 
have employed 10 diagnostic groupings or 
categories ; here, for the sake of brevity and 
to suggest a basic preliminary finding, we 
present a table that dichotomizes neurosis 
and psychosis by social level. 

Table 6 reveals a marked inverse relation- 
ship between the incidence of neuroses and 
psychoses by social level. Neuroses show a 
relatively high incidence in the higher social 
levels and a remarkably low incidence in 
social levels IV and V. The reverse is true 
for the psychoses. It may be assumed that 
the low percentage of neurotics in the lower 
levels of our patient population is due to so- 
cio-economic conditions of current psychi- 
atric practice. The high number of psy- 


TABLE 5 


DISTRIBUTION or CONTROL AND PSYCHIATRIC 
POPULATIONS BY SOCIAL LEVEL 


Normal Psychiatric 

Population Population 

ram a 

Social level No. % No. % 

I and II. ...... 1,284 11.3 150 7-9 

I A R Baked 2,500 22.0 260 13.3 

IV 5,256 46.0 758 38.6 

h AEA 2,037 178 723 36.8 

Unknown * .... 345 3.0 72 37 
+ x? = 281.0 p<.001 


* The cases whose social level could not be determined, 
aes a paucity of data, are not used in the calcula- 
ion of x2. 


chotics cannot be explained at present. It 
actually may indicate an uneven distribution 
of psychotics in the total population. 

The schizophrenics, who comprise 44.2% 
of the patient population, and well over half 
(58.7%) of the psychotic group, are the 
largest diagnostic group in our sample. The 
schizophrenics are distributed among the 
social levels in a distorted fashion (p<.001) ; 
that is, there is a strong relationship between 
social level and the incidence of schizophrenia 
in our data. To indicate clearly the strength 
and direction of this distortion, Hollingshead 
constructed an Index of Prevalence, which 
at each social level represents differences be- 
tween the potential (expected) number of 
_ schizophrenics in the normal population and 
the diagnosed schizophrenics in the Psychi- 
atric Census. In this scheme, if a social level 
exhibits the same proportion of schizophrenia 
as it comprises of the general population, the 
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Index will be 100. If the prevalence is dis- 
proportionately high, the"Index is above 100, 
Table 7 presents these data. 

The social level differences in the incidence 
of schizophrenia, with the systematic in- 
creases in the prevalence of this diagnosis as 
one progresses from level I to level V, are 
very striking, and strongly suggest the valid- 
ity of our second hypothesis. The fact that 
the Index of Prevalence in social level V is 9 
times as great as in combined social levels I 
and II is a remarkable finding. Its signifi- 


TABLE 6 


DISTRIBUTION oF NEUROSES AND PSYCHOSES BY 
Soctat LeveL (Psycuratric Census) 


Neuroses Psychoses 


Social level No. % No. % 
65.3 52 347 


442 145 558 
23.1 583 - 769 
8.4 662 916 
1,442 
p <.001 
TABLE 7 


INDEX OF PREVALENCE FOR SCHIZOPHRENIA 
BY SOCIAL LEVEL 


Normal ieee m 
sample Schizophrenia 5 Of 
Social level No. % No. % T 
I and II ... 1,284 11.6 29 3.4 
1ye ee . 2,500 22.6 83 98 43 
IV. .. 5,256 474 352 46 
V 2,037 18.4 383 452 253 
Total.. 11,077 847 


cance will be explored by detailed internal 
analysis of our data in later publications. ^ 
is possible, for example, that the higher mati 
tal and family instability at the lower sot 

levels will relate to this finding. It is eq y 
possible that this phenomenon may be, in paih 
a function of the larger proportional inct 
dence of chronic cases in the lower sot 

levels. It may be largely caused by existing 
conditions of psychiatric practice in whic 5 
upper-level schizophrenics get cured and z 
continue contact with psychiatry ; while i: 
lower-level patients with “no home” to gO 
and less adequate treatment become sebran 
in public mental hospitals. Further analys! 


«dence 
of our data and future research on inciden 
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and prevalence of schizophrenia in the gen- 
eral population may answer these questions. 
Summary data on our third hypothesis, 
that a significant relationship obtains be-- 
tween type of psychiatric treatment and 
social level, are demonstrated in Table 8. 
The treatment differences between the so- 
cial levels is striking and statistically signifi- 
cant (p<.oo1). There is a distinct progres- 
sion in the percentage of cases who received 
no treatment (cases in custodial care) as one 
moves from the higher to the lower levels. 
Likewise, the percentage of cases receiving 
some form of organic treatment as the prin- 


TABLE 8 


PERCENTAGE DISTRIBUTION OF THE PRINCIPAL 
Form or THERAPY By SocIAL Levers 


Type of treatment Social level 
T&Il III IV v 
Psychotherapy AEN 79.1 527  3LI 16.1 
Organic’ siss PREN 118 628.7 0-37. 32.7 
No treatment ...... 9.1 186° 318 51.2 
TABLE 9 


PERCENTAGE DISTRIBUTION OF PATIENTS BY 
SOCIAL LEVEL AND TREATMENT AGENCY 


Social level 
I&I uL» IV V, 
State hospitals ..... 140 41.9 68.5 84.5 
Veterans’ hospitals .. 2.6 3.1 38 5.5 
Private hospitals ... 14.7 KS 9 0 
Clinics. ore atens 53 123 7.9 72 
Private practitioners’ 

CASER ioe ANAN 633 39.6 189 28 

x? = 871.1 pb <.001 


cipal form of therapy tends to increase as 
one descends from level I and II to the lower 
levels. In distinction to this, the percentage 
of patients who receive some form of psy- 
chotherapy systematically decreases as one 
Moves from the higher to the lower social 
levels, Within this latter group (patients 
Teceiving some form of psychotherapy) we 
find marked differences between the types of 
Psychotherapy administered to patients at 
the several social levels; psychoanalysis, for 
example, is limited to levels I and I. 

Table 9 presents the social stratification of 
Sur psychiatric population in terms of the 
type of practice or treatment agency in which 
they are found. 

These data demonstrate a highly signifi- 


cant and expected relationship between social 
level and type of practice. Some two-thirds 
of all upper-level patients are treated in pri- 
vate practice while patients of lower social 
levels are concentrated in state hospitals. 
This latter finding is undoubtedly related to 
the fact that a large proportion of the cases 
at level V are chronic psychotics requiring 
long-term care. 


SUMMARY 


The relationship between social level and 
psychiatric disorders has been explored by a 
a demographic study of patients (i.e., patients 
in professional contact with psychiatrists) in 
metropolitan New Haven, and by a back- 
ground study of the stratification of a sample 
of the general population in the same com- 
munity. Significant relationships have been 
found between social level and (1) preva- 
lence of psychiatric patients according to our 
definition, (2) types of psychiatric disorderś 
in the patient population, and (3) types of 
therapy. Our data throw some light on social 
stratification in current psychiatric practice ; 
they suggest the existence of an uneven 
social class distribution of -psychoses in the 
general population. The project will con- 
tinue, by sociological, psychiatric, and psy- 
chological techniques, to gather facts and to 
explore the meaning of the preliminary find- 
ings reported in this paper. Only a study of 
incidence and prevalence of psychiatric dis- 
orders in the general population will solve 
some of the basic problems posed, 
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DISCUSSION 


Dr. Frepertck Weiss (New York, N. Y.).— 
Earlier studies of the problem, such as Niceforo’s 
“Anthropology of the Non-Propertied Classes,” 
Mosse’s “Illness and Social Condition,” Grotjahn’s 
“Social Pathology,” suffered from 2 deficiencies: 
from a lack of adequate statistical data, and from 
a very limited understanding of the specific dy- 
namics of a social structure as well as of a psy- 
chiatric disorder. The relationship between these 
2 factors is definitely not the same as, for example, 
the relationship between social structure and tuber- 
culosis. I remember the strong impression I 
received when I saw the first time in the study of 
public health that a city map arranged according 
to social levels presented a practically exact 
negative of the same map showing the incidence of 
tuberculosis. In the case of mental illness, the 
relationship is not a merely quantitative one. Psy- 
chiatric disorders are not social disorders in this 
simple sense; but they are social disorders in the 
larger sense of the modern psychodynamic con- 
ception, Neuroses and functional psychoses develop 
in the unhealthy emotional climate of disturbed 
interpersonal relationships. The individual whose 
growing self is weakened by lack of love, affec- 


tion, and genuine acceptance feels isolated in a 
potentially hostile world, develops basic anxiety, 
becomes more and more alienated from himself, 
and turns to neurotic or psychotic solutions to 
overcome his intrapsychic and interpersonal con- 
flicts. Thus there exists a relationship between 
social structure and psychiatric disorders; but it 
is a qualitative one, determined not by the macro- 
scopic factor of the social level—there are Harlem 
neuroses and Park Avenue neuroses—but by the 
microscopic factor of the earliest and closest en- 
vironment. Adolf Meyer’s concept of mental ill- 
ness as a psychobiological reaction to life situa- 
tions, Halliday’s broad definition of psychosocial 
disorder, and Horney’s view of neurosis as dis- 
torted human growth, might contribute to a better 
insight into the relationship between social struc- 
ture and psychiatric disorders. 

It is the threat to vital values, vital for the 
safety of the specific individual, that often sets in 
motion the neurotic or psychotic process. This 
vital value may be economic security, but it may 
also be the specific value of love, prestige, power, 
and, particularly, of the idealized image that the 
person has built of himself. 

The figures in Table 6 of Dr. Redlich’s paper, 
which dichotomizes neuroses and psychoses by 
social level, and which shows a relatively high 
incidence of neuroses in the higher levels, a re- 
markable low in levels IV and V, and the reverse 
for psychoses, have to be reevaluated in the light 
of the fact that only very few of the neurotic 
patients of lower levels reach the psychiatrist, 
while most of the psychotic patients of this group 
are institutionalized. p 

The fact that the index of prevalence of schizo- 
phrenia in level V is ọ times as great as in level 
I, corresponds to the findings of Ludwig Stern 
(1913), who studied the ratio of schizophrenia to 
manic-depressive psychosis. He found the ratio 
to be 2.6 in workers, but only 0.7 among business 
owners and public officials. Tietze, Lemkau, ani 
Cooper (1939) also found this ratio to be 29 
among laborers, but only 1.1 among proprietors, 
managers, and officials, This appears to be a 
rather significant finding, which should be an- 
alyzed, however, not only with focus on the genera 
social level or relative predominance of Kretsch- 
mer’s schizothymic or cyclothymic personality 
type, but with special attention to the psychody- 
namic aspects of the early emotional environment. 
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METHOD AND RESULTS OF ELECTRIC CONVULSIVE THERAPY 
DURING COMPLETE CURARIZATION + 


WIth OBSERVATIONS ON. A CURARE ANTAGONIST, TENSILON °? 


JACQUES S. GOTTLIEB, M.D. ann LUCIEN E. MORRIS, M.D., Iowa Ciry, Iowa 


Electric convulsive therapy has been shown 
repeatedly to be an efficient treatment for 
patients with pathologic depression. The de- 
pressive disorders of aged patients are com- 
plicated by chronic disabilities, such as those 
involving the cardiovascular, neural and 
skeletal systems, which make the administra- 
tion of convulsive therapy hazardous. Fatali- 
ties have occurred but the incidence is be- 
lieved to be sufficiently low to warrant the use 
of convulsive therapy when pathologic de- 
Pression is the primary incapacitating 
syndrome, 

Patients with preexisting severe bony dis- 
ease such as far-advanced osteoporosis or 
osteomalacia have heretofore usually been 
denied electric convulsive therapy because of 
the danger of compression fractures. This 
group represents a small but appreciable 
Segment of our aging population. Because 
they have been regarded as untreatable, many 
of them are to be found in institutions, 

It was thought that this special group of 
patients could be protected from possible 
fracture during ECT by completely remov- 
ing the muscular manifestations of the con- 
vulsion by deliberate injections of apneic 
doses of curare or other relaxant substance. 
To do this it would be necessary also to take 
Over adequately and completely the ventila- 
tion of the patient. The technique for this 
Procedure and the results of treatment in 
Severely depressed patients who suffered 
from severe osteoporosis of the spine is re- 
Ported here. The employment of Tensilon 
((3-hydroxphenyl) dimethylethyl ammo- 
nium chloride) to shorten the period of 
Curarization is also described. 

— 
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TECHNIQUE 


Six patients have been treated by means 
of electric convulsive therapy during com- 
plete curarization at the rate of 2 treatments 
a week. A total of 47 such treatments have 
been given. 

In most instances, for the comfort of the 
patient, 100 to 250 mg. of Pentothal Sodium 
(sodium-ethyl-(1 methyl-butyl)-thiobarbitu- 
rate) was initially injected intravenously. 
Then Tubocurarine chloride (tubocurarine 
chloride pentahydrate) or one of the other 
muscle relaxants was administered intra- 
venously in sufficient dosage to cause absence 
of muscular movement, which, of course, 
also included inactivity of the respiratory 
muscles. The amount of curare or curare- 
like substance needed varied from patient to 
patient, and from treatment to treatment. 
Intocostrin (tubocurarine chloride pentahy- 
drate) was used for 3 treatments, Syncurine 
(decamethonium bromide) for 16, and Tubo- 
curarine chloride for the remaining 28. 

As respirations began to fail owing to the 
effect of the muscular paralyzant, they were 
assisted by the anesthetist and especial care 
was given to the maintenance of adequate 
ventilation throughout the entire remaining, 
portion of the procedure, Five to 10 minutes 
after administration of one of these drugs 
when complete curarization was present, the 
electrodes were placed in the conventional 
bitemporo-frontal position and adequate elec- 
trical stimulation was given. The standard 
Cerletti-Bini method was employed. This 
procedure interrupted manual ventilation for 
20 seconds or less. Manual ventilation with 
bag, mask, and at least a 10-liter per minute 
flow of oxygen was continued then without 
interruption until such time as the patient 
could resume this function for himself. No 
harm to the patient from the complete curari- 
zation would be expected if adequate venti- 
lation is maintained to provide sufficient oxy- 
gen and adequate removal of carbon dioxide. 
Carbon dioxide removal may be accomplished 
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by constant flushing of the anesthesia bag 


and mask with the high flow of oxygen. 
Maintenance of artificial ventilation was re- 
quired for variable periods, usually 30 to 60 
minutes, although in one instance it was 
necessary to so support the patient for 200 
minutes, As the effects of the curarization 
diminish, respiration gradually returns but at 
first is inefficient. These inadequate respira- 
tory efforts must be supplemented by the 
manual compression of the anesthesia breath- 
ing bag sufficiently to maintain adequate 
transport of carbon dioxide and oxygen. Since 
curare remains in the blood stream for ap- 
preciable lengths of time(1), these patients 
need careful watching for another hour or 
more to avoid possibility of obstruction and 
anoxia, 

During manual ventilation, secretions were 
removed by suction at frequent intervals in 
order to prevent obstruction. On occasion 
atropine sulfate was given intramuscularly 
at the beginning of the procedure to reduce 
the secretory flow. Apparatus for endotra- 
cheal intubation was available and was used 
when necessary to facilitate the maintenance 
of a clear air passage, 

In order to shorten the period of artificial 
ventilation, Tensilon was administered intra- 
venously in 5 to 10 mg. doses and repeated 
at intervals of 5 minutes or more if needed. 
This drug was used only as an adjunct to 
oxygen, bag, and mask, the latter being 
continued until the patient’s ventilation had 
become adequate, Patients were then re- 
turned to the ward where they were under 

- continual observation for several hours. 

Because of the complete curarization there 
were minimal peripheral manifestations of 
the convulsions. In some instances clonic 
rhythmic movements were recognized by 
palpation of the muscles of the arms or legs. 
In other instances no muscle response could 
be noted. It thus became necessary to define 
a convulsion by means other than the usual 
cry, loss of consciousness, and tonic and 
clonic movements. This was done by obtain- 
ing electroencephalograms. The electrical 
potential pattern was that of a convulsive 


discharge without the superimposed masking” 


of associated muscle potentials. By this 
means it was possible to differentiate between. 


ECT DURING COMPLETE CURARIZATION 


a subconvulsive neural discharge and : 
vulsive one.* 


CASE REPORTS 


Case 1.—An emaciated, weak 72-year-old 
was admitted to the hospital on May 25, 195 
agitated and depressed state of 2 years’ di 
In addition she complained of severe pain 
spine. These complaints were consistent wil 
history of a progressive postmenopausal ost 
sis of 13 years’ duration. Roentgenograms of 
dorsal and lumbar spine showed advanced o 
rosis. The cortex of the vertebrae was of 
thinness showing pronounced demineralization 
atrophy. The 7th, 8th, and 12th thoracic vert 
bodies were wedge-shaped, indicative of co 
sion fracture, The roentgenologists’ impre: 
that this spine could not withstand the least 
without more fractures being produced. 

In addition the patient had generalized a 
sclerosis, The heart was enlarged to the | 
there was an apical systolic murmur. Roeni 
grams indicated a left ventricular hypertrophy 
extraordinary tortuosity of the aortic arch. Tht 
of the aorta was dilated and the trachea was: 
toward the right, possibly by an aortic ane 
The electrocardiogram indicated a right 
branch block with sinus tachycardia. Both b; 
cal and psychometric study there was no € 
of impairment of the sensorial functions that 
not consistent with her age. 

Because of the severity and prominence 
depressive symptoms, it was finally decided 
her with ECT using the technique of co 
curarization. She was given 12 convulsions 
rate of 2 a week. Each treatment was initial 
sufficient Pentothal Sodium administered 
venously to produce sleep. The first 3 curari 
were accomplished by the intravenous adi 
tion of Intocostrin, 21 to 24 mgs. Syncurim 
dosages from 6 to 9 mg. was used for the subs 
9 treatments. Manual ventilation with bag and 1 
was required from a minimum of 45 minutes 
maximum of 150 minutes per treatment. 

There was gradual and continual clinical, 
provement with regard to the agitation and di 
sion, although during the period of hospita 
she developed signs of cardiac failure. Th 
sponded to digitalization and did not oc 
interruption of therapy. Following the cot 
treatment, repeat roentgenograms indicated | 
crease in the wedging of the rath thoracic verte 
This may have resulted from either her ac 
the ward or from the therapy. At the time 
discharge on August 15, 1950, the signs and 
toms of depression had all but disappeared a 
was able to return to the home of relatives. 
low-up report one year later indicated a reti 
of but minimal symptoms of the depression. 


8 The electroencephalographic and the el 
cardiographic phenomena and certain other 
ological concomitants of the convulsive state 
complete curarization will be reported subse 
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Case 2—A 73-year-old woman, admitted to the 
hospital on July 1, 1950, who had been depressed 
for 18 years following the suicide of her husband. 
Symptoms had increased in intensity during the 
previous 6 months and relatives could no longer 
care for her at home, i 

Physically she suffered from moderate generalized 
arteriosclerosis. The heart was enlarged and there 
was a low-pitched soft systolic murmur heard best 
along the left border of the sternum and transmitted 
to the neck vessels, There was an increased pulse 
pressure as evidenced by the blood pressure of 
200/90. Roentgenograms showed evidence of con- 
siderable calcification within the aortic knob. These 
signs suggested involvement of the aortic valves. 

Roentgenograms of the spine were interpreted as 
indicative of severe osteoporosis of all the visualized 
bones although there was no evidence of compres- 
sion fracture. There was also a mild degree of 
degenerative arthritis. A battery of psychologic 
tests indicated that intellectually she was function- 
ing at a normal level for her age. 

The patient received 2 electric convulsive treat- 
ments, The first was given after an initial injection 
of 150 mg. of Pentothal sodium and 21 mg. of 
Tubocurarine chloride. At the end of 90 minutes 
the effects of the curarization had disappeared. 
Two days later the second treatment was given after 
a preparatory injection of 125 mg. of Pentothal 
Sodium and 8 mg. of Syncurine. The patient was 
thought to have recovered from the effects of the 
Syncurine at the end of 60 minutes and had already 
been returned from the treatment room when it 
was observed that she suddenly became ashen, the 
pulse became imperceptible, and she expired. Un- 
fortunately, permission for an autopsy could not be 
Obtained but death was considered to be most 
Probably a cardiac one, 


Case 3.—A small, partially deaf 77-year-old 
Woman who developed her fourth depression, which 
Was quite severe, 6 months before admission to the 
aa pital on June 21, 1950. She was also suffering 
tom generalized arteriosclerosis, The heart was 
enlarged and there were systolic aortic and apical 
murmurs. There was a consistently elevated blood 
Pressure, averaging 220/110, The electrocardio- 
Piom indicated auricular fibrillation, which was not 

nstant but episodic. There was a large pelvic 
That yas diagnosed as a uterine myplibroma. 

. Sre was also a premalignant polypoidosis of the 
genid. Roentgenograms of the vertebral column 
4 he both advanced postmenopausal osteoporosis 
i legenerative joint disease involving particularly 

£ dorsal vertebrae, 
€ patient received-7 convulsive treatments at 

“tate of 2 a week. Each treatment was initiated 
% ee intravenous administration of Pentothal 
the fe Syncurine was the muscular relaxant for 
a tst 6 treatments, the dosage being 8 mg. on 
we occasion. Manual ventilation by bag and mask 

‘tr needed for 30 minutes to 120 minutes for these 
ayes Tubocurarine chloride 45 mg. was 

‘or the 7th treatment; and at the end of the 


Procedure Tensilon was administered as a tool to 


shorten the period of recovery from curarization. 
This drug was given intravenously in 10 mg. doses 
at 5-minute intervals until a total of 40 mg. had 
been given. Following the third dose of Tensilon the 
pulse became totally irregular and the irregularity 
persisted for several hours, 

Following the course of therapy, roentgenograms 
of the spine indicated no increase in bony pathology. 


- The clinical condition of the patient had improved 


considerably with regard to her depressive symp- 
toms and she was discharged to her relatives on 
August 12, 1950. The posthospital course showed 
that the remission was not retained and that after 
a month she again became mildly depressed. This 
mild exacerbation was soon followed by a spontane- 
ous remission. 


Case 4.—A 68-year-old woman admitted to the 
hospital on November 17, 1950, because of symptoms 
of depression that began 2 weeks following a cata- 
ract extraction in August, 1950. She had experi- 
enced a similar previous depression at the age of 38 
following childbirth. ! 

Physically she was moderately obese and walked 
with difficulty because of hypertrophic arthritis of 
the knee joints. Both eyes had iridectomy scars. 
The heart was enlarged to the left, but the rhythm 
was regular. The blood pressure averaged 180/95. 
Arteriosclerosis was not particularly prominent. 
Although electrocardiograms taken in August, 1950, 
indicated a left bundle branch block the recordings 
during this period of hospitalization were normal. 
Roentgenographic study, of the spine indicated severe 
osteoporosis. The impression of the roentgenologist 
was that any severe jolt would probably result in 
a fracture. 

The patient was treated by electric convulsive 
therapy during complete curarization, receiving a 
total of 13 treatments at the rate of 2 a week. These 
procedures were initiated by Pentothal Sodium. 
The amount of Tubocurarine chloride varied from 
24 mg. to 36 mg. per treatment. Tensilon was given 
intravenously in 5 to 10 mg. amounts and repeated 
after a few minutes in the latter 8 treatments. The 
amount given per treatment varied from 10 mg, to 
35 mg. When Tensilon was given for the second 
treatment a severe cardiac arrhythmia developed 
after the second 10 mg. dose, which was given. 74 
minutes after the initial dose. This arrhythmia 
persisted for 17 minutes, Thereafter for further 
treatments, Tensilon was given in 5 mg. doses with 
more than 10 minutes between injections. No sub- 
sequent complications occurred. The administration 
of this drug reduced the time of manual ventilation 
from an average of 51 minutes for the first 5 treat- ` 
ments to an average of 34 minutes for the latter 8 
treatments. 

Several days after the course of therapy had been 
discontinued the patient slipped and sat down hard 
while picking up a magazine from the floor. She 
complained of a pain in her back and roentgeno- 
grams indicated a compression fracture of the 2d 
Tumbar vertebra, that was not present in the roent- 
genograms taken after treatment had been com- 
pleted. The patient recovered from her depression 
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and at the time of discharge from the hospital on 
February 28, 1951, was symptom-free. The post- 
hospital course for one year indicated that she had 
remained well. 


Case 5.—A 75-year-old deaf and undernourished 
male admitted to the hospital on June 18, 1951, be- 
cause of a depression of one year’s duration that 
was becoming progressively worse. Physically, in 
addition to bilateral deafness, there was a coarse 
resting tremor of the right hand, a rigidly main- 
tained spine so that when he lay supine he was 
scarcely able to rest his head on the examining 
table, a heart normal to size but with an audible soft 
systolic murmur heard best at the apex, a mildly 
emphysematous chest, and a moderately enlarged 
benign prostatic hypertrophy. Arteriosclerosis was 
moderate and generalized. Electrocardiographic 
study suggested myocardial disease. Roentgeno- 
graphic study of the spine indicated far-advanced 
osteoporosis, moderately advanced degenerative 

- arthritis, and a lower dorsal upper lumbar scoliosis 
to the right. 

Electric convulsive therapy was instituted during 
complete curarization. After the 4th treatment all 
symptoms and signs of depression had disappeared 
and the procedure was discontinued. These 4 
treatments were initiated by Tubocurarine chloride 
mg. 27 to mg. 36 without any Pentothal Sodium 
in order to obtain certain physiologic observations. 

The patient was happy and cheerful, free from all 
complaints for one week when symptoms of de- 
pression began to return. He received 8 more con- 
vulsions, each of which was initiated by Pentothal 
Sodium, followed by Tubocurarine chloride 30 mg. 
to 36 mg. Manual ventilation by mask, bag, and a 
10-liter flow of oxygen were required from a mini- 
mum of 21 minutes to a maximum of 94 minutes. 
Tensilon was administered intravenously in 5 or 
Io mg. doses and repeated when indicated from a 
minimum of 10 mg. to a maximum of 20 mg. per 
treatment. There was a complete remission of his 
depression permitting him to be discharged home 
on September 1, 1951. A 9-month posthospital 
follow-up indicated that he had remained free from 
symptoms of depression. 


Case 6.—A tall, thin 52-year-old man, hospital- 
ized on June 22, 1951, for evaluation of numerous 
complaints, Six months before admission the pa- 
tient had a sudden attack characterized by loss of 
speech for several hours and confusion for several 
days. Following this episode there was difficulty in 
pronouncing words. Three months before admis- 
sion he became depressed, disinterested, retarded, 
unable to sleep, and suicidal. It was these latter 
symptoms that led to his hospitalization. 

Physical examination revealed dysarthria, gen- 
eralized arteriosclerosis, a severe kyphoscoliotic 
thoracic cage deformity, advanced emphysema, en- 
largement of the heart to the left, an apical systolic 
murmur, blood pressure 120/70, varicose veins of 
the lower extremities, pitting ankle edema, and very 
large hands and feet. Neurologically, the only posi- 
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tive finding other than the dysarthria was a droop- 
ing of the right buccal angle of the mouth. 

A battery of psychological examinations failed to 
indicate any further signs of organic deterioration, 
An electrocardiogram was interpreted as indicating 
auricular disease and an anteroseptal infarction, 
An electroencephalogram was characterized by some 
12} to 15 per second activity in a predominant 9 to 
Iz per second record without evidence of focal 
abnormality. Roentgenographic study indicated the 
following: left ventricular hypertrophy, an extreme 
degree of dorsal kyphosis with considerable wedg- 
ing of the anterior aspects of the mid-dorsal verte- 
brae, far-advanced osteoporosis and degenerative 
arthritis, emphysema, tufting of the distal phalanges 
of the fingers, and a normal skull. 

After considerable hesitancy, considering the risks 
due to the accompanying illnesses of the.patient, it 
was finally decided to administer ECT. In order 
to provide complete curarization, he was given 52 
mg. of Tubocurarine chloride. Eight minutes later, 
after complete relaxation had occurred, a bitemporo- 
frontal stimulus of 130 volts was applied for 04 
second. This resulted in a convulsion that as re- 
corded by the electroencephalograph persisted for 
8 minutes. Twenty minutes later Tensilon 10 mg. 
was administered intravenously for the usual pur- 
pose of shortening the period of curare effect. Elec- 
tric potentials indicating convulsions again appeared 
and there were also now mild clonic movements as 
curarization had slightly diminished. These lasted 
without interruption for 20 minutes. Endotracheal 
intubation was performed to facilitate both manua! 
ventilation and the removal of secretions by suction. 
Thirty-eight minutes after the original electrical 
stimulus had been given, approximately 450 m8: 
of Pentothal Sodium was injected intravenously. 
There was then suppression of the convulsions for 
55 minutes except for a persistent focus of slow 
electrical activity with spikes in the electroen- 
cephalogram of the left temporo-parietal region, 
which as time went on gradually spread over the 
cortex. During this intervening time 30 mg. 0 
Tensilon had been given in three 10 mg. doses: 
When the convulsive neural discharge had become 
generalized again, 450 mg. of Amytal Sodium bi 
injected intravenously, which terminated the statu! 
epilepticus, It was necessary to continue me 
ventilation, however, for 75 minutes longer unt i 
spontaneous ventilation was considered adequate. 
The patient was restless for several hours but re 
sponded to painful stimuli. z d 

The following day the patient was responsive $ d 
attempted to cooperate, but was confused and cot 
only say “No,” “Huh,” and “Yes.” On the a 
day after the treatment the patient had appara 
returned to approximately his pretreatment clini if 
condition when late in the afternoon he sudden’ 
became cyanotic, dyspnoeic, confused, and weak. 
His pulse was exceedingly rapid and thready: ae 
electrocardiogram taken within a few miaii 
dicated a nodal auricular tachycardia with a jes 
rate of 170 per minute. Quinidine gluc 
administered intravenously and after 500 ™8: T 
been given the cardiac rhythm had returned to ™ 
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mal, During the administration of this drug, how- 
ever, the patient developed a toxic psychosis char- 
acterized by confusion, restlessness, fear, and 
bright vivid visual hallucinations. Quinidine sulfate, 
200 mg. t.i.d., was given by mouth for one day and 
then discontinued as it was considered a contributor 
to the toxic state. The patient was digitalized in- 
stead, The toxic psychosis gradually subsided dur- 
ing the ensuing week and at the time of discharge 
on August 24, 1951, his condition had returned to 
approximately the same as it was before hospitaliza- 
tion and the treatment. 


CoMMENT 


A method of curarization has been de- 
scribed that by removing the muscular mani- 
festations of convulsions allows the applica- 
tion of ECT to aged patients with pathologic 
depression who also suffer from severe bony 
disease of the spine. This method requires 
the administration of sufficient amounts of 
curare to produce paralysis of the voluntary 
musculature. Curare in large doses is dan- 
gerous, primarily because of the removal of 
the patient’s ability to ventilate. This means 
that the ventilation must be adequately sup- 
ported by the physician at all times. Because 
of the hazardous nature of the technique it 
should not be undertaken by anyone who is 
not an expert in the maintenance of artificial 
ventilation and in the care of comatose or 
anaesthetized patients. 

_In the series of cases reported, the tech- 
nique protected severely diseased vertebrae 
from further injury. The first patient who 
had preexisting fractures of the 7th, 8th, and 
12th thoracic vertebral bodies showed evi- 
dence of some extension of the pathological 
Process after receiving 12 convulsions. This 
Consisted of an increase in the wedging of 
the 12th thoracic vertebra, which may well 
have resulted from her activity on the ward 
rather than from the therapy. The fourth 
Patient, after 13 treatments had been com- 
Pleted, showed no roentgenologic evidence of 
a fracture, Subsequently she sustained a 
tp Pression fracture of the 2d lumbar ver- 
n ta when she slipped and sat down hard 
i the floor, In the remaining 4 patients no 

ange could be discovered in their osseous 
System, 

: a tere is evidence that this procedure is 

R *peutically effective for patients suffering 
ign Pathologic depression. Of the Six pa- 

nts who have been treated by this tech- 
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nique, 2 were completely relieved of their 
depression; 2 were partially relieved and 
were able to return home where they could 
be cared for with ease rather than remain as 
chronic hospital patients; one patient who 
had a focal cerebrovascular lesion developed 
a status epilepticus; and one died suddenly 
after having been returned to the ward. All 
6 aged patients were poor risks for any pro- 
cedure; in addition to the depression and the 
severe osteoporosis of the spine, they also 
suffered from either or both cardiovascular 
and cerebrovascular disorders. Their total 
physical incapacities were so great that it was 
extremely doubtful that ECT could have 
been given without complete curarization. 
This procedure, therefore, permitted an ex- 
tension of ECT toa small group of depressed 
patients for whom this treatment otherwise 
could not be given. The undertaking of this 
procedure must be carefully weighed in view 
of both the psychic and somatic pathology 
of these patients. The risks, even of death, 
should be discussed thoroughly with relatives 
before treatment begins, It is our considered 
impression that in spite of the hazards the 
procedure is justified in certain selected 
instances. 


Discussion OF EXPERIENCES WITH 
TENSILON 


Tensilon is a drug that has recently been 
introduced as an antagonist to curare(2). 
It was given intravenously on 22 occasions 
when the patients had been completely cura- 
rized with Tubocurarine chloride. This was 
done in order to observe its effect in a com- 
pletely curarized patient and to assess its 
usefulness as an agent in shortening the time 
required for artificial ventilation. ‘The initial 
dosage varied from 5 to 10 mg. and was re- 
peated at variable intervals from 3 to 30 
minutes. The maximum amount given after 
any single curarization in this series was 40 
mg. The observation of the effects of Tensi- 
lon led to the following impressions: 

1. The administration of Tensilon, at a 
time when spontaneous respiratory efforts 
were absent, did not provide sufficient anti- 
curare effect to overcome the respiratory 
paralysis. One could not say, therefore, that 
Tensilon either enhanced or counteracted the 
curare effect. For this reason, until more is 
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known. about the effect of Tensilon under 
these circumstances, it would seem to be 
wiser to avoid the use of this drug during 
the period of apnoea in a patient overdosed 
with curare. 

2, It is believed that the optimum time for 
the administration of Tensilon is after res- 
piratory movements have begun to return 
spontaneously. If given then, there is a pro- 
nounced increase in the depth of respiration. 
The length of time that manual ventilation is 
required to assist inadequate respiration is 
also materially reduced. 

3. The frequent repeated administration 
of Tensilon during apnoea led in 2 instances 
to severe cardiac arrhythmias. This has not 
been observed following the administration 
of Tensilon to the curarized patient during 
anesthesia. However, the more complete 
curarization used in this procedure may be 
a factor. It is possible also that Tensilon 
through a cholinergic action reinforces the 
vagal discharge associated with the convul- 
sive state. Either of these factors may have 
been related to the cardiac irregularity. 

4. Because of the possible side effects, 
such as the occurrence of cardiac irregularity 
in 2 patients and status epilepticus in one pa- 
tient, it is our opinion that the administration 
of Tensilon in ‘this procedure should be 
limited to a total of 20 mg. in doses of 5 mg. 
each at intervals of 5 to 10 minutes. A sus- 
tained effect of increased respiration was 
more frequently obtained by the repetition of 
small doses of Tensilon than by a single 
larger dose. i 

5. The response to Tensilon, as observed 
by spontaneous movements of various parts 
of the musculature including those of the 
i toes, is frequently evident in 20 to 25 seconds 
from the time of injection. Since this time is 
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within the circulation time from the antecy. 
bital fossa to the brain and may be shorter 
than the circulation time to the foot, the 
possibility of a central action should be enter- 
tained, This possible effect is in addition to 
the local action at the myoneural junction, 

6. No antagonist of curare should be 
solely relied upon to overcome respiratory 
arrest, but should be considered as ancillary 
to mask, bag, and oxygen for maintenance 
of the proper gaseous exchange of the 
patient. 


SUMMARY 


I. Six elderly depressed patients with se- 
vere osteoporosis of the spine and other 
physical disabilities were treated by electric 
convulsive therapy during complete curati- 
zation. The method of complete curarization 
allowed the administration of electric con- 
vulsive therapy without danger of producing 
further injury to diseased skeletal structures, 


and thus extended the usefulness of this 


therapy to patients who otherwise would be 
unable to receive it. 

2. The results of experiènces with Ten- 
silon indicate its limitations and its useful- 
ness as an adjunct to bag, mask, and oxygen 
in the maintenance of the proper ventilation 
of the patient when the patient had been 
completely curarized. 
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PRELIMINARY OBSERVATIONS ON CONVULSIVE AND SUBCON- 


VULSIVE TREATMENTS INDUCED BY INTERMITTENT 
PHOTIC STIMULATION: 
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Since Meduna’s description of a convul- 
sive therapy induced by intramuscular injec- 
tion of camphor, there has been a constant 


search for new and better methods of “shock” 
treatment. After general acceptance of the 

| fact that Metrazol-induced seizures produced 
_ at least a shortening of the time of hospitali- 
zation for depressed psychotic patients, this 

_ type of convulsive treatment was largely 


_ abandoned for a variety of reasons that in- 
_ cluded undependability of seizure production, 
_ Preseizure apprehension, severity of reaction 
(including multiple convulsions), venous 
_ thrombosis with embolism, and fractures. 
| The introduction of electricity in convul- 
_ Sive treatments brought with it an ease and 
sit Simplicity of method that has made common- 
Place the phenomenon of push-button ther- 
_ apy. Even such treatment, however, was not 
T Without its shortcomings, and curare, bar- 
biturates, and “glissando” have been added 
With only partial success in reducing the 
Occurrence of fractures. Although there is 
" little convincing evidence of brain damage 
following electric shock(1) there have been 
@number of attempts to reduce the strength 
f the electrical stimulus used in ECT treat- 
Ments, and currents with pulses of briefer 
luration and diverse form have been utilized. 
No one of these is today accepted as the best 
Mode of treatment nor has experimental 
‘Work given a rationale to explain why one 
type should therapeutically be more effica- 
lous than another. 
———_. 


| 
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Yet another variation of shock treatment 
is the triggering of convulsive reactions by 
means of an intermittent light stimulus. That 
a flickering light can produce a seizure in 
certain susceptible patients was observed in 
1885 by Gowers(2) who reported that in 
some epileptics seizures were induced by the 
flickering of an open fire. The demonstration 
that brain potentials could be controlled by 
a flashing light was reported in 1934 by 
Adrian and Matthews(3). Such a stimulus, 
in conjunction with Metrazol, has recently 
been used as an aid in the study of convul- 
sive disorders(4). 

In 1949 Gastaut and Cossa(5, 6) intro- 
duced the term “photo-choc” for the trigger- 
ing of Metrazol seizures by intermittent 
photic stimulation, O'Flanagan and co-work- 
ers(7) reported observations on the use of 
photic stimulation, following the intravenous 
injection of Azozol, to induce myoclonic 
reactions in 35 patients with various psy- 
chiatric diagnoses. In a typical stimulatory 
treatment they induced paroxysmal activity 
in the brain for a period of ro minutes, We 
have utilized this method to produce both 
myoclonic and generalized convulsive treat- 
ments and this paper is a discussion of our 
preliminary observations, 


METHOD 


The light stimulus used was a 1,000-watt 
tungsten-filament 16 mm. projection lamp 
whose beam was concentrated by an appro- 
priate lens system and then directed on the 
subject’s face by means of concave mirrors. 
Intensities of 500 to 1,000 foot candles were 
used. Frequencies of 2-30 flashes per second 
were obtained by means of a pendulum-type 
episcotister controlled by a Hewlett-Packard 
low-frequency oscillator. 

Prior to treatment an EEG was taken on 
each patient and his sensitivity to 22 different 
frequencies of stimulation was studied by 
brief, 40-second exposures to the photic 
stimulus within the range of 2-30 flashes per 
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INTERMITTENT PHOTIC STIMULATION 


second. For such studies a Walter-type elec- 
tronic brain wave analyser was found useful. 
From this study we could determine the fre- 
quency that produced the greatest brain wave 
response. This frequency was in most cases 
the stimulus used to trigger the patient’s 
reactions. 

Subjects were started with 0.2 cc. of a 
5% solution of Azozol (4-cyclohexyl-3-ethyl- 
1:2:4-triazole) given intravenously. This 
dose was increased by 0,2 cc. until the desired 
result was achieved. In subjects who became 
fearful, sedation was given and the patient 
treated while asleepor drowsy. Light stimula- 
tion was started immediately after this injec- 
tion and was continued without interruption 
at one frequency until the convulsive effect 
was achieved. For optimal effect the stimula- 
tion was given with eyes closed. At times par- 
oxysmal brain activity could be enhanced by 
opening and then closing the eyes rapidly or 
by brief interruptions of the stimulus. 


RESULTS 


Two hundred and fourteen treatments 
were administered to 16 patients of varied 
diagnosis (Table 1); of these 114 were 
stimulatory (subconvulsive) in nature and 
100 were convulsive (i. e., produced general- 
ized seizures). For purposes of recording 
treatment results we used the following clas- 
sification of clinically observed effects pro- 
duced during stimulation : 

MR +: (myoclonic reaction one plus) rhythmic 
peri-orbital jerking only. 


MR ++ : myoclonus involving face, head and/or 
shoulders. 


MR +++ : spasmodic jerking of whole body but 
without loss of consciousness, 

++++: was used for reactions in which there 
was forced deviation of the eyes to one side with 
some impairment of consciousness or for a pro- 
longed period of amnesia but without generalized 
convulsion, In such reactions the myoclonic com- 
Ponent was often minimal or absent. 


GM: (“grand-mal”) generalized seizure. 


In the present study we have been mainly 
interested in exploring the method: Observa- 
tions have been made on at least 3 important 
parameters: amount of the drug required to 
produce subconvulsive and convulsive re- 
sponses, the effect of varying the speed of 
injection, and the optimum frequency of light 
stimulus. 
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In this preliminary phase we have been 
most concerned with how best to administer 
the Azozol but a few remarks about the 
stimulus frequency can be made. Surveys 
of each patient with frequencies of 2-30 
flashes per second revealed that usually the 
greatest brain response (driving) occurred 
in the range from 6-20 flashes per second. 
When a stimulus frequency produced strong 
harmonic responses or induced paroxysmal 
brain rhythms it was used to trigger the 
photically induced seizures. In the absence 
of such reactions the frequency producing 
the greatest driving was used and it often 
turned out to be the best frequency for in- 
ducing treatment reactions. A recent report 
(8) has indicated that stimulus rates of 15 to 
20 f.p.s. seem most effective in producing 
paroxysmal activity. It is our experience, 
however, that some patients may fail to react 
to frequencies within this range yet respond 
with convulsive seizure to stimulation at 
lower frequencies. In two of our patients 
generalized seizures could be induced with 
rates of 6 flashes per second or below. In 
these patients faster frequencies would pro- 
duce only MR responses. 

In two subjects MR reactions could be 
induced by the light stimulus alone. In all 
other patients a sensitizing dose of Azozol 
was necessary. From 0.2 to 0.6 cc. of 5% 
solution of Azozol injected within a period 
of 30-40 seconds permitted an MR + reaction 
when light stimulation was given within the 
following minute and preferably as close to 
the termination of the injection as possible. 
As can be seen from Table 1 the prediction 
of the GM from the MR+ dose is fraught 
with much uncertainty. However, if injection 
speeds are kept constant, responses © 
MR+:+ and MR+ + + can be regularly ob- 
tained by a two- to threefold increase 1 
medication and would not infrequently be 
sufficient to induce a GM reaction. In 
some patients there was an apparent increase 
in seizure threshold with subsequent treat- 
ments and hence prediction of the seizure 
dose has not been entirely reliable. Body 
weight is not a good guide for dosage: 
O’Flanagan(7) felt that the blood sugat leve 
was an important factor in obtaining 
We have not as yet investigated this 
in our patients. However, all were trea £ 
after a 12-14 hour fast. 
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77 


72 


65 


46 
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Mixed psychoneurosis 


with depression 


Schizo-affective 
depressed 


Mixed psychoneurosis 
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TABLE 1 


PATIENTS TREATED BY AZOZOL AND INTERMITTENT PHoTIc STIMULATION; KIND oF TREATMENT AND 
Cxinicat RESULTS 


Subconvulsive 
treatment 


œ 


hysteria and depression 


Reactive depression 
with alcoholism 
Schizo-affective 
depressed 
Senile depression 
Manic-depressive 
depressed 


Senile depression 


Agitated depression 
Cerebral atrophy 
with depression 
Manic-depressive 
depressed 


Ir 


5 
9 


6 


Schizophrenia paranoid 9 


depressed 4 
Agitated depression 


Manic-depressive 
depressed 


Manic-depressive 
depressed 

Manic-depressive 
depressed 


4 


12 


Convulsive 
treatment 


n aA 


tn œ 


12 


14 


Effective 
stimulus 


> frequency 


w 
ere 
a 


16 


515 


3,15 
13 


8,14 
18 


13 

9,18 

13 

6, 12, 18 
13 

13 


12 


15, 16 


14 


5% 
pro- 
Q duce MR+ 


o Amount * of 
H =©Azozol to 


0.2 


0.15 
oI 


0.2 
0.1 


0.2 


OI 
08 


0.4 
0.4 
0.6 


0.2 


08 


0.4 


5% Azozol to produce 
GM (without sedation) 


Smallest * amount of 


0.3 


13 
18 


Lg 
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results 


Therapeutic 


Increasing agitation : 
shifted to EST 
with some 
improvement, 
Discharged improved. 


Increasing agitation: 
shifted to EST 
with some 
improvement, 

Discharged improved, 


Discharged improved. 


Unimproved. 
Discharged improved. 
Relapsed in 7 days— 
Readmitted. 
Improved after 
first treatment, 
discharged. 
Increasing agitation- 
treatments 
discontinued. 
Discharged improved. 
Discharged improved, 


Discharged improved. 


Marked improvement, 
awaits discharge 

Agitation relieved, 
depression 
unchanged, 
treatment 
continues. 

Increasing agitation, 
signed out against 
advice. 

Increasing agitation, 
shifted to EST. 

Agitation relieved, 
depression 
unchanged, treat- 
ment continues. 


i injectii ot comparable (i. e., injection speed to pro- 
a omitted where patient was sedated or where injection speeds were ni 
duce GM within ro seconds of that for MR+). 
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The speed of drug injection was an im- 
portant factor in seizure production (Fig. 1). 
Thirty seconds was our usual speed of in- 
jection. This was varied from patient to 
patient and from treatment to treatment in 
accordance with whether we wished to in- 
crease or decrease the latent period from 
injection to convulsion. More rapid injections 
not only ensured a grand-mal reaction with 
a smaller quantity of drug but also permitted 
a more rapid induction of seizure and, to 
clinical observation, seizures that were more 
severe and accompanied by an increase in 
postshock confusion. With slow injections 
the onset of the seizure was mild and might 


+a GENERALIZED SEIZURE 
© a NO GENERALIZED SEIZURE 


CC'S OF 5% aZOZOL 


(PATIENT COS.) 


10 20 » 


to 5% o o w 


INJECTION TIME IN SECONDS 


‘Fic. 1.—Graph indicating the relationship between 
the speed of injection and amount of Azozol when 
used with intermittent photic stimulation for the 
production of generalized seizures in Patient Cos. 


follow after 1-2 minutes of light-induced 
myoclonic reaction. The convulsions pro- 
duced in this fashion resembled more a spon- 
taneous convulsion, as seen in epileptics, than 
those produced by standard ECT. The gen- 
eralized seizures produced by photic stimu- 
- lation usually began with a deviation of head 
and eyes to one side, a slow onset of tonus 
that was maintained from 5 to 10 seconds 
and followed by a clonic reaction that was 
usually so mild that it was unnecessary to 
hold the patient on the stretcher. The total 
seizure seldom lasted over one minute, and 
postconvulsive respiratory complications were 
not a matter for concern. We usually placed 
a pillow under the dorsal spine and intro- 
duced a rolled gauze mouth gag as the patient 
entered the tonic phase of the seizure. The 
treatments were followed by but little con- 
fusion, and marked postshock euphoria was 


seen in 2 of our patients. We encountered 
no fractures or dislocations in the series and 
none of our patients complained of post- 
seizure backache. 

The margin between the amount of Azozol 
that will sensitize the brain to reaction with 
intermittent light stimulus and that which in 
itself will produce a seizure may at times be 
small (0.2 cc. of 5% solution) but further 
observation on this point is necessary. We 
have attempted to give amounts of Azozol 
that would not alter the resting brain wave 
pattern and hence the patient would react 
only when exposed to the flashing light 
stimulus. In this way there appears to be 
less apprehension during induction and there 
is an amnesia for the seizure. In the course 
of developing our method we produced many 
unwished-for subconvulsive reactions that did 
not proceed to generalized convulsions, and 
found that, sometimes, as with Metrazol 
treatment, marked apprehension and fear of 
these treatments could develop. Such emo- 
tional response was particularly marked in 
2 psychoneurotic women. This apprehension 
could be controlled by the use of sedatives 
such as Delvinal, Seconal, Sodium Amytal, 
and chloral hydrate used in various dosages: 
It was found most satisfactory to induce 
sleep by intravenous Sodium Amytal and, 
although this made it necessary to increase 
the dose of Azozol, the resultant treatment 
was greatly improved. With intravenous 
Sodium Amytal we increased the Azoz0l 
dosage roughly 0.1 cc. of 5% solution for 
each 100-200 mgms. given. With chlo 
hydrate a similar increase was necessary for 
each gram given orally. The increases neces- 
sary, however, varied considerably from p% 
tient to patient and also from day to dy 
With such premedication patients, althoug 
roused to consciousness by Azozol and the 
light stimulus, could sometimes tolerate uP 
to Io minutes of MR+-+ and MRE +T 
subconvulsive treatment without comel 
With such premedication it has been poss! 
to precipitate grand-mal reactions with = 
patient passing directly into seizure fro 5 
sleep and with amnesia for the whole po ; 
dure when awakening on the ward p% 
treatment. 

No attempt has been made here to at 
the EEG findings in these cases but this 


alyse 
will 


1953] 


be the subject of a more extensive report. 
Suffice it to say that photic stimulation 
usually induced a slowing of the EEG with 
production of 3-8 per second activity with or 
without spikes (Figs, 2 and 3). Our patients 
were treated 3 times a week yet no marked 
slowing was seen in any of the resting EEGs 
that were taken before each treatment. This 

. was true even in one patient who received 27 
GM seizures. With individual subconvulsive 
treatments the brain wave abnormality 
would, in most cases, revert to a resting pat- 
tern as soon as the light stimulus was turned 
off (Fig. 2a). In one unusual case, however, 
where a + ++.+ reaction was produced with 
amnesia and forced eye movements but with 
no generalized seizure, the patient remained 
ina confused state for 3 hours. During this 
time the brain wave record remained slow 
(Fig. 3). The patient had some confusion 
during the ensuing afternoon but was com- 
pletely clear by the next day although am- 
nesic for the treatment, This reaction was 
induced with only 0.2 cc. of 5% Azozol and 
total exposure to flashing light both before 
and after Azozol for 15 minutes. Subsequent 
treatments with 10 times this amount of drug 
and with longer exposures to the intermittent 
light stimulus produced ++ and +++ 
MR’s but failed to elicit a similar EEG or 
clinical response in this patient. 

The present series of cases is far too small 
to permit an evaluation of treatment results 
but some idea of immediate alteration in the 
disease process can be seen from Table 1. 
It is our impression that psychoneurotic de- 
Pressions responded to treatment less well 
than did the psychotic depressions and that 
treatments producing GM reactions seemed 
to be more efficacious than those of subcon- 
vulsive type. 


Discussion 


Although the method for producing con- 
vulsions (photoshock) presented here may 
be considered similar to that of Metrazol 
shock, it is our impression that this modified 
Procedure has several possible advantages: 

he use of photic stimulation to trigger the 
Seizure permits a lower dosage of convulsant 

Tug with a consequently milder seizure and 
“ss apprehension, The generalized seizures 
Produced by this method appear to have‘a 
More gradual onset and greater resemblance 
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to spontaneous epileptic fits than those pro- 
duced by usual ECT. By the use of a light 
stimulus one has greater control over the time 
of seizure onset and can readily bring about 
a gradual induction of the seizure. With this 
method there seems to be a greater certainty 
of producing a seizure than has been reported 
for Metrazol when used alone. We have had 
no fractures or dislocations and feel that the 
treatment is ideal for use with older patients. 
The production of photic stimulatory treat- 
ments (PST), whose depth may be gauged 
by simultaneous recording of the EEG, in- 
troduces a new type of therapy whose value 
is yet to be determined. i 

Of perhaps greater importance are the 
research possibilities of this method, The 
ability to produce, control, and in some meas- 
ure quantify the brain wave paroxysm (i. e., 
in the subconvulsive treatments) could well 
lead to observations that may increase our 
understanding of shock treatments in general. 
Further studies along this line with attention 
to the effects of varying dosages and speeds 
of administration of different convulsant 
drugs may increase our knowledge of the 
factors controlling convulsive threshold and 
hence give a rationale for the design of more 
effective and safer shock therapy. 

From our experiences with the method so 
far, observations have been made that point 
to the probable untenability of one commonly 
proposed explanation for the mechanism by 
which shock therapies produce results, 
namely, that the treatment is a fear-producing 
and punishing device that gives the patient 
absolution from guilt and in this manner 
relieves depression. In 2 psychoneurotic de- 
pressions, where one might expect such a 
mechanism to produce results, courses of 8 
or more subconvulsive treatments had no 
therapeutic effect. These treatments produced 
much more dysphoria, apprehension, and fear 
than the subsequent standard ECT treat- 
ments, which were administered later with 
apparently good therapeutic results. Simi- 
larly, in several patients with psychotic de- 
pression, it has been our observation that a 
course of anxiety-producing, subconvulsive 
treatments had little effect, whereas marked 
relief from depressive symptoms were pro- 
duced by photically induced generalized con- 
vulsions when the subjects had been put to 
sleep by intravenous Sodium Amytal and 
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had, as a consequence, no apprehension and 
an amnesia for the treatment. 

Further evaluation of this mode of treat- 
ment is now underway and it is felt that with 
some simplification of method it may well 
assume a place in the psychiatrist's ar- 
mamentarium of physical treatments. 


SuMMARY 


A method is discussed for producing con- 
vulsive and subconvulsive treatment by 
means of intermittent photic stimulation fol- 
lowing preliminary administration of a con- 
vulsant drug. The results of varying such 
factors as amount of drug, speed of injection, 
and frequencies ‘of light stimulus are given. 
Types of reaction produced and the possible 
therapeutic results and experimental implica- 
tions of this method are discussed. 
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A COMPARATIVE STUDY OF FLAXEDIL AND SYNCURINE COM- 
BINED WITH PENTOTHAL ANESTHESIA IN MODIFYING 
ELECTROCONVULSIVE THERAPY * 


WILLIAM L. HOLT, Jr, M.D.,? Avsany, N. Y. 
DONALD NISWANDER, M.D.’ DEWEY K. ZIEGLER, M. D,’ 
RICHARD TURK, M.D.,3 Boston, Mass, 


Electroconvulsive therapy (ECT) has a 
definite value, but we encounter patients 
needing this treatment who have physical 
contraindications unless softening of the 
convulsive rigor can be achieved with safety. 
The degree of softening desired varies with 
the nature of the physical complication. Only 
slight modification of the seizure will ordi- 
narily prevent fracture occurrence, but com- 
plete abolition of muscular contraction is 
desirable in the region of a freshly sutured 
severed tendon, nerve or trachea. Maximal 
modification of the electric shock seizure by 
curarizing drugs arrests adequate sponta- 
heous respiratory movement. To prevent the 
Patient from experiencing severe anxiety 
while positive pressure oxygen is adminis- 
tered, general anesthesia is required. The 
authors have employed Sodium Pentothal as 
the anesthetic agent for intravenous use in 
Combination with the 2 curarizing drugs 
under investigation, Flaxedil and Syncurine.* 
Pentothal in 5% solution is miscible with 
2% solution of Flaxedil (tri-(diethylamino- 
ethoxy) benzene triethyl iodide) and with 
On % Syncurine (decamethonium bromide), 
allowing simultaneous injection of the anes- 
thetic and the curarizing drug in one syringe. 
H minimal amount of Pentothal is given so 

at the brevity of its action will allow the 
therapist to test the patient’s power on volun- 
tary effort and thereby gauge the degree of 
ratification to be expected and first to give 
added curarizing drug if needed. 


a Read at the ro8th annual meeting of The Amer- 
n Psychiatric Association, Atlantic City, N. J. 
2a 16, 1952. : 
poy Medical College and Albany Honi 

on i ji 
edical Sch Feychopatkig Hospital and Harvar 
the We gratefully acknowledge assistance given by 
A concerns, that furnished the products tested: 
erle Laboratories for Flaxedil, Burroughs- 


ell 4 
eigen’ for Syncurine, Hoffman-LaRoche for 


The value of curarization modification of 
electroconvulsive therapy in the treatment of 
traumatic complications and in their preven- 
tion was well described by A. E. Bennett in 
1940(1). Two deaths in patients with ap- 
parently mild cardiac disease given unmodi- 
fied ECT by others made us ask what if any 
added safety could have been assured these 
patients had one or another curarization 
modification been employed. Reported deaths 
from curare-modified ECT have usually been 
related to respiratory obstruction or cardiac 
disorder, This led us to study respiratory 
obstructive and cardiovascular changes in 
patients given electroshock modified by the 
curare-like drugs, Flaxedil and Syncurine. 

Prior studies on Syncurine(2) carried 
out at the Boston Psychopathic Hospital 
have shown that it can be given to modify 
electroshock in patients with cardiac disease. 
Marked softening of the seizure obtained 
with this drug, however, required 10 to 20 
minutes of oxygen administration as no anti- 
dote was available to cut short the time re- 
quired for natural recovery from the induced 
respiratory muscle paralysis. A sharp brief 
rise in arterial pressure was usual in the 
hypertensives given Syncurine even when 
the visible manifestations of the seizure were 
limited to twitching of the eyelids and pilo- 
motor response. With the appearance of 
favorable reports on Flaxedil by Mushin(3) 
and others, we believed further comparative 
studies would be of value. We have made 
studies on the cardiovascular changes, un- 
toward respiratory reactions, and response to 
antidote of patients given electroconvulsive 
treatments modified with Syncurine or Flax- 
edil together with Sodium Pentothal anes- 
thesia. 

FLAXEDIL . 
SUBJECTS 
` Twenty-one patients, 15 female and 6 
male, ranging in age from 19 to 76, were 
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studied. The majority were suffering from 
severe midlife depressions. Curarization was 
done because of electrocardiographic or clini- 
cal heart abnormality, arterial hypertension 
in the range above 200 mm. systolic, 100 mm. 
diastolic, or recent fracture or laceration. 
Sufficient curarization was obtained to pre- 
vent any perceptible tonic rigidity during 
the seizure. This degree of modification 
causes no significant change in the blood 
lactic acid, whereas an unmodified seizure 
causes a two- to threefold rise. 


PROCEDURE 


Blood pressure and pulse recordings were 
taken with the patient supine on the treat- 
ment wheeled-litter before the administra- 
tion of any drug. Flaxedil or Syncurine was 
administered on alternate treatment days. 
Flaxedil in the amount of 80 to 120 mg., 
varied according to effectiveness, combined 
with 250 mg. of Pentothal and 0.9 mg. of 
atropine sulphate in the same syringe, was 
given intravenously in 14 minutes. 

Immediately after the injection, the blood 
pressure and pulse were again determined. 
Three minutes after the drug injection was 
completed, the strength of hand grip and 
knee flexion on shouted command were 
tested, and if sufficient curarization had been 
obtained, an intramuscular injection of anti- 
dote was given in the deltoid region, con- 
sisting of 2 mg. of prostigmine together with 
0.6 mg. atropine sulphate. An electroshock 
stimulus well above threshold, usually 800 
ma. for 0.5 sec., was administered bitempo- 
rally within 30 seconds of the antidote. Posi- 
tive pressure oxygen insufflation was used 
routinely on all patients, beginning midway 
in the injection of the Flaxedil and continu- 
ing until spontaneous respiration of normal 
depth reappeared (usually within 4 minutes 
after the seizure), the patient never being 
allowed to become cyanotic. A Guedel rub- 
ber airway and catheter suction were em- 
ployed when needed to prevent airway ob- 
struction by tongue or mucus. 

Tf the convulsion was sufficiently abolished, 
blood pressure and pulse reading were taken 
during the seizure (about half the cases). 
In those patients with interfering clonic 
movements, readings were taken immediately 
on cessation of movements. Only those pa- 


tients were included in whom there were at 
least 3 sets of observations and in whom 
hypertonus had been prevented. 


RESULTS 


(a) Immediate Effect of Injection—In 14 
patients following injection of Flaxedil and 
Pentothal there was less than 10 mm. change 
in blood pressure. Of these, 2 patients were 
markedly hypertensive, the others, normo- 
tensive. 

In 5 patients there was a consistent fall of 
over 10 mm. in both systolic and diastolic 
blood pressure following injection. Of these, 
2 were borderline hypertensives, showing a 
fall of 15-20 mm. systolic and 10 mm, dias- 
tolic in their inconsistent initial blood pres- 
sure elevation. Three were markedly hyper- 
tensive (180-220 mm. systolic, 100-120 mm. 
diastolic) and sustained a fall of 40-60 mm. 
systolic and 10 to 20 mm. diastolic, The 
remaining 2 patients showed a consistent 
slight rise in blood pressure after injection. 
Pulse rates rose in all cases 10 to 40 beats 
per minute, averaging 20 beats, when meas- 
ured immediately after injection. 1 

(b) Readings during and Immediately. 
after Seizure —Blood pressure rose 40 t0 
mm. systolic and 10 to 30 mm. diastolic dur- 
ing and immediately after the modified seiz- 
ure even when the fit was perceived w 
difficulty. Within 4 to 15 minutes the yee 
pressure had dropped to pretreatment levels. 
Pulse rates measured immediately after the 
seizure were not further consistently oe 
significantly changed though later in a 
fibrillating patients irregularities and changi 
in rate did occur. 


SYNCURINE 
SUBJECTS 


Syncurine was given to all 21 p 
studied but increasing tolerance for this np 
resulted in less consistent modification 4% 7 
only 6 cases were there 3 observations 
value. Two of these patients were mar Şi 
hypertensive, 


PROCEDURE 


/ 
ed 
Blood pressure and pulse were recorde 


before any medication. was admin ie 
described for the Flaxedil studies. 
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jection of 5 to 6 mg. of Syncurine was 
given intravenously together with the same 
amounts of atropine sulphate and Sodium 
Pentothal employed in the Flaxedil treat- 
ments, in the course of 14 minutes. Positive 
pressure oxygen insufflation with rebreathing 
bag was used, as with Flaxedil. Oxygen was 
continued until spontaneous breathing was 
adequate, usually 10 minutes but on occasion 
for as much as 20 minutes after the seizure. 
The seizure was produced as described under 
Flaxedil, 


RESULTS 


Blood pressure changes with Syncurine 

were very similar to those with Flaxedil. Two 
cases with marked hypertension had a 40-60 
mm. drop in systolic pressure while in the 
others there was less than 10 mm. change im- 
mediately after the curarizing injection. Dur- 
ing and after the seizure, blood pressure 
tises of the same magnitude were obtained 
as for Flaxedil. 
_ The pulse showed no consistent change 
immediately after the Syncurine injection 
nor after the seizure in this small group of 
subjects, Earlier experience among our 97 
Syncurine-treated patients had shown several 
instances of postseizure minor irregularities 
inrhythm, usually of brief duration. 


COMMENT 


, The fall in blood pressure in the hyperten- 
Sive patient during and immediately after the 
Curarizing injection can be attributed to the 
accompanying Sodium Pentothal. The in- 
‘tease in blood pressure during the modified 
Seizure is not in proportion to the strength of 
the convulsion. The widespread pilomotor 
‘rection seen even in the most completely 
os seizure, regardless of the curarizing 

Tug employed, suggests that the blood pres- 
‘ute rise is due to autonomic effects of the 
Convulsion independent of skeletal muscle 
Work, 

The rise in pulse rate with Flaxedil was 
aot of critical importance in our cases and 
eet Persist beyond the oxygen adminis- 
RA ion period. The changes in blood pressure 
ee significant, especially for pa- 
th S with coronary disease, even though 

€ blood pressure changes are distinctly less 
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than when unmodified fits are produced. 
Coronary occlusion occurred in one of our 
111 Flaxedil-treated cases, a woman of 72, 
severely hypertensive, who abruptly passed 
into pulmonary edema following her sixth 
completely modified electroconvulsive treat- 
ment. Electrocardiogram and supporting 
physical and laboratory evidence indicated 
she had suffered an extensive myocardial 
infarction. We had no deaths in our series of 
208 cases as the 72-year-old woman re- 
covered. Samples of her electrocardiogram 
are given in Fig. 1. 3 


RESPONSES TO FLAXEDIL AND ANTIDOTES: 
PROSTIGMINE AND TENSILON 


Flaxedil has the advantage over Syncurine 
of having its effects reversed by 2 specific 
antidotes, prostigmine and Tensilon. We de- 
termined the effects of increasing doses of 
these drugs upon Flaxedil curarization, in 7 
adult nurses and doctors who received a 
series of injections of Flaxedil, 0.6 mg. per 
kilogram of body weight. Stoelting grip 
dynamometer readings and vital capacity 
measurements were made before and at one- 
minute intervals after injection. Increasing 
doses of prostigmine and Tensilon were 
given intravenously and the degree of re- 
covery recorded. Flaxedil was administered 
over I-, 2-, and 3-minute intervals to deter- 
mine optimal rate of injection to secure maxi- 
mal muscle paresis. An injection rate faster 
than one minute produced more prolonged 
respiratory depression when the antidote was 
tested; the 3-minute injection gave less initial 
muscle weakness. The one-minute injection 
rate was followed after the first injection 
showed no abnormal sensitivity. Though 
dynamometer readings were taken at one- 
minute intervals with the right hand, similar 
readings taken with the left hand at the 4th, 
6th, oth, and 12th minutes showed greater 
power in the left hand. A significantly large 
fatigue factor would explain this inequality. 
On each subject observations without an anti- 
dote were made so that each subject served 
as his or her own control. In the second part 
of the experiment, 44 minutes after the com- 
pletion of the Flaxedil injection, increasing 
amounts of prostigmine or Tensilon were 
given intravenously, several days separating 


_each repetition. 
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Observations were also made on 16 pa- 
tients given larger doses of Flaxedil for 
modification of the electroconvulsion. Four 
received Tensilon only; 5 received prostig- 
mine only ; and 7, both antidotes on alternate 
days; and all in increasing doses. In these 
patients the criterion for recovery was the 
reappearance of adequate respiration. 

Comment.—The greater initial muscle jerk 
with Flaxedil modification as compared with 
the same degree of Syncurine modification of 


Flaxedil 
N-16-51 


n-19-51 


mg., given subcutaneously one half hour be- 
fore each prostigmine experiment in addition 
to 0.6 mg. given with the prostigmine was 
necessary in order to prevent symptoms of 
prostigmine toxicity. 

When Tensilon was used, no atropine 
needed to be given the experimental subjects 
as no unpleasant side effects occurred. Ade- 
quate improvement was often obtained from 
2.5 mg. of Tensilon, and with 5 mg. the re- 
covery percentage was over 90% at the roth 


Fig. 1.—Myocardial infarction in the course of Flaxedil-modified electroconvulsive therapy. 


hypertonus is probably related to the great 
fatigue factor in Flaxedil effects. 


RESULTS 


i Ing volunteers, Table 1 gives the effect of 
increasing prostigmine dosage upon Flaxedil 
curarization expressed in percent recovery at 
oth minute. Table 2 shows the similar study 
of increasing Tensilon injections in 3 other 
volunteers, 


COMMENT 


Prostigmine in 2-mg. doses given intra- 
venously produced better than 80% recovery 
by the roth minute. Atropine sulphate, 0.8 


minute. Tensilon is not effective unless givet 
intravenously, but prostigmine is effective by 
the intramuscular route as well, having thn 
an advantage in ease of administration. # 
tramuscular prostigmine should not be ae ) 
more than 20 seconds before the convulsi 
shock is given or the modifying effect of the 
Flaxedil will be decreased. If prostigmin® 
been given before the seizure has been a 
duced, undue delay in producing the iat i 
is to be avoided. The electric stimulus $ 0 

be of the needed brief duration type a! d be 
above threshold. The stimulus shoul ‘a 
immediately increased and repeated í Hie 
promptly effective. Tensilon should beet 
only after the fit because of its imm 


im 
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effects. Doses of 5 to 10 mg. of Tensilon 
intravenously promptly restored respiratory 
activity in patients given up to 140 mg. of 
Flaxedil, and patients could leave the treat- 
ment room within 4 minutes. The largest 
dose of Flaxedil given, 180 mg., was well 
counteracted by 2.5 mg. of prostigmine 
within 5 minutes. When Tensilon was used, 
salivation was hardly noticed. When pro- 
stigmine was used, even 1.2 mg of atropine 
occasionally allowed sufficient salivation to 
require suction with a catheter to keep the 
airway unobstructed. 
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most frequent offender was Pentothal. Syn- 
curine rarely appeared to be a cause of aller- 
gic symptoms. No case was found to be al- 
lergic to Flaxedil. Intubation was performed 
in 3 of 97 Syncurine-treated patients and in 
none of 111 Flaxedil cases. One patient 
treated with Syncurine and Pentothal de- 
veloped moderately severe agranulocytic 
angina after the 6th treatment and recovered 
with discontinuance of all drugs except peni- 
cillin. Subsequent testing with small doses of 
all drugs given the patient failed to reveal the 
cause of the agranulocytosis. 


TABLE 1 


Percent Recovery FROM CURARIZATION AT TenTH MINUTE WHEN FLAxEDIL FOLLOWED BY 
PROSTIGMINE INTRAVENOUSLY AT FirrH MINUTE 


Subject em, SRE Be E A © Bross Prostie- 
AEN 4i 84 87 82 8I 88 
B. 8 30 53 44 84 90 
Ci. Ir 29 70 77 86 92 
D. 58 70 71 86 92 100 

TABLE 2 


Percent RECOVERY FROM CURARIZATION AT TENTH MINUTE WHEN FLAXEDIL FOLLOWED BY 
TENSILON INTRAVENOUSLY AT Firtu MINUTE 


Subject Tensilon ‘fensilon 
A 48 99 
B. 60 74 
c 58 82 


RESPIRATORY COMPLICATIONS 


_ Our observations on respiratory obstruc- 
tion were limited to 2 patients. Determination 
of the cause of obstruction was complicated 
by our’ simultaneous use of 3 or more drugs. 
The most frequent difficulty was the ap- 
Pearance of cough, rash, and bronchospasm 
midway in the injection of the anesthetic and 
curarizing drug. This was more apt to occur 
if 4 to 14 days elapsed between successive 
treatments and if the patient had a history 
of allergic disorder. The patient usually 
showed a recurrence of cough in the post- 
Convulsive recovery phase. Antihistaminics 
Such as pyribenzamine or the administration 
of adrenaline will usually prevent the recur- 
Tence of these allergic symptoms or relieve 


them when they appear. By substituting * 


alternate intravenous anesthetics, such as 
: embutal, or alternating the curarizing drugs 
ee reported, we were able to identify and 

hereafter avoid the offending drug., The 


ti A .5 Mg. 10.0 mg. 
‘casilon ensilon Tensilon 
or 100 100 
88 89 100 
96 100 100 
SUMMARY 


The authors have treated over 200 patients 
with electroconvulsive therapy modified by 
Sodium Pentothal anesthesia and curariza- 
tion with Syncurine or Flaxedil or both. 
Sodium Pentothal was the usual cause for 
the infrequently occurring cough, broncho- 
spasm, and rash. No case of Flaxedil al- 
lergy was encountered in 111 patients. The 
availability of several intravenous anesthetics 
and several types of curarizing drugs sup- 
plemented by antihistaminics helps the ther- 
apist to avoid or control allergic respiratory 
reactions, but intubation should be available. 

After maximal softening of the seizure 
with Flaxedil, the time required for return 
of self-sustaining respiratory movement can 
be greatly shortened with the use of prostig- 
mine or Tensilon. This cuts the time of oxy- 
gen administration after the seizure in half 
as compared with Syncurine-treated cases, 
as for the latter drug no antidote is available. 
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Tensilon, 5 to 10 mg., must be given only 
intravenously after the seizure. Its use per- 
mits avoidance of atropine, needed when pro- 
stigmine is employed. As we believe atropini- 
zation is needed to prevent seizure-induced 
salivation and cardiac arrest, we prefer to 
give 2 to 2.5 mg. of prostigmine intramuscu- 
larly, conserving available veins for the more 
essential curarizing injection. 

After Flaxedil injection, pulse rates rose 
10 to 40 beats per minute, whereas Syncurine 
produced no change. Blood pressure changes 
with Flaxedil are essentially the same as with 
Syncurine. Hypertensive patients may show 
a fall of 40 to 60 mm. systolic and 10 to 20 
mm. diastolic, attributed to Pentothal anes- 
thesia. Of 21 “Flaxedil” cases tested, two- 
thirds (including 2 markedly hypertensive 
patients) showed less than 10 mm, change in 
blood pressure before their seizure. During 
and immediately after the seizure blood pres- 
sure rose 40 to 60 mm. systolic and 10 to 
30 mm. diastolic even when the seizure was 
externally perceptible only in the face. We 
believe that complete abolition of seizure 
muscle rigor decreases but does not remove 
the element of danger in the giving of ECT 
to patients with cardiovascular disease, as 
changes in blood pressure and cardiac rate 
and rhythm, probably of central origin, 
nonetheless occur. This produced coronary 
occlusion in one of our cases. 

Within the limitations outlined above, 
Flaxedil joins Syncurine as a valuable addi- 
tion to available synthetic curarizing drugs 
employed in modification of the electro- 
convulsion, 
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DISCUSSION 


Dr. Witttam A. Horwitz (New York ( 
Dr. Holt and his colleagues are to be co 
on a thorough work scientifically carried 
have shown that, where necessary an 
thorough knowledge of the technique and 
ness of possible danger points, electroshock 
can be safely carried out while the patient 
under the effects of curare-like drugs, i. e., 
and Syncurine combined with Sodium’ Pi 
There are 3 points that I would like to br 
discussion. 

The first relates to the indications for this 
deeply modified electroshock therapy. I can 
heartedly agree with Dr. Holt etal. that i 
where shock therapy is necessary, and the 
has suffered from a recent serious fracture 
eration of tendon, nerve, or trachea, practice 
only way shock therapy can be carried out 
the help of the curare-like drugs. What i 
open to question is the advocation of a deep 
zation combined with Sodium Pentothal a 
in patients with coronary disease or other 
disorders, or in hypertensive states. Here, I 
the work of Dr. Holt’s group has not prot 
value and a serious question of its wisdom 
raised. To validate his concepts, Dr. H 
presented studies on blood pressure and 
changes but it is difficult to evaluate the work W 
such a variety of drugs was used. We ri 
of the 21 patients in which Flaxedil and 
Pentothal were used and blood pressure 
were made prior to the electroshock therapy, 
markedly hypertensive. Of these 5 hyperten 
showed no significant drop in blood pressure 
3 sustained a marked drop. I believe 
hypertensive patients, if 2 show no signifi a 
in blood pressure following an intravenous í 
of Flaxedil, Sodium Pentothal, and atrop 
little is actually proven especially where 
combination of drugs has been used. We 
recall that, in the over-all group of 21 patii 
did not show a significant drop in blood 
and 2 showed a “slight consistent rise.” Imn 
after the strongly modified seizures, the bloo 
sure rose 40-60 mgs systolic and 10-30 mgs ¢ 
Similar rises in blood pressure are reported 
6 cases in which Syncurine was used. What 
amounts to is this: the blood pressure cha 
spite the strongly modified seizures indu 
either Flaxedil or Syncurine, are in no $ 
way different from changes observed in patici 
which the seizure is entirely unmodified, 
modified treatment we see this same thing, an t 
rapid rise of blood pressure with a slower ¢ 
a series of 20 patients with blood pressure T 
unmodified by any drug, we found the folli 
(1) Nearly all patients showed lower bloo 


room or on the treatment table. (2) A! 
sociated with the application of the electr 
the head frequently, in itself, caused a rise 
20-30 mgs. (3) Where such a rise had occ 
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next measurable blood pressure reading after the 
seizure in about half the cases was lower. (4) 
Where the blood pressure did not seem to be ele- 
vated, in many cases, there was a risé of from 
10-40 mgs that began to drop within 5 minutes. 
Therefore I cannot agree with the statements made 
that “the changes in blood pressure are considered 
significant, especially for patients with coronary 
disease” and that these “changes are distinctly less 
than when unmodified fits are produced.” 

We must also remember that any drug that im- 
pairs respiration either through laryngospasm or 
“histamine action,” which both Sodium Pentothal 
and Flaxedil or Metubine Iodide and Syncurine may 
do, and in which respiration must be maintained by 
positive oxygen pressure for 4-8 minutes or longer, 
in itself adds to the cardiovascular-respiratory 
strain that may be considerably more of a hazard 
than a simple, unmodified treatment that lasts about 
one minute. i 

This brings me to my final point—the desirability 
of using such large doses of Flaxedil or Syncurine 
so as to produce such deeply modified seizures. In 
the hands of experts, Dr. Holt has demonstrated that 
it can be done safely—for people with less experi- 
ence it can be a most hazardous procedure. It seems 
to me that, in the interest of safety, it should be 
reserved solely for cases in which a recent serious 
fracture or laceration is of such importance that 
such deep curarization is necessary. We must not 
forget that, although in 95% of patients Sodium 
Pentothal and the curare drugs cause no difficulties, 
there is a small percentage that is extremely sensi- 
tive to even much smaller amounts. Sodium Pen- 
tothal is a tricky drug and must be given well 
diluted and slowly. In our experience, in contrast 
to Dr, Holt’s, we have had more untoward reactions 
with Flaxedil than with Metubine Iodide. In a 
series of 80 patients given Metubine Iodide about 
half with and half without Sodium Amytal or 
Sodium Pentothal, which included patients with a 
recent long bone fracture or healed long bone 
fractures or vertebral fractures or postoperative 
hip conditions and 7 patients between the ages 
of 70 and 84- with varying degrees of osteo- 
porosis, we had only 1 severe reaction in which 
artificial respiration and oxygen were necessary. 
n none was there an aggravation of the pre- 
existing state. In 11 patients we have used Metu- 
bine in doses of 3-5 mgs while the patient was in in- 
sulin coma prior to electric shock administered for 
combined treatment. Here we also had 1 patient 
Who on 3 occasions showed moderately severe res- 
fey embarrassment requiring artificial respira- 
ion and oxygen. In no case was the reaction so 
Severe nor did it last so long as to require the use 
of prostigmine, in contrast to our former experience 
With d-tubocurarine, where it was so frequently 
necessary that we routinely gave it intravenously 
ee to the seizure in the manner described by Dr. 
fe t. Only one patient of the 80, after the first 

eatment, the amount of Metubine Iodide ap- 
ee insufficient, suffered a compressed fracture 

2 vertebral bodies. ‘ 

Our experience with Flaxedil is more limited. 
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We have used it in only 12 cases but here, in con- 
trast to Dr. Holt, we have had proportionately 
more severe reactions than with Metubine even 
though our maximum dose was 70 mgs—compared 
to 100 or more that Dr. Holt used. In 3 of the 12 
patients, severe reactions were encountered. The 
first patient with 60 mgs of Flaxedil and 250 mgs 
of Sodium Pentothal developed such a complete 
death-like apnea and deep purple cyanosis that 
seemed interminable (actually about 6-8 minutes) 
that intubation became necessary. Another patient 
developed a somewhat milder but nevertheless severe 
collapse 10 minutes after the treatment was com- 
pleted with only 50 mgs of Flaxedil and no Pento- 
thal. A third patient also developed marked laryn- 
gospasm with only 50 mgs of Flaxedil ‘and no 
intravenous sedative. Both of these patients required 
artificial respiration and oxygen. 

Although in our experience we have found Metu- 
bine Iodide to cause less collapse reactions than 
Flaxedil, we feel that both of these curare-like 
drugs are a significant advance over d-tubocurarine, 
which should be given up for our purposes. Both 
Metubine Iodide and Flaxedil combined with intra- 
venous sedation can be used to avoid many of the 
hazards and the repugnance that many patients 
have to the treatment. 


Dr. Vircrnta Apcar (New York City).— Dr. 
Holt and his associates have presented an interesting 
paper, which indicates that Flaxedil in general is a 
more satisfactory relaxant than Syncurine in modi- 
fying electric shock therapy. This result agrees 
with our experience with their use in surgical 
anesthesia. The prompt and usually predictable 
action of Flaxedil and the lack of histaminic action 
outweigh the relatively unimportant tachycardia 
that occasionally occurs. It is comforting to have 
the antidotes prostigmine or Tensilon at hand for 
d-tubocurarine, tubarine, or Flaxedil, and shortly 
there will be available an antagonist for Syncurine. 
However, the use of relaxants is never without 
inherent danger; a recent report from Winnipeg 
tells of a patient in light surgical anesthesia who 
received 40 mgs. of Flaxedil and experienced many 
hours of complete apnea in spite of antagonists. 
The early symptoms of myasthenia gravis were not 
detectable until a small dose of this otherwise satis- 
factory relaxant was administered. One should not 
rely on antidotes to overcome the effects of extreme 
overdosage; it is far better to use a smaller dose 
in the beginning and have no need for an antidote. 

Before proceeding to a discussion of general 
points, may we mention a few practical features? 
Hypotension and coronary insufficiency have been 
rightly ascribed to the use of Pentothal especially 
in older patients. In this country to produce un- 
consciousness for surgical anesthesia, 24% Pento- 
thal rather than 5% is used almost universally. In 
one large southern clinic, no concentration more 
than 0.4% is used to avoid the occurrence of these 
complications. It is possible that the use of 5 cc. 
of 24% Pentothal given rapidly after the electrodes 
are put in place, with a pause of 30 seconds to 
reach the maximum circulation time to the brain 
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before the shock is applied, will avoid the appear- 
ance of hypotension. This total dose is 125 mgs. 
instead of 250 mgs. as quoted in this presentation. 

If the intravenous use of Tensilon is planned, it 
is possible that the introduction of a vinyl plastic 
catheter through a thin-walled 18-gauge needle be- 
fore shock therapy will obviate the displacement of 
a needle during the convulsion. 

There is a new addition to the group of relaxants 
that may well supplant all those in current use: suc- 
cinyl choline dichloride. A compound including suc- 
cinnic acid and two molecules of acetylcholine, its 
best feature is brevity of action which should com- 
mend its use to the psychiatrist. It is not antago- 
nized by Tensilon, and its action is prolonged by 
prostigmine. It is miscible with Pentothal. Mar- 
keted in a concentration of 10 mgs. per cc., a dose of 
30 mgs. would be an average for a middle-aged nor- 
mal adult patient. A report appeared last month 
from England in which 3 patients who had received 
a single dose of 500 mgs. Pentothal, and 100 mgs. 
of “scoline” had prolonged apnea; it would have 
been surprising if prolonged apnea had not resulted, 

The whole philosophy of shock therapy is in- 
triguing to the anesthesiologist, whether convul- 
sions are produced by insulin, metrazol, nitrogen 
inhalation, or by electrical methods. Apnea occurs 
in all cases with attendant rise in carbon dioxide, 
and fall in oxygen levels. Descriptions of brains of 
the rare fatal cases following ECT are similar if 
not identical to those following anoxic anesthetic 
accidents so well described by Courville, Schreiber, 
and others. The majority of reports relating to 
asphyxia at birth or after anesthetic accidents de- 
scribe spasticity, athetosis, and mental deficiency as 
late central nervous system complications, but there 
are a few interesting exceptions; there are oc- 
casional reports of improvement in personality fol- 
lowing an anoxic episode, and a recent paper states 
that superior intelligence was found in a small 
group of children who were known to be definitely 
asphyxiated at birth and who were resuscitated 
with difficulty, One wonders whether improve- 
ment following ECT parallels such reports. 

In order to convince us that the changes noted 
following ECT are not related to anoxia from apnea 
or respiratory obstruction, 2 types of experiments 
are needed and, to the best of my knowledge, have 
not been carried out. (1) The convulsions should be 
produced in well-oxygenated patients. The present 
authors have made good advance in this direction 
by insufflating oxygen into the pharynx at the time 
of injection of Flaxedil, but 1 to 2 minutes are not 
enough to replace the nitrogen in the dead space of 


the tracheobronchial tree. Five to 10 minutes of 
inhalation of a high oxygen atmosphere with a 
snugly fitting mask, and discarding the exhaled air, 
would be desirable before applying the shock, Ob- 
jective measurements of oxygenation, such as a 
photoelectric cell or intra-arterial blood samples, are 
preferable to observance of skin color, for cyanosis 
is a most unreliable end-point. If mental improve- 
ment followed shock therapy so administered, anoxia 
would be ruled out as an etiological agent. (2) Elec- 
tric shock therapy should be induced in a series of 
lightly anesthetized patients made completely apneic 
by the use of a relaxant, but with efficient ventila- 
tion maintained through an endotracheal airway, 
by manual or mechanical means. Such patients 
would not experience a convulsion, the importance 
of which is equivocal at present. If improvement 
should follow nonconvulsive shock therapy, the 
search for the true etiological agent would be 
narrowed, 

In my ignorance about these matters, I am con- 
fused as to the use of Pentothal or Surital. In Dr. 
Holt’s paper, most of the complications mentioned 
were associated with the anesthetic agent, not the 
relaxant. In questioning patients after recovering 
from shock therapy, it is apparent that the treat- 
ment is not painful. It is true that most patients are 
not enthusiastic about this form of treatment, but 
we are not dealing with an enthusiastic group of 
patients, There is very good logic in using a relax- 
ant to minimize orthopedic complications, but I 
wonder why Pentothal is indicated. The reason 
for bringing up this point is that the trend in poly- 
pharmacy is a dangerous one. Pentothal, atropine, 
a relaxant, and an antidote plus electric shock in- 
crease greatly the possibility of innumerable com- 
plications, Recently, after a death in the operating 
room, we found the anesthetist had used 7 different 
drugs for one reason or another, and it was impos- 
sible to assign correctly the cause of death. If anes- 
thesia and relaxation are both necessary, would not 
the use of one potent, nonexplosive anesthetic agent, 
such as trilene or even chloroform, be less 
complicated? ) 

I personally feel strongly that anyone employing 
relaxants or other respiratory depressants i j 
be thoroughly conversant with endotracheal eas 
tion, whether by the nasal or oral route, by ta ae 
methods or by direct laryngoscopy, but am awi ; 
that this is a minority opinion. May I urge those m 
you employing this useful method of treatment 
get advice and instruction from your nearest ane 
thesiologist, who will be glad to cooperate. 


EOSINOPHIL VARIATION IN THE COURSE OF INSULIN COMA 
THERAPY: ; 


HARLEY C. SHANDS, M.D.,2 anp DORIS MENZER, M.D., Boston, Mass. 


This paper is the report of a series of in- 
vestigations centering around the changes in 
numbers of circulating eosinophils in the 
course of routine insulin shock therapy 
(ICT) in a group of hospitalized schizo- 
phrenic patients. We became interested in 
the relation between blood sugar and eosino- 
phil levels several years ago when it was 
noted as a random observation that there 
seemed to be a reciprocal relation between 
the two in the course of an acute episode of 
experimentally induced hypoglycemia. When 
an opportunity presented itself for the fur- 
ther investigation of this relation in a group 
of patients undergoing ICT, we were sur- 
prised to find a persistent eosinophilia in 
many of them. This eosinophilia has been 
reported previously(1, 2), but it has ap- 
parently not been thoroughly investigated. 
As we proceeded in the project it became 
necessary to do a series of insulin tolerance 
tests (ITT) to provide a baseline of study 
and to provide a reproducible stress situation 
to test the effect of the ICT. 

The results obtained permit the statement 
of 2 propositions as hypotheses, and the 
Succeeding material will be evidence bearing 
upon these statements, In the first place, it 
appears that in these patients initially there 
is an orderly and meaningful relation be- 
tween changes in the blood sugar level and 
changes in the level of circulating eosinophils 
when the blood sugar is artificially lowered 
by means of insulin; secondly, after the re- 
peated exhibition of insulin in doses large 
enough to induce the development of pro- 
found coma, there is a disappearance of this 
orderly relation; in its stead, the eosino- 
Philic response to hypoglycemia occurs as 
no response, i. e., the eosinophil count tends 
to remain at the same level, or it occurs as 
an eosinophilia without a close or consistent 
_ 


1 Read at the 108th annual meeting of The Ameri- 
ae Psychiatric Association, Atlantic City, N. J» 

ay 12-16, 1952. 

From the Boston State Hospital, Boston, Mass. 

be the technical assistance of Gladys M. 


relation to the blood sugar level. Associated 
with the disappearance of orderliness in the 
eosinophil reaction to hypoglycemia there 
occur widespread alterations in the behavior 
of the patients during the test. 

These results appear to us to be of poten- 
tial importance in understanding the effect of 
ICT upon schizophrenic patients, in the 
elucidation of the mechanisms controlling 
the numbers of circulating eosinophils, and 
in relation to other conditions in which 
eosinophilia occurs. 


METHODS 


Selection of Patients—In this hospital, 
patients tend to be selected for ICT after the 
selection of patients for individual or group 
psychotherapy and those for electric shock 
therapy. This method of selection leaves for 
the insulin unit a group of patients in whom 
the prognosis is relatively bad as compared 
with patients selected for ICT in some other 
hospitals(3). The group that has been in- 
vestigated most intensively consists of male 
schizophrenic patients, aged 18-45, the ma- 
jority showing predominantly paranoid 
symptoms. There was only one catatonic 
patient in the group. In addition, a much 
smaller number of observations have been 
made upon a group of 8 female patients 
in ICT. 

Insulin Tolerance Test.—We have used 
a modification of the standard insulin toler- 
ance test; in a series of preliminary tests it 
was found that there was a great variability 
with the usual dose, but that this variability 
could be reduced by an increase of dose to” 
triple the usual amount, i. e., to a dose of 
0.3 unit per kilo of body weight. The times 
of sampling that appeared to give the most 
significant information about variations were 
0, 20, 45, 90, 150, and 210 minutes; in some 
tests the determination at 150 minutes was 
omitted. 

Insulin Coma Therapy.—In this hospital, 
the initial dose of insulin is 20 units, and the 
dose is rapidly increased by increments of 
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20-40 units until a coma is reached; after 
initial induction of coma, a patient usually is 
given a series of 60 coma treatments; the 
treatments are given as a rule 5 days a week 
with a weekend rest. 

Eosinophil Method.—For the most part 
the eosinophil counts have been done upon 
venous blood ; where it was desired merely to 
follow a trend, as in weekly counts in pa- 
tients over a long period, for the sake of 
convenience, the counts have been done upon 
capillary blood from a finger tip. We have 
been unable to determine any marked dif- 
ference between the 2 techniques, but have 
used venous blood where there was any ques- 
tion of determining a trend and capillary 
blood for routine confirmation of the trend. 
We have used the modification of Randolph’s 
(4) method described by Henneman(5), 
using a phloxine propylene glycol diluent. 
The technique followed is essentially the 
same as that recently investigated in detail 
by Bonner(6). Blood has been drawn to the 
1.0 mark on the pipet, 2 pipets used, and 2 
chambers charged from each pipet. The 
chambers have an area of 9 sq. mm. and a 
depth of 0.1 mm. The final counts on all 4 
chambers have been added and multiplied by 
100/36; or, to state it otherwise, the numbers 
of eosinophils in the 3.6 mm.® of diluted 
blood have been counted, 

Blood Sugar Method—The routine 
method of Folin and Wu(7) was used. 


RESULTS 


The results are graphically shown in a 
series of figures, as follows: 3 
A, preliminary insulin tolerance test done 
_by this technique is demonstrated in Fig. 1. 
It will be noted in this chart that at 20 
minutes following the injection of insulin 
there is a drop (25%) in the eosinophil level 
and a drop (50%) in the blood sugar level, 
During this time the patient was somewhat 
drowsy but showed no other signs. In the 
next interval (20-45 min.), there was a great 
change: the blood sugar dropped a bit fur- 
ther, but there was a sharp rise in eosinophil 
numbers. The rise is of the order of the rise 
frequently obtained by us 15 minutes after 
the injection of moderate (0.6 mg.) dose of 
epinephrin in similar patients, Clinically in 
this period the patient complained of hunger 
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and showed much restlessness and sweating, 
These complaints then gradually subsided, 
and for the remainder of the 34-hour test 
period he complained only of tiredness, At 
the end of the 34 hours there was a return of 
the blood sugar level almost back to the con- 
trol figure and a drop in eosinophils of about 
80% ; this drop is similar to that we have 
noted 34 hours after the injection of a dose 
of ACTH (25 mgm.) in similar patients. 


PERCENT 
150, 


EOSINOPHILS — 
BLOOD SUGAR" 


ey 


210 


90 150 
TIME IN MINUTES 


Fic. 1.—Insulin Tolerance Test. Chart eee 
strates the orderly relationship between Ce 
the blood sugar level and in numbers of arani 
eosinophils. All figures as percentage of ini 
levels. 


20 45 


Fig. 2. demonstrates the similarity ae 
pattern in 5 patients who were tested Be 
insulin in the manner described: the core 
phil levels are plotted on the left in abso! Mi 
numbers and on the right in terms oe 
centage of the initial value. The orderlin : 
of the response in these patients aaa 
shown by means of the similarity in er of 
in spite of greatly different initial ne 
eosinophils. In a series of 11 ITTs, 80 ithe 
patients showed curves of this form. opti 
group of 3 patients whose initial oe 
counts were less than 75 (“abnorm 
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the criteria of Kracke and Parker: 75-300 
(8), of Thorn: 100-250(9), or of Laragh 
and Almy: 100-300(10) demonstrated rela- 
tively aberrant responses. 

In Fig. 3 we have plotted the sugar and 
eosinophil in 8 ITTs at the 45 and the 210- 
minute points. On the left are the average 
values, to show the general tendency for the 
sugar to be lowest when the eosinophils are 
highest and vice versa. On the right the data 
are plotted simultaneously with sugar values 


eR 
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20 45 90 150 
TIME IN MINUTES 


Fic, 2—Insulin tolerance tests. The eosinophil 
values in tests of 5 subjects, On the left the data 
are expressed in absolute numbers; on the right 
as percentage of the initial figure. Note the parallel- 
ism when all figures are expressed relatively. 


related to eosinophil values without reference 
to time. The X in each case represents the 
averages shown on the left-hand chart. By 
means of the separation of the whole area 
into quadrants, it may be demonstrated that 
all data fall into what may be called the “In- 
crease-Decrease” and “Decrease-Increase” 
quadrants, none into the “Tnerease-Increase” 
or “Decrease-Decrease” quadrants ; this type 
of grouping by quadrants is a rough meas- 
ure of the statistical significance of the dif- 
ference observed, and such a complete re- 
Striction of all data into the 2 complementary 
quadrants tends to support the idea that this 
1S an orderly relation. 
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In the first 3 figures we have attempted to 
show in summary that the response to in- 
sulin in this dose in a series of hospitalized 
schizophrenic patients is an integrated pat- 
terned response ; within the group of 11, con- 
sistent as a whole, there is nevertheless a 
small group of 3 patients who show a rela- 
tively aberrant response in this test situation ; 
in these patients the resting eosinophil level 
falls below a generally accepted normal mini- 
mum count. 

In Fig. 4 we have compared the responses 
of 9 of these patients to the preliminary IET 
and to a single coma treatment in the course 


NOMBER 
(OKOF INTIAL VALUE? 


PERCENT OF 
IATL. VALUE 
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45. 210 wo eo ro Bo 80 100 
"TIME IN MINUTES BLOOD SUGAR CROF INITIAL? 


Fic. 3.—Insulin tolerance tests. Charts to demon- 
strate the reciprocal relation between blood sugar 
and eosinophil levels: highest eosinophil and lowest 
sugar levels at the 45-minute mark; highest sugar 
and lowest eosinophil levels at the 34-hour point. 
On the right, the individual figures plotted against 
each other: the division into quadrants indicates 
there is no overlapping between the figures at the 
different times. 


of ICT. On the left are compared the rest- 
ing eosinophil level on fasting patients in 
the early morning ; the range is restricted in 
the patients before the ICT has been insti- 
tuted, but there is a marked scattering of the 
initial levels in those determinations taken 
during the course of ICT—the highest level 
on this chart is 1,140 cells/mm. com- 
pared with a control level of 160, but 
other determinations taken later attained 
even higher figures. On the right are com- 
pared the eosinophil levels\as percentage of 
the initial figures in the preliminary ITT and 
in the later coma day ; there is a very marked 
grouping in the former, and a marked scat- 


tering in the latter. These results are per- 
haps not directly comparable because in the 
ITT the dose of insulin is approximately 20 

“units given intravenously, in the coma day 
the dose approximately 100-200 units given 
intramuscularly. However, the scatter in the 
latter test is impressive when it is considered 
that the larger dose might be reasonably ex- 
pected to lead to a greater eosinopenic effect 
than the smaller. 


M) WITH ITT. (2) DURING ICT. 
INITIAL COUNT PERCENT CHANGE FROM 
NUMBER Hauo INITIAL COUNT 
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Fic. 4.—Disorganization in the course of ICT. 
On the left of each pair are figures from ITT; on 
the right figures from ICT. Note that all control 

- ITT figures are less than 300, while during ICT 
the baseline figures vary up to 1,000; the response 
to insulin in the ITT is an average drop of 69%; 
in ICT the response is random, on the average a 
rise, y 


Because of this difference in technique we 
have repeated the ITT on 5 patients toward 
the end of their course in ICT, and these 
results are presented in Fig. 5. This chart 
shows the 5 ITT tests before and after ICT; 
. and in the lower right-hand corner we have 
presented the results of ACTH tests done 
on 4 of these 5 patients. Each of the pairs of 
smaller charts shows the preliminary and 
subsequent tests side by side for comparison. 
Instead of the well-marked pattern seen in 
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the first series, in the second the 
level in 3 patients (RH, EH, DO) 
essentially unchanged, in one patie 
there is a rise in eosinophil count, a 
fifth (SM) there is, after an initi 
of no change, an eosinopenia of 
mately the same extent as on the initia 
It may be noted in this latter patient th 
is one of the aberrant 3 mentioned al 
with a low resting eosinophil coun 
preliminary test the most striking 
was the pronounced early fall in e 
count, a finding that is absent in the 
test. 

In all of the second series as co 
with the first there is a marked inet 
resting eosinophil level. In the second 
there is further a difference in the 
sugar response in that there is a re 
delayed but greater degree of hypogh 
there is also a delayed rise in all p 
except SM. During the second 
ITTs, there was a marked diffe 
clinical response in these patients. 
tients were placid and unresisting ; ther e 
no sweating, no. restlessness except 
patient at the end of a long period 
lying on a hard table, no complaint of 2 
and none of hunger, even to direct qt 
ing. In this respect the difference fr 
behavior of the same patients in the fi 
was extreme. Comparable pulse ti 
were obtained in 2 patients through 
first 14 hours in both tests; in the fir 
tient RH showed at 0, 30, 60, and 90 m 
respectively pulse rates of 78, 78, 75, 
while in patient GM similar sa 
showed rates of 78, 99, 79, 72; in the 
series at the same times, RH has rates 
54, 54, and 60, GM those of 63, 60, ¢ 

We were able to obtain EEG reco 
some of the first and some of the set 
series; in 3 patients records from bot 
were available. Because of techni 
ficulty, only qualitative impression: 
reported: It was noted that the second 
of records demonstrated more’ slow â 
for longer periods and there was mut 
interference from scalp muscle ac 
the later test. 

The chart at the lower right-hand 
of Fig. 5 demonstrates the degree of € 
phil responsiveness in these patients 
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standard (25 mgm.) test dose of ACTH. 
It will be noted that at a time when eosino- 
penia as an end result of hypoglycemia is 
conspicuous by its absence in 3 of these pa- 
tients, there is a normal or very nearly nor- 
mal response to ACTH, indicating the main- 
tenance of the functional capacity of the 
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seen that the former patients show a very re- 
stricted distribution with the highest count 
occurring at 330 cells/mm., whereas the 
latter patients show a very much more diffuse 
distribution. 

In Fig. 7 we have plotted the averages of 
265 eosinophil determinations on 27 male 


Fic. §.—ITT results in 5 patients prior to (left) and subsequent to (right) a course of ICT. In lower 


right-hand corner are 


adrenal cortex to induce an eosinopenic 
response, 

Fig. 6 is a comparison of distribution 
curves; the data show (solid line) the dis- 
tribution of 333 eosinophil counts taken 
Toutinely, on g patients in the early morning 
While fasting, followed for several months in 
the hospital while undergoing group psycho- 
therapy, and (broken line) the distribution 
of 365 eosinophil counts of 34 patients (27 
men, 7 women) taken on random days at 
Mote or less weekly intervals at a time just 
Prior to the termination of treatment on the 
Siven morning (i. e., at the time presumably 
of most severe hypoglycemia). It may be 


charted ACTH tests on 4 of these 5 patients. 


DISTRIBUTION CURVES 


DS 400 150 -200 -250 TIo -330 -400 -450 -500 -550 -009 -700 -B00 -999 100ò -5000 
Fic, 6.—Distribution curves to demonstrate the 


randomization of eosinophil numbers encountered in 
the course of ICT. 
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patients grouped by 10-day periods through 
the course of ICT. Coma first appeared on 
the average on the twelfth day of treatment 
(noted by the arrow). The first 10-day 
period is of considerable interest since it 
demonstrates that the eosinopenic effect that 
is so prominent in the preliminary tests tends 
to disappear early in the course of ICT. This 


effect appears to-be separate from the eosino- . 


philia effect, which tends to occur later, in 
the period after coma is induced. 

This separation can be seen with equal 
clarity in the way in which the whole group 
may be divided. The group of men, 27 in 
number, who were followed for sufficiently 


10 20 so so To 


30 40 
DAY OF TREATMENT 


Fic. 7.—Average course of eosinophil numbers in 
the course of ICT: 265 counts on 27 patients. 


long periods to permit our statements to be 
made with confidence, may be divided into 
2 subgroups on the basis of highest level of 
eosinophil count observed: in the smaller 
group of 10 men the highest eosinophil 
count observed was 303 cells/mm.*, whereas 
in the larger group of 17 men the highest 
count observed was in the 5,000+ level. We 
have based the division upon the frequently 
given upper level of “normal” for the eosino- 
phil count and upon the observation that the 
smaller group seemed to have a definite ceil- 
ing at 300 cells. A remarkable coincidence 
was noted in that the 3 patients in the smaller 
group who were classed as showing “excel- 
lent” immediate results had ceiling eosinophil 
counts of 284, 294, and 297 cells. In the 
larger group there were also 3 patients 
classed as showing “excellent” immediate 
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therapeutic results, with scattered maximum 
levels of eosinophils. We do not feel that 
this small series permits us to say anything 
about the prognostic significance of the oc- 
currence or nonoccurrence of eosinophilia; 
formerly we hoped that this would be the 
case, but the evidence is not now very con- 
vincing. Moreover, some patients classed as 
showing “excellent” results have shown re- 
lapses in a few months. 


Discussion 


The data reported above appear to us to 
warrant discussion in several contexts. In 
the first place, it may be demonstrated that 
after ICT there is a disintegration in the deli- 
cate homeostatic balance that controls the 
relation between blood sugar, eosinophil level, 
and clinical manifestations of the “hypogly- 
cemic reaction” (11). Secondly, as noted at 
the end of the section just above, the data 
provide certain hints about the mechanisms 
that are involved, first, in decreasing and, 
second, in increasing eosinophil numbers, 
Finally, in a rather speculative way we may 
make certain hypothetical suggestions as to 
the manner in which these observations may 
be integrated with other material in the litera- 
ture and with the clinical picture of emotional 
illness. 


THE DISINTEGRATION IN HOMEOSTATIC BAL- 
ANCE 


In the ITT series done before the institu 
tion of ICT, the reaction to the rather large 
dose of insulin given intravenously 18 an 
orderly response, with a series of changes 
that succeed each other in what appears to be 
a meaningful way. In brief, these changa 
are: (1) A short period (20 min.) in w 
there is a fall in the blood sugar of a relativey 
mild degree, accompanied by a fall in a 
phil numbers; this appears to us to bea sta 
of “conservation,” in which the organist 
attempts to cope with the problem by va) 
tion. (2) The second stage (20-45 Ti 
is one of intense activity; the blood suga 
falls a bit further, but this fall is apparet 
a drop past a threshold of activation 0 
autonomic nervous system: the effects T° 
are restlessness, anxiety, complaints 0 


ger, sweating, tachycardia, and a considera 
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rise in eosinophil numbers. We interpret this 
stage as one of mobilization of resources. 
(3) In the immediately succeeding period 
(45-90 min.), this mobilization appears to 
attain success in neutralizing the threat of 
hypoglycemia, since the blood sugar rises a 
bit and the clinical manifestations disappear. 
We interpret this finding as the result of 
glycolysis (primarily an epinephrin effect) 
(12) in increasing the amount of available 
glucose. (4) In the terminal period (90-210 
min.), there is a further rise in blood sugar 
to or toward the initial level, and there is a 
marked drop in eosinophil numbers ; the com- 
plaint made by the patients in this period was 
one of tiredness (“I feel like I have done a 
week’s work”). We interpret these events as 
those that accompany restitution of sugar 
and glycogen supplies by means of glu- 
coneogenesis. 

The early excitement effects appear to be 
due to activity in the autonomic nervous sys- 
tem and adrenal medulla, and the latter 
phases appear to be related to activity in 
the pituitary-adrenocortical stress mechan- 
isms, with the eosinopenia the result of ac- 
tivity of glucocorticoid hormones from the 
adrenal cortex(12). It is a demonstration of 
the peculiar precision and condensation of the 
homeostatic mechanisms that the activation 
of the autonomic nervous system serves sev- 
eral functions: (1) There is a communication 
effect both in the development of hunger and 
in the precipitation of the state of anxiety and 
testlessness—both inform the patient, and the 
latter informs an outside observer, that a 
State of danger exists; (2) there is a direct 
restorative effect in that the glycolysis at- 
tributable to epinephrin raises the blood 
Sugar immediately ; and (3) there is a long- 
term restorative effect in the activation of the 
Pituitary-adrenocortical system, an effect 
again attributable to the action of epinephrin. 

In the ITT series carried out while the 
Patients were in the latter half of ICT, the 
Picture is entirely different. The most strik- 
ing and significant change is a marked dis- 
Sociation between alterations in the blood 
Sugar on the one hand and the clinical mani- 
festations and eosinophil changes on the 
other. A more pronounced and prolonged 
(though relatively somewhat delayed in on- 


set) hypoglycemia is no longer signalled by 
any signs of distress. Close to a dangerous 
level of hypoglycemia (30-40 mgm./r00 cc:) 
these patients appeared wholly unconcerned. 
In the later test the technical procedures were 
much simpler ; the patients made no demands 
and were quiet and placid. Their physical 
appearance was greatly changed; all the pa- 
tients had gained weight and were more 
composed. 

In this latter series the eosinophil behavior 
is also remarkably different; whereas all of 
these patients had previously demonstrated 
major shifts in eosinophil levels with a ter- 
minal eosinopenia of more than 50% in all, 
in the second series only 1 of 4 showed an 
eosinophil drop at 210 minutes, and in this 
one the prior mobility in the initial test is 
quite different from the fixed level in the first 
3 determinations in the second test. In Fig. 4, 
it may be seen that the eosinophil response 
to a single coma treatment is similar, in 
that only one of the group of 9 patients ex- 
hibited a drop of approximately 50%, the 
other relative eosinophil counts ranged from 
about 70% of the initial figure upward to 
300%, at a time when the initial figure itself 
was much greater than in the preliminary 
determinations. 

On the basis of these observations it is 
possible to make the interpretation that the 
difference between the patients prior to and 
subsequent to a prolonged series of hypo- 
glycemic comas is that in the latter case the , 
danger (a restriction of the amount of glucose 
available for metabolic processes) is (1) not 
announced or signalled, either to the patient 
himself or to the clinical observer, and (2) 
is not reacted to by means of immediate or 
secondary homeostatic reparative devices, 

In spite of the dissociation in function 
demonstrated by these results the patients 
were in more complete control of overt be- 
havior than previously ; from the standpoint 
of hospital personnel, there was a great im- 
provement in the manageability of the pa- 
tients, even where there was little or no 
change in such schizophrenic manifestations 
as seclusiveness, delusional ideas, etc. 

The clinical condition of these patients 
bears a close resemblance to the’ state mani- 
fested by the cats sympathectomized by Can- 
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non(13). His comments on these cats are 
pertinent: 

The first fact which strikes the observer is that the 
sympathectomized animals continue to live without 
apparent difficulty. .... The results which I have 
just reported may seem more impressive because of 
the slight effects resulting from removal of the 
sympathetic system than because of actual deficiency 
phenomena. It must be admitted, however, that the 
slight effects may be misleading. The animals, to be 
sure, continued to live, but they live in the protected 
confines of the laboratory where there are no 
marked temperature changes throughout the year 
and no necessity to struggle for food, no require- 
ment to escape from enemies, no danger of 
hemorrhage. 


CONTROL OF EOSINOPHIL NUMBERS 


Inspection of the details of the data col- 
lected in this project leads to the making of 
certain statements about the control of the 
numbers of circulating eosinophils; we may 
add to these statements with other evidence 
from the literature. 

In those patients whom we have followed 
from the beginning of the ICT, it may be 
seen upon plotting the individual results that 
the first 2-3 days are characterized by eosino- 
penia, then there is a flattening of the eosino- 
phil curve near the control level, and then 
„around the time of the first coma there oc- 
curs in most of the patients a marked rise 
in the eosinophil level above the 300-cell 
ceiling. In the composite picture of all the 
results, Fig. 7, it may be seen that in the first 
10-day period the counts are on the average 
about the same as the control level, and a 
major rise occurs in the second 10-day 
period ; the onset of coma in the whole series 
was on the average on the 12th day of 
treatment. 

From these observations it would appear 
that the eosinophil-decreasing and eosinophil- 
increasing mechanisms are separable, and 
they may be treated for purposes of discus- 
sion as distinct entities. A reasonable guess 
is that there is a homeostatic mechanism con- 
cerned with maintaining the level of circulat- 
ing eosinophils constant below 300 cells/ 
mm., and in addition to a mechanism that 
operates to decrease eosinophil numbers in 
the course of the reaction to stress, The latter 
(decreasing) mechanism appears to be more 
sensitive to impairment than does the former 
(maintaining) mechanism. In the presence 
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of increasing (subcoma) doses of insulin in 
the first 10 days of treatment, the eosinophil- 
decreasing mechanisms are rendered in- 
operative, whereas following the exhibition 
of insulin in traumatic (coma) doses, there is 
in the majority of these patients an impair- 
ment of the eosinophil-maintaining mech- 
anism of an extent sufficient to permit loss 
of control of eosinophil numbers with a con- 
sequent eosinophilia. 

There is a good deal of evidence to indicate 
the possibility that impairment in central 
nervous system function of a mild type is 
frequently associated with a decreased sensi- 
tivity in eosinophil-decreasing mechanisms, 
In experimental animals, for instance, the 
state of vigilance associated with full con- 
sciousness leads to an eosinopenia from the 
situation of being handled; but when such 
an animal is given a small dose of an anes- 
thetic agent, the vigilance is diminished, the 
animal easier to handle, and the eosinopentc 
response is avoided, in spite of the fact that 
the response of the animal to an agent such 
as ACTH will at the same time be umm- 
paired(14). There is a little evidence from 
human beings that also bears upon this prob- 
lem. Godlowski(15) reports that the rise 1 
eosinophil count in the first 2 hours of sleep 
is rapid; McArthur(16) noted in one case 
observed around the clock that there was ê 
considerable increase in eosinophil count A 
the middle of the night. Work of several 
years ago in following the diurnal coursè 
lymphocyte counts (reported by the W 
ter group(17)) showed that the hig! j 
count was to be expected at the 2 a.m. reat ; 
ing. Since there is a tendency for the pay 
phocyte and eosinophil counts to pe . 
each other in direction of change, this a 
in a general way supports the 2 prem 
observations. 7 5 

The eosinophil-decreasing mechanism a 
pears to be attributable to the operation 4 
the pituitary-adrenal cortex system, oi; 
least, the operation of this system unifo a 
induces an eosinopenia along with a a | 
of other effects, The trigger for actival oe 
of this system, or at least a possible wa 
is the action of epinephrin upon the P j 
(12). The reduction in vigilance that ee 4 
induced by an anesthetic agent ap Pe ce 3 
be analogous to the reduction 17 vigie™ 
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induced in these patients at the end of a long 
series of ICT treatments, and in both in- 
stances there is a diminution in clinical signs 
of alarm and a subsequent absence of the 
eosinopenic response. 

The mechanism of the eosinophilia appears 
more obscure; from these data we have the 
impression that such a response represents an 

“escape” phenomenon—in very severe trau- 

matic disorganization in the central nervous 
system the mechanism maintaining the “ceil- 
ing” of eosinophils fails in its function and 
allows -a primitive eosinophil-increasing 
mechanism to operate unchecked. Why this 
should occur in certain patients and not in 
others is mysterious, since there are no 
demonstrable differences in insulin dose, in- 
sulin resistance, age, length of treatment, or 
any other factors between the 2 groups. 

By far the most reasonable explanation of 
this eosinophilia is that it represents an aller- 
gic response. The eosinophilia in allergic 
diseases and in trichiniasis is well known; 
other recent reports of the occurrence of 
eosinophilia include patients recovering from 
severe burns(18) and patients treated with 
pig ACTH(19)—in this series patients 
treated with ACTH from sheep and whale 
pituitaries did not develop an eosinophilia. 
All these observations, including this of ours, 
tefer to the occurrence of severe trauma in 
the presence of a foreign protein substance. 
Against this thesis in the patients reported 
here are several facts: an incidence of allergy 
in over two-thirds of a series of 34 patients 
is remarkably high, especially in the absence 
of any clinical manifestations of an allergic 
Condition in any patient in the entire course 
of ICT (2 of the patients had a prior history 
of allergy, but neither of them manifested 
Symptoms during ICT), and the disappear- 
ance of the eosinophilia at the end of the 
treatment period while the plan of treatment 
Is as yet unaltered seems to mitigate against 
the view that this response is allergic in 


nature, We are forced to leave this question 


in abeyance, 


GENERAL IMPLICATIONS 


Whenever we have discussed this material, 
ere has immediately come up the problem 
of whether the loss of the homeostatic mech- 
anisms in these patients treated by means of 
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repeated hypoglycemic comas represents an 
adaptation to the situation or a failure of ad- 
aptation. It seems that the only possible an- 
swer is that the goal of adaptation must be in- 
cluded in the question; depending upon the 
goal, the situation found here represents 
either adaptation or the reverse. Specifi- 
cally, it appears that a patient in whom the 
autonomic response and its sequelae are in 
good working condition is able to make a 
relatively rapid adjustment to a stressful 
situation, at the expense of effort and sub- 
jective discomfort. On the other hand, a 
patient faced with the traumatic situation of 
hypoglycemic coma (we define traumatic 
here as a situation in which the patient is 
helpless since a patient deep in insulin coma 
is helpless to bring himself out of it without 
outside aid) will survive longer if he hus- 
bands the limited resources left to him and 
avoids the expenditure of energy involved in 
the muscular and glandular concomitants of 
activity in the danger-signalling system. 

These considerations bring up the interest- 
ing problem of the price of homeostasis. 
For the most part, in an adult human being, 
the operation of homeostatic devices requires 
such a relatively small part of the total 
energy supply of the organism as to be neg- 
ligible; only in a situation of extreme or pro- 
longed alarm or where the resources are very 
much limited does the energy used by the 
danger-signalling system itself become of 
major importance. We believe this difference 
to be demonstrated in the second series of 
ITT results by the definite tendency for, the 
hypoglycemia and the slow activity in the 
EEG to be greater in extent though delayed 
in onset, 4. e., the individual tends to use less 
of the limited resources when he is not aware, 
through his own automatic behavior, of the 
presence of a danger, but when the dissocia- 
tion between cognitive and danger-signalling 
systems has been accomplished, the patient 
has less ability to compensate for the danger. 
Parenthetically we may note here on the basis 
of an observation on one relapsed patient 
that the re-institution of ICT within 6- 
months of the patient’s discharge reproduced 
the autonomic signs of hypoglycemia, so that 
the effect described appears to be limited in 
duration. 

The evidence that we have presently avail- 
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able does not allow a full discussion of the 
theoretical possibilities inherent in this ma- 
terial; however, in a speculative way we 
would like to point out that these observa- 
tions are consistent with certain hypotheses 
advanced by others previously. We think it 
possible that the dissociation between cogni- 
tive system and danger-signalling system rep- 
resents a failure in internal communication, 
which reproduces a condition of disintegra- 
tion present earlier in the history of the 
organism. This idea derives from Cannon 
(13), who pointed out that there is“... . 
an absence or deficiency of homeostatic regu- 
lation in babies during a considerable period 
after birth [with] later rather slow acquire- 
ment of control.” The return to a state of 
previous adaptation is consistent with the 
idea of regression, and specifically with the 
hypothesis advanced by Hendrick(20) deal- 
ing with the ideas of “physiological infantil- 
ism” and “physiological regression.” We 
hope that further investigation will shed 
more light upon this problem. 


SUMMARY 


We have investigated the numbers of cir- 
culating eosinophils in schizophrenic patients 
in relation to the hypoglycemia induced by 
the injection of insulin before, during, and 
after a routine course of insulin coma ther- 
apy. In the period prior to ICT, these pa- 
tients demonstrate an orderly relation be- 
tween these 2 indices of function, and this 
relation is meaningful in the light of the 
clinical manifestations noted. In the course 
of ICT there is a loss of the eosinophil- 
decreasing effect of hypoglycemia in all pa- 
tients, and in two-thirds of the group there 
is in addition a considerable eosinophilia. 
Subsequent to ICT, there is a dissociation 
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between eosinophil numbers and blood sugar _ 


level and a very pronounced lack of clinical 
response in the face of more severe hypo- 
glycemia. The possible significance of these 
results is discussed. 
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NEW DRUGS IN THE TREATMENT OF PETIT MAL EPILEPSY * 
FREDERIC T. ZIMMERMAN, M.D., New York, N. Y. 


STATEMENT OF THE PROBLEM 


The need for a wider armamentarium of 
compounds effective in petit mal epilepsy has 
long existed. The problem is particularly 
pertinent because of the prevalence of the 
petit mal type of seizure among children and 
the inability to date of petit mal drugs to 
reach the adequacy attained by anticonvul- 
sants effective on the grand mal type of 
seizure, 

The bromides are no longer judged to be 
adequate because of the high incidence of 
bromide poisoning, skin rash, dulling of the 
mental processes, etc. Although phenobar- 
bital is still used extensively for this type of 


Seizure, it also produces in many cases a 


sedative effect, with dulling of the mental 
Processes and drowsiness. Mebaral has the 
same barbiturate action. 

Tridione, the newest of the petit mal drugs, 
works well generally so far as reduction or 
control of seizures is concerned, but often 
has the disadvantage of producing concomi- 
tant untoward side effects such as photo- 
Phobia, rash, and leukopenia. 

We are faced therefore with the necessity 
of finding an anticonvulsant for petit mal 
that achieves a maximal degree of success in 
reducing or controlling seizures and at the 
same time shows a minimal percentage of 
Undesirable side reactions. Efforts in this 
direction rest heavily upon the fact that many 
known anticonvulsants and/or sedatives have 
a certain chemical complex, the chemical 
Molecule almost always containing this par- 
ticular complex. 

If, for example, one examines all the 
h own anticonvulsants as well as hypnotics, 

e will find that structure I (Fig. 1) occurs 
Quite frequently as part of the compound, 
Which may be an open chain or a heterocycle. 

ome examples are II (Dilantin), II (Me- 
santoin), IV (Tridione),V (Phenobarbital), 
; | Phenurone) ,and VII (Cabromal). That 
—< Succinimides fit into this general scheme 


itor eae at the 108th annual meeting of The Amer- 
Psychiatric Association, Atlantic City, N. J., 
2-16, 1952, 


is shown by structure VIII. We therefore 
developed a systematic experiment to deter- 
mine which of the drugs supplied to us would 
give a high percentage of anticonvulsant 
reaction in human subjects combined with 
minimal side effects, after chemical synthesis 
and animal experimentation had been com- 
pleted. 


RATIONALE OF LABORATORY METHOD OF PRO- 
DUCING SEIZURES "i 


In the study of grand mal seizures Mer- 
ritt and Putnam(1) have demonstrated the 
value of laboratory experiments in testing the 
effectiveness of drugs having a high degree 
of protective action against electrically in- 
duced convulsions in animals, in order to as- 
certain whether they could be considered 
appropriate for clinical use in patients sub- 
ject to convulsive: seizures. These studies 
involve the use of electrodes placed upon the 
skull of the animals (cats) over which an 
electric current is passed from a flat metal 
plate on top of the skull to a stout wire bit 
placed in the mouth of the animal. In their 
experiments the intensity of stimulation was 
measured in milliamperes and was fairly 
constant. By this method they were able to 
produce a convulsive seizure similar to a 
grand mal seizure in a human being and 
were also able to ascertain the convulsive 
threshold of the animal just prior to the ad- 
ministration of a chemical compound. Fol- 
lowing absorption of the drug the cat was 
given another shock in order to determine 
the effect of the compound upon the convul- 
sive threshold. If more current was needed to 
produce the retest seizure, some degree of 
anticonvulsant protection could be assumed 
on the part of the given drug. 

Metrazol shock has also been used in the 
production of seizures. It must be remem- 
bered, however, that if a particular drug does 
not protect an animal from electro- or metra- 
zol-induced seizures, the conclusion cannot 
be drawn that the drug is not a good anti- 
convulsant. Only when results are positive 
is the technique of shock suitable for screen- 
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ing purposes. Nevertheless the approach 

__ is a promising one, based as it is upon sound 
physiological principles. 

Gellhorn(2), for example, reports that in 
both electroshock or chemically induced con- 
vulsions cortical discharges are greatly in- 
creased, at least temporarily, while the ac- 
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moval of cortical control (hypothalamic re- 
lease). In the last analysis therefore the 
experiments along this line reveal the pro- 
duction of powerful stimulation of sympa- 
thetic centers, although the physiological 
mechanism leading to the stimulation is a 
function of the particular technique em- 
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Fic. 1—Compounds having similar structures 


tivity of the cortex in hypoglycemia and bar- 
biturate sleep is diminished. Functional 
changes in the autonomic system, however, 
are similar in both groups. When electro- 
shock and metrazol shock are given, in- 
creased hypothalamic-cortical activity will 
result from direct hypothalamic excitation, 
whereas, when other types of shock are 
given, increased excitation results from re- 


ployed. These are valuable findings rela 
to the inherent nature of the grand ma 
zure itself, but it may readily be see? ily 
whereas the shock techniques are 1 AG; 
suited to a study of grand mal, they af it 
directly applicable to petit mal, since os of 
mal merely involves momentary Japs 


consciousness with or without minor ta 
comitant motor phenomena. 


+ 
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Chemical compounds, on the other hand, 
are sometimes found that cause a high thresh- 
old for convulsive shock and at the same 
time are successful in reducing the petit mal 
type of seizure. The succinimide group (Fig. 
1), for example, shows a surprisingly high 
degree of activity in preventing metrazol-in- 
duced convulsions and the convulsions in 
petit mal. 


MATERIALS AND METHODS 


The approach to the problem therefore 
was to screen chemical compounds that were 
known to cause a high convulsive threshold 
in animals by determining how well they met 
the criteria in human beings of seizure-reduc- 
tion or control with minimal side effects. 

This work is being carried out in the Van- 
derbilt Clinic and the division of child neu- 
tology of the Neurological Institute. The 
cases sought ‘were those in which the seizures 
were either intractable to standard anticon- 
vulsant drugs, gave a toxic response to such 

_ drugs, or both. Although confirmation of the 
clinical diagnosis was always sought by elec- 
troencephalogram, cases that fulfilled the 
recognized clinical criteria of petit mal were 
not discarded when the spike-to-wave com- 
plex was absent. 

The number of attacks was recorded by 
the parents on a daily calendar chart, and 
these data were then transcribed to a dupli- 
cate chart for graphing when the patient re- 
turned to the clinic. It was believed that this 
method would provide an accurate means of 
evaluating a drug. 


RESULTS 


_ We began with chemical compounds hav- 
ing elements similar to the basic pattern (Fig. 
1, Structure 1), namely, 


R-N——C=O 
O=C . 
OR 


R2 
R;R R2 =H, alkyl, aryl 
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Previous compounds tested included samples 
of the piperidine group, thiazolidone,and fur- 
nanacrylamide, but were predominately'of the 
cinnanamide type. Almost all these com- 
pounds, however, have common toxic mani- 
festations that limit their usefulness, and no 
drug of the cinnanamide group met our origi- 
nal criteria of maximal seizure reduction 
with a minimum of toxic effects. 

For this reason we decided to sample the 
succinimide compounds, As was previously 
stated (Fig. 1, Structure VIII) the basic 
structure for the succinimides is as follows: 


R-N——C=0 
O=C 


| 
e <> 
Ri 


Investigation of the anticonvulsant proper- 
ties of the succinimides has now been under 
way for many months, Tables 1 to 6 in- 
clusive reveal the technique of systematic 
chemical substitutions in the molecule with 
the resultant effectiveness in terms of pro- 
tection against metrazol shock. 1+ indicates 
a delay in onset of the convulsion while 4+ 
means that the particular drug gives complete 
protection to a group of 5 rats at the dose 
given in milligrams per kilogram. 

Table 1 shows the degree of protection 
against convulsive doses of metrazol in the 
first group of succinimides, and the succeed- 
ing Tables 2 to 6 inclusive pertain to the re- 
maining succinimide groups. Since tridione 
does not give complete protection below 
500/mg./kg., results indicate that these com- 
pounds are more active in the animal tests. 


CLINICAL RESULTS 


Those drugs that indicated the greatest 
degree of protection against metrazol shock 
with animals were tested clinically. Results 
are shown in the Tables 7-11. It may readily 
be seen that some of the succinimides, 
namely, PM 338, PM 396, PM 397, and PM 
441, gave a considerable degree of reduction 
in seizures, but failed in general to satisfy 
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TABLE 1 


DEGREE oF PROTECTION AGAINST METROZOL IN 


First Group oF SUCCINIMIDES 


O=C Cc 


“+O 
H 


Allyl .... 


=O 


Cı 


Activity, 
mg./kg. 


4+/250 
+/125 
4+/125 
+/65 
3+/250 
+/125 
4+/125 
+/65 
3+/250 
2+-/125, 


Sec-Butyl.....6...6. 00006 3+/250 


* Drug tested clinically, 


2+/125 


TABLE 2 


Decree or Protection AGAINST METRAZOL IN 


Seconp Group or SUCCINIMIDES 


Allyl F: 


* Drug tested clinically. 


4+/125 
2+/65 
4+/125 
3+/65 


PM No. 
397 * 


396 * 


412 
431 


413 


TABLE 3 


DEGREE OF PROTECTION IN THIRD Group 


mg./kg, 


TABLE 4 
Decree or Prorection IN FourtH GROUP 


H H 


Isopropyl .. 


Activity, 
mg./kg. 


. 4+/65 


3+/33 
4+/125 
3+/65 
+/33 
4+/125 
+/125 
4+/125 
2+/65 


. 4+/250 


3+/125 
2+/65 
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TABLE 5 
Decree or PROTECTION IN Firta Group 
i 
Osc X =0 
chre e 
H CH, 
R meee: PM No. 
+ 4+/33 455 
3+/16 
4+/33 451 
2+/16 
Bh yl sohase ei SAA 4+/250 454 
2+/125 
+/65 
TABLE 6 
DEGREE or PROTECTION IN SIXTH GROUP 
i 
Tx 
O=C if (0) 
nc— cL 
ie cle 
LH 
3 mee PM No. 
H 451* 
415 


*D, 
Tug tested clinically. 


TABLE 7 
Resutts with PM 334 


(Chemically designated as N-methyl-a-phenyl- 
succinimide) 


Chemical structure: 


Number of cases .. 100 
Average number of ures per week 

previous medication ......+-s+sseee0+ 80 
Average number of seizures per week 

on drug 14 
Percent reduction in seizures .. 82 
Average daily dose in grams .. 2.7 
Duration of treatment (weeks) 24 
Percent complete control .......+ ai 
Percent practical control (80-99%) 28 
Percent partial control (5-79%) 32 


Percent no effect (0-4%) ...... Hore 
Percent worse .. 
Percent toxic 


TABLE 8 


Resutts WITH PM 338 


(Chemically designated as N-allyl-a-phenyl- 
succinimide) 


Chemical structure: 


ae tg 


O= \ ite 
N 
Nen 2CH- CH3 

Number of cases .. . 14 
Average number of 

previous medication .....+.++++serreeee 86 
Average number of seizures per week 

on drug ...-.++++ RATSA pias 93 
Percent reduction in seizures .. 60 
Average daily dose in grams .... 08 
Duration of treatment (weeks) .. 4 
Percent complete control ........ 28 
Percent practical control (80-99%) 44 
Percent partial control (5-707) ... 28 
Percent no effect (0-4%) . o 
Percent worse .....++ o 
Percent toxic 28 
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TABLE 9 
Resutts witH PM 396 


(Chemically designated as N-methyl-a, a-methyl- 


phenylsuccinimide) 
Chemical structure : 
cs 
ax 
(0) ai c=0 
es E 
| CH3 
Number of casib s.s. 00s. cee esccecrecncte II 
Average number of seizures per week 
previous medication .........0+++eeeee 110 
Average number of seizures per week 
CONOR ay ues NPA A EEE EETA 44 
Percent reduction in seizures . See HOO 
Average daily dose in grams .... 0.6 
Duration of treatment (weeks) . 12 


Percent complete control .......... i 27 


Percent practical control (80-99%) 18 
Percent partial control (5-70%) ... aT 
Percent no effect (0-49) ...... LOTO 
Percent worse ...........05 adit 
Percent toxic 9 


TABLE 10 


Resutts with PM 397 


(Chemically designated as a, a-methylphenyl- 
succcinimide) 


Chemical structure: 


INuiiher Of cases (teva ee tae kok eho 36 
Average number of seizures per week 
previous medication ............0...005 90 


Percent reduction in seizures .. 
Average daily dose in grams .. 
Duration of treatment (weeks) . 
Percent complete control ......... 
Percent practical control (80-99%) 
Percent partial control (5-79%) .. 
Percent no effect (0-4%) ....... 
Percent worse ........... 
Percent toxic .. 


TABLE 11 
Resutts with PM 441 ~ 


(Chemically designated as a-(c-chlorophenyl) 
succinimide) 


Chemical structure : 


Number of cases ........sececeeenereesenes 23 
Average number of seizures per week 

previous medication ..........ss200+ va 8 
Average number of seizures per week 

on drug 
Percent reduction in seizures ... 
Average daily dose in grams . 
Duration of treatment ...... 
Percent complete control ..... 
Percent practical control (80-99%) 
Percent partial control (5-79%) .. 
Percent no effect (0-4%) .....++ 
Percent worse ....--.++++ 
Percent toxic 


eoB8 Moots SN 
S 


our original criteria for a variety of reasons: 
In some instances the percentage of complete 
control and practical control was relatively 
low, while in others this requirement was ™ 
but the frequency and nature of toxic Sl e 
effects seemed to contraindicate further e 
perimentation. On the positive side, it mus 
be said, however, that all these drugs 1 a 
succinimide group have the advantage ° 
possessing a relatively low dosage level, Fh 
To date N-methyl-a-phenylstccimim i 
(PM 334) is the most effective succinia 
we have tested; 81% of the cases we 
helped. The duration of treatment of 
334 ranges from 4 to 104 weeks, vi 
the patients having been completely free 
seizures for over a year now. a 
Tt should be added, however, that ba M 
terion of complete control is a vety 
criterion by, which to judge the effective 
of medication, since it is rare that indivie 
suffering from seizures remain sein 
over long periods of time, and in the ce 
PM 334 we have had to revise out ee 
downward from time to time. 1%? jete 
shows the revision in percentage of comp 
control as the time interval was extended. 
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TOXIC SIGNS 


On PM 334, 5% of our patients showed 
toxic signs (Table 13). This is in marked 
contrast to the toxic signs in 55% of cases 


TABLE 12 


PM 334—COMPLETE CONTROL 


Cases completely 
controlled 


TABLE 13 
Toxic Sıens with PM 334 


Nausea and vomiting 


Drowsiness ........+ +2 
Reddening of skin . cI 
Photophobia ...... „I 
Pains in stomach I 
Dizziness ... „I 
Itching at 


Loss of appetite 


reported for tridione. The toxic signs are 
also much less disturbing than those seen 
with tridione. 

Our data thus appear to show that PM 


334 is equal, if not superior, to tridione in 
therapeutic effect in the group studied and 
that it has the advantage of being relatively 
nontoxic. In our experience N-methyl-a- 
phenylsuccinimide has proved more effica- 
cious in that group of cases in which standard 
medication gave only indifferent-to-fair re- 
sults, as well as in those cases having the 
lowest frequency of pretreatment seizures. 

Additional compounds of the succinimide 
group are likewise being tested at present, 
but sufficient data are not yet available for 
presentation. The experiment will, no doubt, 
continue for several years in the hope of 
finding a drug that is still more efficacious 
than even the present promising drug. It is 
likewise our hope to learn some basic infor- 
mation about epilepsy by relating, if possible, 
the change in molecular configuration to the 
type of attack. 
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PSYCHIATRIC SERVICE IN A GENERAL HOSPITAL WITH 
SPECIAL REFERENCE TO A DAY TREATMENT UNIT? 


A. E. MOLL, M.D.,2 Montreat, QUe. 


Anyone working in a crowded psychiatric 
outpatient department of a general hospital, 
whether psychiatrist, social service worker, 
or nurse, cannot but feel mystified and some- 
what perplexed by the ills of the human mind 
existing in the community, cannot but feel 
misgivings and frustrations, wondering how 
to mitigate the anxieties, phobias and obses- 
sions, the depressions and various other emo- 
tional maladjustments of these unfortunate 
people sitting on benches in the corridor, 
patiently waiting for their names to be called 
out. 

Psychotherapy in such a setting proves to 
be rather difficult and, at its best, it may 
not be sufficient to alleviate the emotional 
disturbances of some of these patients, while 
admission to the psychiatric ward may not al- 
ways be either indicated or, where indicated, 
always feasible. - 

This problem presented a challenge in the 
organization of a psychiatric department at 
the Montreal General Hospital, and de- 
manded a realistic solution, The ever-grow- 
ing need for psychiatric treatment by the 
community, and the concomitant develop- 
ment of psychotherapeutic procedures, to- 
gether with the heightened interest in the care 
of psychiatric patients, eventually led to the 
establishment of more adequate facilities for 
diagnosis and treatment, and amongst them 
the setting up of the Day Treatment Centre, 
which can best be described as a compromise 
between an inpatient and an outpatient serv- 
ice. In this new venture we were greatly 
aided by the experience of the Allan Me- 
morial Institute of Psychiatry, where a day 
treatment unit has been functioning since the 
spring of 1946. 

¿The Day Centre at the Montreal General 
Hospital opened its doors in October, 1950, 


1 Read in the Section on Private Practice of Psy- 
chiatry at the ro8th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J, 
May 12-16, 1952. 
< ? Chairman and Director, Department of Psy- 
chiatry, Montreal General Hospital; Associate Pro- 
fessor, McGill University. 
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largely through the financial assistance of the 
Dominion-Provincial Health Grant and the 
cooperation of the parent hospital. At this 
Centre the majority of patients report at 
8.30 a.m. and return home at 4.30 p.m. daily, 
except Saturday, when the Centre is open 
only from 8.30 a.m. to 1.00 p.m., and no 
treatment is given on Sunday. 

On the main floor are reception facilities 
and offices for the psychiatric social service 
worker, the psychologist, and psychiatrists, 
in the order given. Much thought was given 
to the planning and much time spent in an 
endeavor to do away, insofar as possible, 
with the cold and sterile atmosphere tradi- 
tional of hospitals, sterile in the purity of 
white walls as well as in the affectivity to- 
ward the patient. Much has been said and 
published about transference relationship be- 
tween patient and therapist but not enough, 
perhaps, has been said about the unconscious 
displacement of emotions, thoughts, and feel- 
ings that occurs at all times. between people 
outside any therapeutic relationship. It has 
often been stated that treatment begins the 
moment the patient and the psychiatrist meet, 
the moment these 2 people establish a rela- 
tionship for the purpose of determining the 
patient's difficulties and the need to alleviate 
them. Perhaps it would not be unsound to 
Suggest that treatment begins the moment the 
patient enters the doors of a psychiatric unit, 
provided the entire personnel is so equipped 
in its motivation as to offer a sympathetic 
approach. This entails the principle of respect 
for the patient, and the full acceptance of the 
tenet that there is very little difference be- 
tween most patients seeking relief from their 
emotional conflicts and individuals whose 
constitution and childhood environmental fac- 
tors, together with favorable conditions of 
life, have enabled them to develop a less 
faulty adaptation. 

It is for the above reasons that, in the 
planning of the day treatment unit, careful 
consideration should be given to the choice © 
of staff and to the provision of a comforting 
physical setting. The patient is directed by 
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the receptionist either to one of the offices 
on the administrative floor for interview by 
the psychiatrist, psychologist, social service 
worker or, in the case of patients admitted 
for physical methods of treatment, to the 
second floor. 

The second floor is the treatment unit, 
with beds for both men and women in sepa- 
tate small wards, shower and.locker rooms, 
dining room, etc. The beds are occupied in 
the morning by the patients undergoing sub- 
coma insulin therapy and in the afternoon by 
the patients treated with electroshock. The 
. dining room is arranged with tables for 4, 
and is common to both sexes, the primary aim 
being to stimulate interpersonal relationships. 
The nurse in charge of the insulin treatment 
supervises the luncheon arrangements, and 
by her presence carries through the maternal 
giving from the insulin ward to the dining 
toom. 

After lunch the patients take part in occu- 
pational therapy. Great emphasis has been 
placed on fostering group dynamics and on 
encouraging the formation of a unit. All the 
patients receive individual psychotherapy by 
One of the members of the psychiatric staff, 
which consists of a director, 3 part-time psy- 

uatrists, a resident who shares his duties 
with the psychiatric inpatient ward, one as- 
sistant resident, and one junior interne, both 
of them full time. Group psychotherapy 
takes place twice a week and is carried largely 
along nondirective principles. 

Not all patients treated at the Centre re- 
duire insulin or electroshock therapy. The 
type of treatment is necessarily determined 
Y the specific needs of each case ; hence there 
are numerous patients who attend the clinic 
both vidual psychotherapy alone or for 

oth individual and group psychotherapy, or 
or Psychotherapy and occupational therapy. 
h ere needed, chemotherapy and other 
2 Ysical methods of treatment are used, such 
ida o analysis and narcosynthesis, nitrous 
fe Tay, etc. Likewise the approach 
cordi în individual psychotherapy varies ac- 
ae oid to the needs of the patient, from the 

Vat € directive and suggestive approach to 

Strictly analytical one. 
oe the year 1951, a total of 380 pa- 
Were treated at the Centre, with 1,630 
oma insulin therapies, 655 electroshock 


treatments, and 65 group psychotherapeutic 
sessions. The total number of individual psy- 
chotherapeutic sessions could not be exactly 
determined but approximated over 2,500 
hours. There were over 500 attendances at 
occupational therapy. 

Practically all types of patients can be 
treated at the Day Centre, with the only 
qualification that they be not suffering from 
an acute psychotic condition necessitating 
constant supervision of a restrictive nature, 
as a Day Centre unit is not equipped to take 
care of patients requiring locked doors and 
barred windows ; furthermore, the treatment 
terminates at 4.30 p.m. when the patients 
return home, either on their own or accom- 
panied by members of their family or friends 
who call for them. Psychoses such as endog- 
enous depression, involutional melancholia, 
etc., can be treated in a Day Centre; likewise 
the various psychoneuroses, such as anxiety 
state, the hysterias, obsessive-compulsive neu- 
rosis, and reactive depression. Some of the 
character neuroses or psychopathies have also 
been treated, but only after careful study of 
the case, with attention focused upon their 
behavior being sufficiently adaptable to allow 
group participation. Mental defectives are 
not suitable for treatment in a Day Centre. 

The sources of referral of patients are 
manifold, the most common one being the 
psychiatric outpatient department, the out- 
patient departments of the various other serv- 
ices in the hospital, the general practitioners 
and psychiatrists practicing in the city or out- 
side the city, and finally doctors employed 
in industrial medicine. 

The advantages of a day treatment psy- 
chiatric unit may be briefly summarized, as 
follows: 

1. A psychiatric day treatment unit per- 
mits the treatment of patients suffering from 
mental ills at a fairly reasonable cost. Over- 
head expenses are reduced by one-third ; e.g., 
there is only one shift of personnel and 
nursing staff, instead of the 3 shifts usually 
required for the treatment of 24-hour in- 
patients. The low cost allows the treatment 
of patients who otherwise would not be able 
to afford it and who heretofore either had 
to carry on without treatment or whose treat- 
ment had to be restricted to the weekly or bi- 
weekly attendance at the outpatient clinic. 
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The low cost is also of much concern to 
general hospitals, particularly today, over- 
burdened as they are by ever-increasing 
financial difficulties. 

2, Hospitalization is limited to 8 hours 
daily, and this in itself allows the treatment 
of numerous patients who, because of their 
other responsibilities, would not otherwise 
accept admission to hospital. For instance, 
mothers and wives who cannot leave their 
homes, except for limited periods of time. 

3. Admission to the Day Centre proves ad- 
vantageous in the case of patients whose 
recovery is enhanced by the absence from 
Stress-producing home situations, even if only 
for part of the day, in the case of patients in 
the over-fifty age group whose various anxie- 
ties can be alleviated by treatment in a com- 
fortable setting and in the case of patients 
requiring a short period of observation, prior 
to deciding type of treatment or form of 
disposal. 

4. The excessive dependence upon hospital 
care not infrequently encountered in patients 

, admitted to a psychiatric ward is counter- 
acted by the patient retaining contact with 
his family for at least two-thirds of the 24 
hours. 

5. The rehabilitation of some of the pa- 
tients previously treated in a psychiatric ward 
can be facilitated by having such patients 
carry on with treatment at the Day Centre, 
sort of a “weaning process,’ which quite 
often appears to be very constructive, 
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6. Day treatment care allows earlier dis- 
charge of inpatients, since they can be carried 
on psychotherapeutically at the Day Centre. 

7. Patients advised to accept treatment in 
a Day Centre react with less anxiety than if 
recommended for admission to a ward. 

The advantages of a day treatment unit 
enumerated above do not preclude the need 
for psychiatric wards in a general hospital. 
Indeed, one is complementary to the other. 
There are obviously some psychiatric dis- 
abilities that are better treated in a psy- 
chiatric ward—furthermore, the availability 
of day treatment facilities does not appear to 
reduce the number of patients requiring ad- 
mission to hospital. On the contrary, the 
better the facilities the greater the number of 
patients seen and the larger the admission 
rate to the psychiatric ward, Benefit accrues 
to the community at large, since there is noth- 
ing more distressing or more disrupting to 
the home economy than an untreated member 
suffering from a neurosis or a psychosis, 

A treatment clinic of this sort is only as 
good as the personnel that serves it. Painted 
walls, lavish furnishings, and modern equip- 
ment will not make a clinic, unless the person- 
nel is well trained and well motivated in 
giving to the community the best it has. 
Teamwork is the key word and teamwork 
entails a constantly integrated whole, with 
each member sharing his or her experience 
with the rest of the staff. 
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Fifteen years have passed since The Ameri- 
can Psychiatric Association held its annual 
convention meeting in California. The 1938 
meeting in San Francisco was an important 
occasion for the West in general and for 
California in particular. With the tremen- 
dous postwar shift of population to the West 
Coast it is probably safe to say that it will 
not be another 15 years before the Associa- 

tion will return, following its 1953 meeting 
in Los Angeles. 

In the March 1938 issue of the AMERICAN 
JOURNAL or Psycutatry, Dr. Margaret H. 
Smyth published a comprehensive survey of 
“Psychiatric History and Development in 
California,” which does not need repeating 
here. For the information of our guests at 
the 1953 meeting, however, some of these 
historical data may be summarized. 

The first state hospital in California, 
Opened in Stockton in 1851r, received all 
types of patients, including the “insane.” In 
1853 it became a hospital solely for the treat- 
ment of mental disease. By 1897 there were 
5 State facilities for the mentally ill and de- 
fective. Each institution had its board of 
managers of 5 citizens appointed by the gov- 
‘mor; and each board, with the hospital 
pepe tendent, ran its hospital as it thought 


It soon became evident that uniform state 
supervision of these facilities was desirable ; 
girefore in 1897 the legislature created the 
tate Commission in Lunacy. The following 
S @ quotation from the first report of the 

| ew Commission made in 1898(4) : 
Ta ADril, 1897, a uniform law for all State asylums 
hospje st into operation. Asylums became State 
f conp#ls, and the Lunacy Commission was given a 
hosi try Power over the actions of the State 
“ie management. The purpose of the new 
a ee law and its active agent, the Commission, is 
ER end its results are bound to be beneficial when 
. hae tals and Commission work with that har- 
aim of oyenatimity of purpose which should be iR 
te: i i t 
Expense of the Si ARE in charitable work at 


Even after the State Commission in Lu- 
H Was created, the Board of Managers of 
State hospital continued to have certain 


administrative duties such as “general con- 
trol and direction of the property and con- 
cerns of the institution for which it is ap- 
pointed,” the enforcement of rules and regu- 
lations, the maintenance of “an effective s! 
inspection of the hospital,” and the keeping 
of various records and reports. The Statutes 
of 1903 limited their powers and duties by 
providing that no money might be expended 
for building or for unusual repairs or im- 
provements unless the plans and specifica- 
tions were first approved by the Commission 
in Lunacy. This was intended to safeguard 
the public interest through centralized super- 
vision. 

In 1921 the Lunacy Commission was ex- 
panded into a Department of Institutions. 
The new state department had the additional 
responsibilities of youth reformatories and 
facilities for the blind. The Department of 
Institutions represented a much more highly 
centralized kind of supervision and manage- 
ment of the state institutions. The statute of 
1921 provided that the individual institu- 
tion’s board of directors, managers, and 
trustees should be “continued in force and 
constituted advisory boards to the Depart- 
ment of Institutions.” 

In 1875 the Napa Asylum was opened, 
then the Agnews Asylum and then progres- 
sively other institutions until by 1938 the 
State Department of Institutions consisted 
of 14 institutions: (1) Agnews State Hos- 
pital, (2) Camarillo State Hospital, (3) 
Industrial Home for the Adult Blind, (4) 
Mendocino State Hospital, (5) Napa State 
Hospital, (6) Norwalk State Hospital, (7) 
Pacific Colony (for mental deficiency and 
epilepsy), (8) Patton State Hospital, (9) 
Sonoma State Home (for mental deficiency i 
and epilepsy), (10) Stockton State Hospital, 
(11) Whittier State School (for juvenile 
delinquents—boys), (12) Preston School of 
Industry (for juvenile delinquents—older 
boys), (13) Ventura School for Girls (for 
juvenile delinquents—girls), and (14) Cali- 
fornia Bureau of Juvenile Research. 

By 1938 there were 26,055 patients in 
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state hospitals, with an excess population of 
5,888. By the end of 1952 this number had 
increased to 51,985, or essentially double the 
number of patients in 1938. This reflects 
the increase in population of the state during 
this period. 

Between 1938 and 1952 the following in- 
stitutions were added to the state system: 
(1) DeWitt State Hospital, (2) Modesto 
State Hospital, (3) The Langley Porter 
Clinic, and (4) Porterville State Home (for 
mental deficiency and epilepsy). 

In addition, following World War I 
a group of mental hygiene clinics were es- 
tablished. These are located at Berkeley, 
Fresno, Los Angeles, Chico-Marysville-Red- 
ding, Riverside, Sacramento, and San Diego. 

In 1945 another step was taken to improve 
state administration when the Department of 
Institutions was replaced by the present 
State Department of Mental Hygiene. The 
Legislature removed to other agencies all 
the state institutions except those having to 
do with mental illness and mental deficiency 
and gave the Department of Mental Hygiene 
responsibility for its hospital, clinic, and 
community services program. 

One of the most important and progres- 
sive steps in the history of the State Depart- 
ment of Mental Hygiene took place with the 
development of the Langley Porter Clinic 
in San Francisco. Before the opening of this 
hospital the state institutions had been de- 
voted primarily to the care and custody of 
patients. Any research or training pro- 
grams were incidental to the patient-care 
program and were not aided by direct grants 
from the state. With the increasing recogni- 
tion that the care and treatment of patients 
was not decreasing the incidence of mental 
illness, the Legislature was prevailed upon to 
allocate funds for the development of a re- 
search and training center, Two such insti- 
tutions were planned, one for northern Cali- 
fornia—the Langley Porter Clinic—and one 
projected and still in the planning stage for 
southern California. The Langley Porter 
Clinic, a too-bed hospital in San Francisco, 
is a division of the University of California 
Medical School as well as a part of the State 
Department of Mental Hygiene. It is the 
only state-supported facility designed pri- 
marily for research into the causes and meth- 
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ods of treatment of mental disease. As such 
it is the most progressive step in the attempt ` 
to solve mental health problems that Cali 
fornia has taken in a century. Already the 
results of its research have begun to bear 
fruit, although it has not decreased the cases 
of mental disease and our number-one health 
problem remains at peak incidence. Scientific 
research will prevail but time is needed. 
Under California law there exists a unique 
system of handling patients with mental ill- 
ness. The principal California laws con- 
cerned with the management and treatment 
of patients with mental disorders who are 
provided for by public funds are contained in 
the Welfare and Institutions Code. One pro- 
vision of this code is that the Superior Court 
of each county may establish a Mental Health 
Division of the Court. Until recently this di- 
vision was known as the Psychopathic Pro- 
bation Department. Originally this Depart- 
ment was intended for the care and super- 
vision of the so-called “chronic, harmless 
insane.” These were, primarily, those suffer- 
ing from senile mental disorders who were 
to be cared for at county expense and the law 
was intended to prevent their commitment to 
state hospitals. Now, however, the law per- 
mits the county to enter into the treatment of 
all types of patients with mental disorders 
and to pay for their care in private sanatoria. 
While the law providing for this department 
has not been activated in the rest: of the state 
with the exception of the appointment of one 
mental health counselor in San Diego 
County, in Los Angeles County the Depart- 
ment has grown into a large and active of 
ganization, with 15 Counselors in Men 
Health. At this time these counselors have | 
charge of the supervision and care of 3,837 
patients. Most of these (2,148) are under 
treatment in private sanatoria although the 
care of these patients is paid for by the 
County of Los Angeles, The Mental Health 
Department uses over 50 sanatoria for place- 
ment and treatment of patients as ordered by | 
the court. This unique situation has devel- 
oped because of 2 factors. The first is the 
large number of aged persons who come to 
southern California, The second has been the 
development of the large private sanitarium 
system where these patients can be placed at 
county expense. This in effect takes the but- 
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den of care of these patients away from the 
state, in turn imposing a tremendous burden 
upon the.county. And still this mental health 
problem continues. The report of the Supe- 
rior Court Mental Health Department states, 
“The large number of aged requiring place- 
ment constitutes a never-ending and as yet 
unsolved problem. ... . This alarming sit- 
uation is a reflection of the lack of adequate 
facilities either public or private, to provide 
the care our aged citizens require” (8). 

A new state hospital’ planned for Costa 
Mesa in Orange County will relieve to some 
extent the overcrowding in state hospitals in 
southern California. It will not, however, 
relieve the burden of Los Angeles County, 
and perhaps this problem will not be solved 
until the county or the state constructs a 
large hospital solely for the aged mentally ill. 

The mental health facilities of Los Angeles 
County were improved considerably with the 
construction of a new psychiatric unit at the 
Los Angeles County General Hospital. This 
250-bed facility was opened in 1951. While 
it is primarily a disposal unit for the chan- 
neling of patients to private sanitaria, state 
hospitals, and to other agencies, a few pa- 
tients are retained for short-term treatment. 
Tt has been a welcome addition to the mental 
health facilities of the county, and in addi- 
tion it has improved the facilities available 
for the teaching of medical students of the 
Schools of medicine of the University of 
Southern California, the College of Medical 
Evangelists, and soon, probably, the Uni- 
versity of California at Los Angeles. 

Los Angeles County General Hospital is 
one division of the Department of Charities 
of the county, and other divisions include 

ancho Los Amigos, a hospital for patients 
chronic diseases. This hospital, which 
a aa nearly 3,000 of the county’s “aged 
ae and dependent poor,” contains a psychi- 
a iN unit with beds for 600 patients. The gen- 
; % wards of Rancho Los Amigos contain 
qeroximately 1,200 patients who are handi- 

Pped principally by age or by amputations, 
a Talysis, and other crippling diseases. Such 
roup constituted the entire population of 
: institution during its early years; but 
hen ero a small group of psychopathic 
mitment Hib Placed there under court com- 

cause of refusal by the state hos- 
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pitals to accept patients who are described by 
the State Lunacy Law as cases of “chronic 
mental unsoundness.” This group has now 
grown to 66, who are provided for in 4 large, 
well-appointed buildings, each with an en- 
closed exercise yard containing lawns and 
shade trees. A printed report of the Rancho 
states(2) : 

The care by the County of such psychopathic pa- 
tients has always been a controversial point. It has 
been a fact for many years that the state hospitals 
in the northern part of California have unquestion- 
ably accepted this class of patients, in spite of the 
option granted to the superintendents of such insti- 
tutions to exclude them and to return them to their 
home counties for care, . . . It has been the conten- 
tion of many for years that the State could pay a 
subsidy for cases of this kind which are forced upon 
Los Angeles County, as care of the indigent men- 
tally ill is generally admitted to be a state function, 
and this is the only county which is expending any 
considerable amount in caring for this class of per- 
sons, 


Harbor General Hospital is another hos- 
pital unit of the Department of Charities of 
Los Angeles County. Located near Long 
Beach, it has its own psychiatric unit and 
maintains an active outpatient clinic for its 
psychiatric division. 

From these facts it can be seen that Los 
Angeles County is actively engaged in the 
care and treatment of the mentally ill and 
that it plays a much more prominent role in 
carrying out this function than do the other 
counties of the state. 

The Veterans’ Administration in the 
southern California area has expanded its 
psychiatric facilities tremendously during the 
past 10 years. The first psychiatric facility 
of this organization in southern California 
was the Brentwood Hospital, which was 
started in West Los Angeles in 1936. At 
that time it consisted of one group of build- 
ings housing about 400 patients. It grew 
rapidly so that at the beginning of World 
War II it was caring for about 1,200 pa- 
tients. The hospital was evacuated during 
the war years and then functioned as an 
army station hospital. When it was reacti- 
vated as a Veterans’ Administration psychi- 
atric hospital late in 1945 it had about 1,400 
patients. It has now grown to a hospital of 
2,100 patients. 

This hospital has an active psychiatric edu- 
cation program and is now authorized to ac- 
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cept physicians for 3-year residency training. 

Following the war, the Veterans’ Adminis- 
tration operated Birmingham General Hos- 
pital in the San Fernando Valley. In 1950 
this hospital was moved to Long Beach to 
take over the facilities of the former Long 
Beach Naval Hospital. An excellent psychi- 
atric program of both treatment and training 
is carried out at Long Beach Veterans’ Hos- 
pital. Since the hospital is a general hospital 
it has all the advantages of a psychiatric 
service in a general hospital, with excellent 
consultation services in all medical special- 
ties. There are 2 psychiatric wards consist- 
ing of 60 beds. An active outpatient clinic is 
a part of the psychiatric program. A well- 
organized psychiatric residency training pro- 
gram is in effect, with a 3-year training 
program offered. An important phase of the 
psychiatric training program is its close inte- 
gration with neurology and with neurological 
surgery. Training in clinical psychology is 
offered to qualified psychologists under the 
psychiatric residency training program. The 
staff of the Long Beach Veterans’ Hospital 
is well known for its activities in research, 
and the psychiatric division has contributed 
considerably to this research program. 

In addition to its hospital services, the 
Veterans’ Administration operates a mental 
hygiene clinic in Los Angeles, and here a 
large number of outpatients are treated an- 
nually. Residents in training at Brentwood 


and Long Beach Veterans’ Hospitals serve: 


a period of training in the mental hygiene 
clinic. 

As psychiatric casualties from World War 
II and from the Korean War continue 
to mount, the need for more psychiatric 
beds in this area has been recognized by the 
Veterans’ Administration. Consequently, a 
new veterans’ psychiatric hospital is being 
planned for southern California and prob- 
ably will be located in the San Fernando 
Valley. 

Other organizations have begun to recog- 
nize the need for psychiatric services and 
clinics, and there are now many psychiatric 
clinics for both children and adults in south- 
ern California, The Community-Chest-oper- 
ated Los Angeles Psychiatric Service is one 
of these. It has been in operation for over 10 
years and has filled a major community need. 


A number of the private general hospitals in 
Los Angeles have established outpatient psy- 
chiatric clinics in recent years. With the 
growing recognition that psychiatry should 
be practiced as a part of general medicine, 
and that psychiatric patients should be 
treated in general hospitals as are other pa- 
tients, an attempt has been made to introduce 
psychiatric services into general hospitals. 
There has been much resistance to this move 
by hospital administrators, but gradually 
some of the resistance is being overcome. 
One of the first such services in California 
was the establishment of the psychiatric ser- 
vice in the Herrick Memorial Hospital, a 
general hospital in Berkeley, California, by 
Dr. A. E. Bennett. In Los Angeles only 2 
private general hospitals have seen fit to 
start such services and these are on a very 
small scale. St. John’s Hospital in Santa 
Monica and the Queen of the Angels Hos- 
pital in Los Angeles proper now have small 
inpatient psychiatric services. It is hoped 
that the great value of such services to the 
community will be recognized and that other 
hospitals will follow these fine examples. 

With the end of World War II and the 
publicizing of psychiatry and psychiatric 
services, California cities had, as did most of 
the large cities of the nation, a great influx 
of physicians entering private psychiatric 
practice. A tremendous increase in the num- 
ber of physicians doing private psychiatric 
practice occurred in the Los Angeles area. At 
the end of World War II there were ap- 
proximately 30 psychiatrists devoting full 
time to private practice in Los Angeles. To- 
day there are more than 300. Hence there 
has been a ten-fold increase in the number of 
psychiatrists in a city that has increased its 
population during the same period by about 
one-third. While there were too few before, 
the saturation point is being reached and 
some are already seeking the smaller towns 
where the need is greater, 

But with all the difficulties of rapid growth 
of their ranks, southern California psychi- 
atrists have been active in the cultural and 
educational development of the profession: 
The Los Angeles Society of Neurology and 
Psychiatry, which has been in existence for 
Many years, is the cultural hub of the pro- 
fession. The Los Angeles Neurological So- 
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ciety publishes a professional journal, The 
Bulletin of the Los Angeles Neurological So- 
ciety, which is widely read by members of 
The American Psychiatric Association. The 
Los Angeles Psychoanalytic Society and the 
recently formed Southern California Psychi- 
atric Association add to the professional ac- 
tivities of the area. The members of these 
and allied organizations join in welcoming to 
Los Angeles the membership of The Ameri- 
can Psychiatric Association and hail the con- 
vention meeting to be held in Los Angeles in 
May as another step in psychiatric progress 
in California, 
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CORRESPONDENCE 


THE MEETING IN LOS ANGELES 


To Members and Friends of the Association: 

On May 4, 5, 6, 7, and 8, 1953, the rooth 
annual meeting of the American Psychiatric 
Association will be held in Los Angeles, It 
will be the second meeting of the Association 
in California, In addition to the scientific 
program an interesting array of recreational 
activities is being prepared and will be pre- 
sented to you when you register at the Statler 
Hotel. ; 

Your trip to Southern California will offer 
many other attractions, however, to you and 
your family. You will be in a region rich in 
historical lore, traversed by El Camino Real, 
trail of the Franciscan Missionaries along 
which 8 of the 21 missions of California are 
located ; near the “smoky port” of San Pedro 
in the fabulous man-made Harbor of Los 
Angeles. This is a land of palms and pines, 
of citrus fruits and diversified agricultural 
development, of oil fields and mineral pro- 
duction, and of prodigious industrial growth. 
It is the only area in North America with a 
Mediterranean climate with almost no rain- 
fall during late spring and summer and pre- 
‘vailing on-shore breezes to assure comfort- 
able days and nights. This is the country of 
lovely beaches and magnificent mountains, of 
fertile coastal plains and inland valleys, and 
of mysterious deserts, 

The metropolitan center of this rich and 
fascinating empire is Los Angeles with its 
network of splendid highways and with fast, 
luxurious transportation facilities by air, rail, 
and water ; with luxurious hotels and famous 
restaurants and night clubs, There is profu- 
sion even in the cultural characteristics in 
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this area with its universities and colleges, its 
famous secondary schools, its great tele- 
scopes at Mount Wilson and on Palomar 
Mountain, its libraries and museums, its fine 
philharmonic orchestra, its light opera sea- 
son, and its annual presentation of grand 
opera in concert with the Metropolitan Opera 
Association of New York. In short, South- 
ern California is a land to visit and to enjoy. 

From California it is but 9 hours to the 
Hawaian Islands by air or 44 days by pala- 
tial ocean liner. Or you may prefer to visit 
Sequoia, Yosemite, Glacier, or Yellowstone 
National Parks, the Redwood Highway, the 
North Pacific coast, Western Canada, or 
Alaska while on your trip to the Pacific slope. 

Distances in California are great. Most of 
your side trips beyond Los Angeles will re- 
quire a day. Adequate transportation is avail- 
able by bus or air or if preferred by automo- 
bile. 

Be sure to plan to attend the meeting of 
the A. P, A. at Los Angeles, Make your 
travel plans and hotel reservations early. 
Write at once to the All-Year Club of South- 
ern California, Ltd., 629 South Hill Street, 
Los Angeles 14, Calif., for descriptive litera- 
ture and suggestions. 

Thope that you have already made plans to 
attend the meeting here, and to enjoy some 
of the natural and man-made wonders of 
Southern California and others to which it is 
the natural gateway. 

Jonn B. Dovte, M. D. 
Chairman of the Subcommittee on 
Information, Reception, and 
Entertainment 
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ASSOCIATION REPORTS 


SURVEY OF EXTENT AND DISTRIBUTION OF PSYCHIATRIC 
SKILL AND EXPERIENCE IN THE UNITED STATES 
AND CANADA + 


In the course of the investigations of the 
committee system of The American Psy- 
chiatric Association I was assisted by the 
appointment of the Committee on Commit- 
tees, of which Dr. Robert Felix was Chair- 
man, and by the grant from the Common- 
wealth Fund, known as the Committee 
Project, of $20,000 for 2 years. Studies of 
the committees and their functions revealed 
the fact that the appointments were usually 
made without knowing all the members of 
the Association who had had experience in 
the subject matter of the different commit- 
tees, and the Chairmen of the Committees 
themselves usually did not have the advan- 
tage of knowing how many or which mem- 
bers of the Association had either experience 
or skill in the particular subjects that were 
pertinent to their committee work. The 
Office of the Medical Director has been 
frequently requested to furnish information 
concerning the number of psychiatrists in the 
United States and Canada who are familiar 
with the various subdivisions of psychiatry ; 
the number working in hospitals ; the number 
in private practice; those engaged in re- 
Search, in preventive medicine, in educational 
Psychiatry; and other important subjects. 

othing was known with regard to the names 
or the number of those who were engaged in 
major teaching activities, nor the number 
w © Were residents in training at any particu- 
at time. The subject of military experience 
ee been of considerable interest during and 
ne the last war. Yet no information 
5 Isted that would enable the planning bodies 
ee eee judgment as to the dis- 
sec: © medical practitioners as to 
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whether they should stay on their post or 
be used for military service. 

There were, therefore, many cogent rea- 
sons why further information concerning all 
the members of the Association should be 
collected. A certain amount of this informa- 
tion was already available in the application 
blanks for membership, but this soon became 
out of date. Further information concerning 
our members was also available in the Bio- 
graphical Directory, but it was impossible to 
analyze it or in any way subject it to statis- 
tical study. 

It seemed wise to consider the idea of plac- 
ing the information concerning each member 
on some sort of a punched card system. After 
careful consideration of the various systems 
available, and with advice from statisticians 
familiar with the field, it was decided to use 
the Keysort type of punched card system to 
collect this information. The Keysort system 
is inexpensive and simple, and these cards 
can be analyzed in the office without expense 
and by persons who do not need a great 
amount of training. These considerations 
were weighed against the advisability of 
using the IBM punched cards. It was brought 
out that the simpler system was preferable 
for many reasons, to organizations of less 
than 20,000 people, and was commonly used 
in various groups, including many govern- 
ment bureaus that also used the IBM card 
for more detailed operations in larger col- 
lections of data. The use of the Keysort 
Punched Card system involves a small initial 
outlay. The punching can be done by em- 
ployees in the office; data can be secured at 
any time in a few minutes in our own office, 
and there are no expenses incurred when a 
set of figures has to be drawn from the cards. 
The only expense is the use of someone’s 
time who is already employed in the office for 


this purpose. 
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It was ascertained from the Common- 
wealth Fund that the expense of inaugurating 
such a system of information on our mem- 
bers was accepted as a legitimate part of the 
Committee on Committees’ study, furnishing, 
‘as it would to all committees, the names of 
members of the Association who were inter- 
ested and had experience in the particular 
subject matter of the technical committees. 

Consequently beginning about January, 
1951, a form was devised with the advice of 
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American Medical Association will be placed 
on the cards of The American Psychiatric 
Association. 

There are 3 major columns. The first is 
that of Special Experiences, containing 32 
items. The second major column is con- 
cerned with present activities of a civilian 
nature. Here are listed the major and 
minor activities of all members at the time 
of. filling out the card, the type of 
organization involved, and under whose 
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authorities in the APA, the Chairmen of 
Committees, and statistical experts who gave 
us the benefit of their experience. 

Fig. 1 shows the form that was used. It 
will be noted that there are certain general 
considerations in the top of the form. Most 
of the information available from the punched 
cards of the American Medical Association 
was not placed on this card since the number 
of items was limited, and by the serial num- 
ber on the top line a cross study could be 
made of the cards in the APA and the cards 
in the American Medical Association. The 
serial number assigned to each person by the 


- control. The third column gives a history of 
military experience and position. Inform- 
ation concerning this on our members from 
Canada was not requested for obvious 
reasons. 

A section on present military status prO- 
vided the information as to how many of our 
members are in the Reserve Corps of the 
Army, Air Force, Public Health Service or 
Navy ; how many are in the regular services, 
and how many are now on active duty. 

The collection of data on these cards has 
shown several things: the number of cards 
returned has not been spectacular. A to 
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of approximately three-quarters of the esti- 
mated number of psychiatrists in this country 
have so far returned their cards. The distribu- 
tion of this return seems to be about even 
throughout the country. Consequently a cor- 
rection of figure has been made so that the 
analysis is on the basis of 7,444 total psy- 
chiatrists, most of whom belong in The 
American Psychiatric Association, but a cer- 
tain number furnished by the Canadian 
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NORTHEAST 24.037.645 
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SOUTHERN 33.084.230 
MIDWEST 39.166.262 
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tion in the first 2 or 3 years of their training. 


_A large number of older men have joined the 


Association in the last 2 years, indicating a 
new interest in Association activities that 
they have not had in the past. 

Because of space limitations, it is not pos- 
sible to present an analysis of the psychia- 
trists of each of the states. We have, there- 
fore, divided the whole country, including 
Canada, into 6 divisions. These do not vary 
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PSYCHIATRISTS 
2.490 
1.704 
667 
1.526 
869 
475 


Fic. 2.—Distribution of psychiatrists by districts. 


Psychiatric Association and the American 
€dical Association, as having indicated that 
CY Were working in full-time psychiatry. 

S € evidence is that 85% of psychiatrists 

ating in the United States and Canada are 

sabers of The American Psychiatric As- 
om. This number is increasing rapidly 

5 Ce 25% were not members as recently as 

ae ago. There are always currently a 

Who has of younger men in residency training 

ave either not completed one full year, 


Or who have been slow in joining the Associa- 


much from the 6 area divisions of the Veter- 
ans Administration. The divisions were an 
attempt to provide sections that were ap- 
proximately the same size in order to com- 
pare the number of psychiatrists living in 
these various sections. 

Fig. 2 shows the sections I have used 
arbitrarily as a manner of comparing the dis- 
tribution of psychiatrists throughout the 
country . Fig. 3. shows the population in rela- 
tionship to the number of psychiatrists in the 
whole of the United States and Canada and 
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by districts, The northeast section has ap- 
proximately one psychiatrist for every 10,000 
people, and so on. Fig. 4 shows an analysis 
of the age distribution. 

The reaction of someone to whom I showed 
this chart was immediately, “Why do psy- 
chiatrists die so young?” which shows that 
a chart such as this needs to be explained 
carefully. Unless I am wrong, the chart 
actually says that the great majority of living 
psychiatrists these days are in the younger 
years, and the great minority are in the older 


FFoPOATION FRUMBER OF PSTEMATAISTS. 


Fic. 3—Ratio of population to psychiatrists : 
Whole of U. S. and Canada by districts, 


80,000) 
90,000} 


Fic. 4.—Age distribution of psychiatri. ts: 
U. S. and Canada, sina 


years. This means that we have more life 
expectancy in the total number of psychia- 
trists if the average is somewhere around 45 
than if the average was in the older groups of 
between 55 and 65. Asa matter of fact, 61% 
of the psychiatrists in this country at this 
time are under 46 years of age. We are a 
young profession. This obviously emphasizes 
the large number who have entered psychia- 
try more lately and the relative few who 
entered psychiatry in the earlier years of 
this century. 

5 In regard to the details of these age group- 
ings in the various parts of the United States, 
a comparison of the percentages indicates 
that there is very little variation from the 
average of the entire country in each of the 
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sections and consequently it seemed unneces- 
sary to present these details. 

Table 1 gives the figures on certification 
by the American Boards. It is of interest that 
a considerable number of members of The 
American Psychiatric Association are certi- 
fied in some other specialty of medical 
practice, including pediatrics, surgery, gynæ- 
cology, radiology, eye, ear, nose and throat, 
and others. We do not have sufficient returns 
from Canadian members to give us figures on 
certification in Canada, Some Canadian 


TABLE 1 


CERTIFICATION: PSYCHIATRY, PSYCHIATRY AND 
NeuroLocy, AND NEUROLOGY 


$ 
2 
s El g 
E BOE g + 
£2 25 dg Bh te ig gl 
Certification zn ge Bs M ER G T 
Psychiatry 3,000 


774 310 703 406 814 924 


TABLE 2 
SPECIAL EXPERIENCES—THERAPY 


Psychotherapy 
Hypnosis .... 
Narco-analysis . 
Group therapy 
Shock therapy .. 
Rehabilitation 


members are certified by the American Board 
in the United States, 

An investigation of those who have had 
special experiences is shown in Tables 2-6. 
The special experiences in psychoanalysis, 
neurology and EEG were treated separately. 
In Table 5 the related professions are those 
of nursing, social work, psychiatric aides, 
psychology, etc. hex 

_Regarding the 1,551 psychiatrists who in- 
dicated experience in child psychiatry, I 


- might say that this figure was broken down, 


and those who also indicated major work in 
a clinical activity, plus checking child psy- 
chiatry, were thought to be those who are 
the full-time workers in child psychiatry. 
This number was approximately 250. 

With regard to the location of present ac- 
tivities of our members, the returns (Table 
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TABLE 3 


Spectat EXPERIENCES—PsyCHOANALYsIs, NEuRoLocy, EEG 


; 2,490 
Psychoanalysis 
Training isse esceto E A 
Practice 
Neurology 
Clinical ....... 
Basic sciences , 
Member EEG 


529 
488 


TABLE 4 


SPECIAL ExPERIENCES—COMMUNITY 


Preventive and public health... 
Alcoholism 
Public relations ... 
Recreational agencies . 


Community agencies and planning. . i 1,026 
Civil defense .... + 326 
Panic and morale. . 148 
TABLE 5 

SPECIAL EXPERIENCES—EDUCATIONAL 
Teaching 

Medical students .... + 3,114 

Related professions . wes 2,847 
Research (published) 

Clinical ssa (seman ey + 1,812 
Educational psychiatry 940 
Projective testing 280 


7) show that 2,925 psychiatrists indicate 
Private practice as their major present ac- 
tivity and 980 others do private practice as a 
minor activity. Under the heading of teach- 
mg, 933 indicate some form of higher ranks 
in medical schools, including consultants. It 
1S presumed that the figures relating to work 
m psychiatric hospitals and outpatient clinics 
Probably cover full-time activities in the hos- 
Pitals and part-time activity in the outpatient 
Clinics, 

Table 8 presents figures on the Federal 
Services. It is impossible to estimate the ratio 
of psychiatrists to the population involved 
With regard to armed services since the exact 
numbers of the armed services is classified 
information and cannot be revealed. 

Pete 9 is an example of the type of an- 
ped ‘that can be made of any group of psy- 

'atrists that one would like to select for 
Special study, 

There are many other types of information 

t can be secured from our cards and it 


Mid- 
Northeast Atlantic Southern Midwest Western Canada 


, 


Total 
1,704 667 1,526 188 7:444 
314 62 272 145 5 1,327 
7 34 124 89 3 855 
481 226 473 249 26 2,232 
174 60 138 46 I0 693 
56 34 65 24 8 251 
TABLE 6 
SPECIAL ExPERIENCES—MISCELLANEOUS 
Child ..... + 1,551 
Industrial . + 206 
Forensic .........+ 642 
Mental deficiency .. aot LOOL 
WORDEN, Seda sie sire’ celeste Si RBS Sate oe 449 
TABLE 7 
Types oF PSYCHIATRIC PRACTICE: 
U. S. AND CANADA 
Private practice ...s.epessssssoos. 3,905 
Major .... 2,925 
Minor .... 980 
Resident in training..............- 916 
Psychiatric hospital .. 3,020 
Outpatient clinic ........-.+-++--6- 1,836 
TABLE 8 
PsycHIATRISTS—GOVERNMENT AND MILITARY 
Federal 
(VA, public health service, armed 
TORCES MU Etis chore Cas A 1,510 
State ... 2,482 
VAS 805 
PHs: 99 
Army . 350 
Navy . ave UBS 
PATROL CR ree ON E cies <osintes 127 
TABLE 9 
VETERANS ADMINISTRATION—PSyYCHIATRISTS 
EMPLOYED 
Total cards returned. . 788 
Certified by board. . 358 
Have med. school affiliation. . 225 


On duty, psychiatric hospital . 
On duty, general hospital. 
On duty, outpatient hospital. . 
Are veterans ...... 
Had analytic experience. 
Experience in neurology. . 


158 
. 224 


seems to us that it is quite worth while to 
have available an analysis of those engaged 
in psychiatry throughout the United States 
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and Canada. We expect this to furnish valu- 
able indices as to the way that special needs 
in various parts of the country are being met; 
and special information of particular value 
to the Committees that are working on the 
various subjects. This gives us the first step 
toward bringing into the work of the As- 
sociation all of those in any particular sub- 
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ject who have had special interest and special 
experience. 

Those who have not yet filled in one of 
these cards are urgently requested to do so, 
The card can be filled out in less than 10 
minutes. The completed cards should be for- 
warded to the office of the Medical Director 


in Washington. Danter Brain, M.D. 


PRESIDENT'S PAGE 


THE ANNUAL MEETING 


The annual meeting is the heart of the As- 
sociation—the heart in sentiment and symbol, 
and still its major driving force. The out- 
ward thrust, the powerful impulse that it im- 
parts to the furthest ramifications of the or- 
ganization, is matched by the inward surge 
of reports and papers, petitions, agenda, and 
memoranda—all seeking the ultimate atten- 
tion of the membership in session at the an- 
nual meeting. To it there come the fruit of 
night hours in the laboratory, of administra- 
tive experience, of clinical work in the hos- 
pital, in the studious office, the clinic, and the 
community. 

In the months preceding the annual meet- 
ing, applications for recognition of a district 
branch or affiliate society are readied; pro- 
posals to Council are sifted and weighed; 
committee reports are prepared; budgets are 
set up. Preparations find their first begin- 
nings immediately after the end of one an- 
nual meeting, pick up speed and impetus 
from the November sessions and from each 
meeting of the Executive Committee, the 
standing committees, district branches and 
affiliate societies, to plunge to their final con- 
Summation in the intense activity of the days 
of the annual meeting. 

To different people, the meeting means dif- 
ferent things. It lies before the able, younger 
man an intellectual arena to which he will 
bring his scientific work and in which he 
may hope to gain recognition of his talents, 
friends, and the support they will give him 
in his coming life work. For many senior 
Members, it is at the annual meeting that 
Important gains in some long-labored-over 
enterprise may be set up in lasting function 
or hammered into permanent record: the 
Setting up of a section on psychoanalysis, or 
the establishment of a committee on inter- 
national relations, or the authorization of the 
othce of a medical director. 

Others have brought to the meeting a blue- 
Print for the development of psychiatry, as 
did Dr, Ross McC. Chapman in his memor- 
able presidential address in 1938. 


On all this, the times and our extraordi- 
nary growth exert the fiercest force—force 
that we can use to grow to greater strength 
or, failing, suffer futility and ultimate dis- 
placement from leadership. 

These dangers are actual. Sheer volume of 
business threatens to obstruct the rapid pre- 
cisionof action of committees and of Council. 
The setting up of the coordinating commit- 
tees has been a most valuable step toward as- 
suring efficiency. But, as we grow, there will 
be a need for a continual series of these ad- 
ministrative inventions. 

The Assembly of the district branches— 
which, it seems probable, will be established 
this year—will undoubtedly form another 
channel through which the views, wishes, and 
proposals of the membership will be brought 
into Council. Urgent problems are constantly 
arising—such as, for instance, the difficulty 
in securing insurance coverage in connection 
with electroshock. Such problems will find 
an opportunity of being threshed out in terms 
of local experience before being sent on to 
Council. 

No less urgent is the need to maintain 
scientific communication at a high level in 
our enormously crowded meetings. If the 
theoretic session draws a thousand listeners, 
if many of the round tables—set up only 20 
years ago by Dr. Samuel Hamilton—are at- 
tended by hundreds of listeners (which no 
round table yet built could accommodate), 
then how much is taken away by the indi- 
vidual and how much can he possibly learn 
by individual participation. i 

In concerned recognition of this, Council 
has requested the committee on research to 
consider the feasibility of setting up—possi- 
bly with the assistance of the social science re- 
search departments of an interested univer- 
sity—a study of scientific communication as 
it actually occurs at our meetings. 

If the crowding numbers of those who at- 
tend the annual meeting make us sharply 
aware of the need to strengthen communica- 
tion, we must also recognize that a still larger 
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number cannot attend the meeting at all be- 
cause of pressure of work, of time and dis- 
tance, and of cost. 

Under a recent Council policy, we are now 
locating the annual meeting on a 2-2-1 basis. 
In any 5-year period, 2 meetings will be held 
in the east, 2 in the mid-west, and 1 in the far 
west. How far this schedule can be main- 
tained, with the Association already requir- 
ing a guarantee of 2,000 bedrooms to accom- 
modate the annual meeting, is problematical. 

Currently there is before Council a pro- 
posal that, in addition to the annual meeting, 
large divisional meetings—organized pos- 
sibly by the district branches or affiliate so- 
cieties in their respective areas—might be set 
up annually. One might visualize, for in- 
stance, a west-coast division, and a northeast 
division running from New York, through 
Boston to Montreal, and another division 
taking in the territory of the triangle repre- 
sented by Chicago, Detroit, and Toronto, 

These are some of the more massive prob- 
lems confronting us as we seek to maintain 


the importance and the effectiveness of the 
annual meeting. A great multitude of other 
matters of a more limited and perhaps more 
technical nature are brought sharply before 
us each year as we review the happenings of 
the annual meeting: How may more mem- 
bers participate, with more satisfaction, at 
the banquet? Will the television project, 
which is to be tried out for the first time this 
year, be successful? Should a more extensive 
social program be planned ? 

All those who are ultimately responsible 
for the annual meeting—the chairman of the 
program committee, the chairman of the com- 
mittee on arrangements, Mr, Austin Davies, 
the Medical Director, and the officers of the 
Association—request your thoughts, your ad- 
vice, your practical help, to the end that this 
meeting, so great with the history of the 
words and acts of striving men resolute upon 
the future, so strong in the sentiment of past 
gains and forward hopes, may be increased 
in dignity and in power commensurate to 
these times. 

D. Ewen Cameron, M. D. 


EDUCATION FOR PUBLIC OFFICE 


We require certain qualifications in lawy 
our property, our lives or our souls to thei: 


ers, physicians and clergymen, before we commit 
r care. We even refuse to commit the charge of 


a ship to a pilot who cannot produce a certificate of his education and knowledge in his 


business. Why then should we commit our country, 
wives and children, to men who cannot produce youch 
portant trust? We are restrained from injuring our: 
why should we not be restrained in like manner, by lay 


ment? 


which includes liberty, property, life, 
ers of their qualifications for the im- 
selves by employing quacks in law; 
w, from employing quacks in govern- 


BENJAMIN RusH 


(Urging the establishment of a federal uni- 


versity for the compulsory training of candi- 
dates aspiring to a public office. 1788.) 


COMMENT 


THE WORK OF THE COMMITTEE ON CLINICAL PSYCHOLOGY 


In the past several years the Committee on 
Clinical Psychology has had as the focus of 
its attention the relations of psychology and 
psychiatry. A chief item on the agenda has 
been the question of the independent practice 
of psychotherapy by psychologists. Attention 
to this problem has been dictated by the in- 
troduction of bills into the legislatures of 
about 20 states for either the licensure or the 
certification of psychologists. Some of these 
bills seemed to state or imply that the intent 
was to give legal status to the independent 
practice of psychotherapy by psychologists. 
In its discussions the committee has grad- 
ually clarified its position concerning the 
legal status of psychologists by favoring cer- 
tification and disapproving licensure. This 
position has been accepted by Council and is 
the official position of The American Psy- 
chiatric Association. Certification has been 
favored because it affords recognition and 
status to ethical and adequately trained psy- 
chologists who wish to function as psycholo- 
gists. Certification is essentially a recognition 
of the proficiency and is a term attached to a 
title. Licensure has been disapproved because 
it usually grants an independent and some- 
times exclusive right to do certain things 
that, in the opinion of the committee, cannot 
Properly be separated from the practice of 
medicine. Among these things some of the 
Proposed bills sometimes used such words as 
Psychotherapy, re-education, or readjust- 
ment in a manner to imply that a licensed 
Psychologist would have the right to practice 
Psychiatry. 

The committee has taken the position that 
Psychotherapy is a province of medicine. 
This has also been approved by Council. In 
adopting this position, the committee has not 
believed that it has stated a new principle, 
but rather that it was reaffirming an attitude 
Tecognized since time immemorial that, in the 
treatment of the sick, psychotherapy is an 
essential part of the physician’s armamen- 
tarium. This principle is currently written 
into or implied in the Medical Practice Acts 


of many states as an integral part of the heal- 
ing art. ° 

The committee hopes that its activities to 
date have met with the approval of the mem- 
bership of The American Psychiatric Asso- 
ciation. To judge this better, letters were sent 
to all the district and branch societies, re- 
questing that the last statement of the com- 
mittee (Newsletter, November 1952) be 
placed on the agenda of the societies at the 
next meeting. At this writing, about half of 
the societies have answered. The replies in- 
dicate almost unanimous agreement with the 
committee’s statement. 

Fundamental to the position of the com- 
mittee is the concept that the central and 
unique job of medicine is the care and 
treatment of the sick. The causes of illness 
are many and complex; diagnosis and dif- 
ferential diagnosis are often difficult and 
frequently remain a continuing problem 
throughout treatment; therapies are tech- 
niques that are grounded rationally upon 
basic sciences or are founded empirically 
upon good medical practice. Treatment may 
employ advice, reassurance, guidance, psy- 
chological support or uncovering of emo- 
tional conflicts, development of insight, the 
use of drugs or surgery, electrotherapy, con- 
tinued hospital care, environmental manip- 
ulation, and so on. Psychotherapy, per se, 
whenever sick people are involved always re- 
tains its medical orientation. Any person who 
is given responsibility for the treatment of 
the sick must have at his disposal the neces- 
sary judgment and skills for diagnosis and 
for decisions as to the particular treatment 
techniques that should be employed. Indi- 
viduals from other professional groups may 
become highly skilled in some aspects of psy- 
chotherapy, but this does not entitle them to 
undertake broad responsibility for the treat- 
ment of the sick. Such persons should work 
in close and continuing association with phy- 
sicians and, in the case of the mentally ill, 
with psychiatrists. 
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Unfortunately, the relations of psychiatry 
and psychology have been confused and 
blurred by current concern about the legal 
status of psychologists and the question of 
the independent practice of psychotherapy. 
In this confusion the many fine and produc- 
tive local relationships that now exist and the 
important work ahead are sometimes forgot- 
ten. Clinical psychologists have made and are 
making significant and welcome contributions 
in research in diagnostic methods and are 
assisting with some aspects of treatment. Re- 
search in psychiatry is a crying need. State 
hospitals, Veterans Administration hospitals, 
and mental hygiene clinics need more ade- 


quate staffing. There is also a great need for 
more psychiatrists in private practice. The 
committee believes that the enormous public 
need for psychiatric services constitutes a 
challenge and a professional obligation to en- 
courage the constructive use of all available 
trained persons to meet the vast problem of 
mental illness. The committee hopes that its 
work in the near future will be more con- 
cerned with efforts to clarify the role of the 
psychologist in the current psychiatric scene 
so that there may be a better joining of forces 
in our attack on problems of mental illness. 
Paut E. Huston, M. D., Chairman, 
Committee on Clinical Psychology. 


PSYCHIATRY AND SOCIOLOGY AS RELATED APPROACHES 


As body and soul, psychic and somatic, in- 
dividual behavior and social events are con- 
trasted aspects of related phenomena, so may 
psychiatry and sociology relate to each other 
as complementary approaches to a clearer 
understanding of both. personality and soci- 
ety. Though disparate in their focus, their 
techniques, and perspective, their common 
source in human behavior: could make cog- 
nate disciplines of these two approaches. So- 
ciology borrows much from psychiatry in its 
descriptions of both abnormal and normal 
behavior. Psychiatric designations for symp- 
toms and categories of mental disorder are 
applied to social deviants in free and, I fear, 
careless fashion that frequently translates 
these designations into specific diagnostic en- 
tities. Psychoanalytic interpretations are fre- 
quently conjoined with findings from cul- 
tural anthropology to produce questionable 
but pervasive cultural conditioning doctrines 
that reduce human behavior into a plastic 
and passive product molded by processes 
over which the individual has no control, lit- 
tle awareness, and no positive responsibility. 
Currently the intercourse between psychiatry 
and sociology is characterized by a flow of 
psychiatric, particularly dynamic psychiatric, 
dicta that color the concepts and influence 
the currents of sociological thought. In this 
essay, however, I should like in brief outline 
to indicate three sociological areas from which 
psychiatrists might glean some insights and 
from which some small measure of altera- 
tion of perspective might be obtained. Most 


clearly defined of these areas is a stock of 
contemporary factual data; more complex 
and subtle is the area of particularized con- 
ceptual viewpoints; most challenging (albeit 
most speculative) is the virtually boundless 
area of the generalized hypothetical. 

Contemporary factual data from sociology 
may serve either general or specific interests 
of psychiatrists. Changes in the age compo- 
sition of the population are almost certain 
to affect the nature as well as the extent of 
psychiatric services, while the rates of mar- 
riages, births, divorces, and internal migra- 
tion, together with differentials in these 
phenomena when one group is compared 
with another, provide some descriptive back- 
ground for social conditions, Factual infor- 
mation about criminality and sexual behavior 
is of general interest. Of presumed specific 
interest would be the variations in rates of 
mental disorders according to socio-economic 
factors associated with the ecological pat- 
terning of cities, as revealed by Faris and 
Dunham. 

Contemporary factual data of such nature 
are of some descriptive value, provided the 
teader be aware that ecological correlations 
are of questionable scientific validity, that 
other contemporary factual data establish no 
adequate theory to explain either the general 
condition or the individual behavior, and that 
the contemporary condition cannot be pro-' 
jected into the future—much less serve as 
a basis for general prediction or individual 
prognosis. 
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Cultural conditioning dogma that squeezes 
personality into a simple mold fashioned by 
an undefined, amorphous, but presumably 
omnipotent culture can be viewed askance by 
psychiatrists who yet consider the possible 
value of particularized concepts that appear 
in sociology and social psychology. Broad in 
scope but influencing segments of behavior 
rather than determining patterns of behavior 
are concepts relating to class and group 
membership. Illustrative of particularized 
concepts is that of marginal men, first iden- 
tified by Robert E. Park, later developed by 
Everett V. Stonequist to apply to those mem- 
bers of minority groups who live between 
two cultures. Differences in attitudes and 
opinions associated with race, sex, economic 
status, education, and class as measured by 
surveys may shed light on behavioral differ- 
ences, may even seem to enable prediction of 
behavior on the basis of group membership, 
but, since most such findings lack foundation 
in tested psychological theory, are of limited 
diagnostic or prognostic value. 

A refreshing and perhaps promising 
change in perspective can be derived from 
thinking of behavior as influenced by the 
situational matrix. Constituting a departure 
from behavior viewed in terms of specific 
goal-directed drives, and less doctrinaire 
than oversimple cultural determinism, the 
Situational approach has its genesis in gestalt 
Psychology. Kurt Lewin, among others, has 
explored some of the ramifications of this ap- 
proach; Solomon E. Asch has incisively de- 
lineated this perspective in his recent Social 
Psychology; while J. H. S. Bossard has fo- 
cused individual and familial factors into the 
Situational approach in Ritual in Family Liv- 
mg and other works. 

Generalized hypothetical interpretations of 
Personal maladjustment are implied in the 
Concept of cultural lag, flowing from an as- 
Sumption that the lag of customs and values 
behind technological development strains 
Personal adjustment as well as social organi- 
zation. Karen Horney, in various works, 
Played variations on this theme, while Law- 
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rence K. Frank exhausted the possibilities of 
lags and value-conflicts as producers of per- 
sonal maladjustment in Society as the 
Patient. 

For possible consideration I should like to 
sketch an outline of what seems to be the 
factual obverse of the assumption that rigid 
and repressive codes inhibit and distort per- 
sonality, that cultural lags and value-conflicts 
produce emotional disorders. Factually crim- 
inality, juvenile delinquency, corrupt prac- 
tices by governmental officials, sports “fixes,” 
divorce, and violations of codes of sexual 
conduct mount in magnitude. These viola- 
tions of mores find supplement in relaxation 
of folkways relating to dress, speech, and 
general behavior. In manners and in mores 
we have such latitude as would astound our 
progenitors. Quantitative indices of this “cul- 
tural spurt” can be coupled with personal 
observation, and with the reflection of cur- 
rent behavior found in literature. Another 
clue is to ask yourself the question: “What 
now remains in the mores to arouse my im- 
mediate and unquestioning moral indigna- 
tion?” 

Perhaps our euphemistic designations 
“rationality,” “permissiveness,” “expression 
of personality needs,” and moral “tolerance” 
are more properly indicative of moral apathy, 
of an anemic amorality lacking both positive 
conviction and robust challenge to conven- 
tion. As the acids of rationalism dissolve 
conventional boundaries for behavior, temp- 
tation and opportunity conspire to encourage 
excursions into vaguely defined moral areas. 
Precepts indoctrinated into their youth re- 
strain older persons in such adventures, 
while innate balance checks those endowed 
with a stable disposition. Younger persons, 
and those heretofore restrained only by the 
pressures of convention now, lacking clear 
and firm guideposts, drift, and in such drift- 
ing many pass emotional or social points of 
no return, become deviants in a norm-im- 
poverished age of anomie. 

A. H. Hosss, Px. D. 
University of Pennsylvania, 
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THE NATIONAL ASSOCIATION FOR MENTAL HEALTH 


A major nation-wide campaign to bring 
the services of the National Association for 
Mental Health more widely before the public 
and to raise funds for the continuance and 
expansion of its work is now under way and 
will be especially active during Mental Health 
Week, May 3-9, 1953. Sponsored by the 
Association, last year’s Mental Health Week 
brought into actual participation more than 
5,000 national, state, and local organizations. 

It will be recalled that the National Asso- 
ciation for Mental Health is the successor of 
the National Committee for Mental Hygiene 
founded by Clifford Beers in 1909. The be- 


neficent services of this organization for 
nearly half a century in all fields pertaining to 
mental health are too well known to the 
readers of this JOURNAL to need comment. 

This past year the work of the National 
Association was supported by generous con- 
tributions from foundations, special gift do- 
nors, Community Chests and United Funds, 
and businessmen who gave their gifts through 
the New York City Commerce and Industry 
Committee. It is hoped that the Association’s 
appeal will this year meet with no less gen- 
erous response. 


Language is the great instrument of fanaticism. A critic of politics finds himself driven 
to deprecate the power of words, whilst using them copiously in warning against their in- 
fluence. It is indeed in politics that their influence is most dangerous, so that one is almost 
tempted to wish that they did not exist, and that society might be managed silently, by 
instinct, habit and ocular perception, without this superyening Babel of reports, invectives, 


laws, arguments and slogans. 


SANTAYANA 


ONAL COMMITTEE FOR RESEARCH IN 
GICAL AND SENSORY DISORDERS.— 
ly formed national body has an- 
a year-long program to stimulate 
in neurological and sensory illnesses 
ical schools, teaching hospitals, and 
agencies. The field includes epilepsy, 
e sclerosis, cerebral palsy, muscular 
, parkinsonism, blindness, deaf- 
and other crippling disorders of adults 
‘children. Neurological and sensory dis- 
rs are considered the leading cause of 
disability and the third cause of 
| Almost 20 million persons in the 
States are affected by these condi- 
half this number gravely disabled. 
ter members of the new organization 
e the National Society for Crippled Chil- 
1 and Adults, the National Multiple 
sis Society, the Committee for the 
“Understanding of Epilepsy, United 
al Palsy, the Muscular Dystrophy As- 
ions, the National Epilepsy League, 
professional neurological societies. 
B. Baker, professor of neurology 
University of Minnesota, is chairman 
new committee, and Mrs. Garvin 
sley, president of the National Epi- 
League, is chairman of the steering 
ittee. 


or Dr. WEBER oF GENEVA.—Dr. 
Jin H. Travis, director, Manhattan State 

, Ward’s Island, New York City, 
nounced that Dr. J. A. Weber, Pro- 
Emeritus of Anatomy at the Univer- 
Geneva, Switzerland, will visit the 
States shortly to spend several 
S as visiting research scientist at Man- 
State Hospital. Dr. Weber will con- 
his studies on the synapse, with par- 
emphasis on its structure in brain 
of psychotic patients. 


EARCH ON MENTAL RETARDATION.— 
ational Association for Retarded Chil- 
announced the setting up of a 25- 
T national board to conduct research 
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with mentally retarded children. As chair- 
man of the board, Dr. Grover F. Powers, 
professor emeritus of pediatrics at Yale Uni- 
versity, has been appointed. Dr. Powers, a 
Fellow of the American Academy of Pedia- 
tricians, received the Borden Award for his 
research in infant nutrition in 1947. 


Tue Mazorra Hospirar IN Cusa.—Dr. > 
Leo H. Bartemeier has kindly submitted the 
following information concerning this insti- 
tution, the official title of which is “Hospital 
de Dementes de Cuba,” and which is the only 
public mental hospital in the Republic of 
Cuba. It was founded in 1857 and is distant 
about 9 miles from downtown Havana. The 
patient population is approximately 4,000. 
Of the 92 physicians on the staff only 12 
have had some training in psychiatry. The 
director, Dr. Salas-Humarh, is a presidential 
appointee. Personnel includes 50 male and 
50 female nurses and about 100 male and 100 
female student nurses. The hospital includes 
clinics for epileptics and syphilitics and sep- 
arate wards for social delinquents and for 
senile patients. 

Only since January 1945 have psychiatrists 
been added to staff, and only since October 
1952 have diagnostic studies been under- 
taken on 200 recently admitted male patients, 
by Dr. Julio Reymondez and Dr. Miguel 
Min, together with 9 assistant physicians. 
Their studies include physical and psycho- 
logical examinations and the keeping of care- 
ful case records. On the basis of these 
studies it is determined whether patients will 
be assigned for electroshock, insulin therapy, 
or transfer to custodial care. It is expected 
that group therapy will later be introduced. 
Dr. Jose Gurri, who has had residency train- 
ing in Boston and been admitted to the Bos- 
ton Psychoanalytic Society, will undertake 
similar studies on newly admitted women 
patients. 


SOUTHERN PSYCHIATRIC ASsOcIATION.— 
The 1952 annual meeting of the Southern 
Psychiatric Association was held in the 
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Greenbrier Hotel at White Sulphur Springs, 
West Virginia, November 3 and 4, 1952. The 
whole program was dedicated as a memorial 
to the late founder and long-time Secretary- 
Treasurer, Newdigate Owensby. The me- 
morial. address was prepared by a special 
committee, and given by Dr. Cleve C. Odom. 

The scientific session followed for the 
2 days. Among the guest speakers were Dr. 
Gregory Zilboorg, who gave a paper on “The 
Vitiations of the Will to Get Well,” and Dr. 
George Ham, who spoke on “Psychiatric 
Education in Medicine.” 

At the business meeting the following 
officers were elected: Dr. Willard S. Wal- 
dron, Jackson, Miss., president; Dr. Jolin D. 
Trawick, Louisville, Ky., president-elect ; Dr. 
Dexter M. Bullard, Rockville, Md., and Dr. 
David C. Wilson, Charlottesville, Va., vice- 
presidents; Dr. Joseph E. Barrett, Rich- 
mond, Va., chairman, board of regents; Dr. 
Wilmot S. Littlejohn, Birmingham, Ala., and 
Dr. E. M. Robards, Jackson, La., board of 
regents ; Dr. Joseph L. Knapp, Dallas, Texas, 
secretary-treasurer. 

It was deemed advisable by the Associa- 
tion to appoint a Committee to study the 
Constitution and By-Laws, and make a re- 
port to the Association, with recommenda- 
tions, at the next meeting. The committee 
was appointed by the out-going President, 
Dr. O. S. Hauk, members consisting of Drs. 
Joseph E. Barrett, Wilmot S. Littlejohn, E. 
M. Robards, R. Burke Suitt, R. Finley Gayle, 
Jr., and Dexter M. Bullard. 

Plans were made to hold the next meeting 
in Mississippi, the exact location and time 
to be decided at a later date. 


ALLGEMEINE AERZTLICHE GESELLSCHAFT 
FUER PsycHOTHERAPIE.—This Society, orig- 
inally founded in 1926 in Vienna by Dr. 
Wladimir G. Eliasberg and later dissolved 
by Hitler, has recently been reconstituted 
under the presidency of Dr. Viktor E. 
Frankl. At the first meeting of the present 
semester in November 1952, Dr. Eliasberg 
was elected an honorary member, Before the 
original society was dissolved 7 congresses 
had been held, the material relating to which 
has been retained by Dr. Eliasberg and 
throws valuable light on the history of psy- 


chotherapy during the first half of the 2oth 
century, 


GERMAN SOCIETIES of NEUROLOGY AND 
PsycHIaTRY.—Two organizations, the Ger- 
man Society of Neurology and the German 
Society of Neurologists and Psychiatrists, 
will hold a combined meeting in Munich, 
August 26-29, 1953. The subject for the 
first day will be neurosurgery; for the sec- 
ond, meningitis; for the third, the develop- 
ment of psychiatry in the United States 
during the last 2 or 3 decades. Psychother- 
apy and psychodiagnostics will be discussed 
on the last day. 

For information write to Dr. Ehrhardt, 
Universitäts Nervenklinik, Marburg/Lahn, 
Germany. 


Dr. McCarruy Heaps Arconorism RE- 
SEARCH.—Dr, Raymond G. McCarthy has 
been appointed director of alcoholism re- 
search for the New York State Mental 
Health Commission. Dr. McCarthy had been 
executive director of the Yale Plan Clinic 
since 1944 and had served as educational 
director of the Connecticut Commission on 
Alcoholism since 1949. 

The Commission’s alcoholism program 
was set in motion last year on Governor 
Dewey’s recommendation with a legislative 
appropriation of $100,000 to develop a clinic 
Program for chronic alcoholics, plus an ad- 
ditional $45,000 for research in this field. 
An &-man advisory committee was appointed 
last autumn to assist the Mental Health Com- 
mission in planning this program. 


Dissertations on Epitepsy.—The Amer- 
ican League Against Epilepsy announces an 
extension of time limit for submission of 
dissertations for the Jerry Price Memorial 
Prizes from April 1 to July 1, 1953.. The 
prizes will be awarded for the best disserta- 
tion on any aspect of epilepsy submitted by 
students of approved medical schools in the 
United States and Canada. The first prize 
is $500, and other prizes to a total of $1,000 
will be awarded, Inquiries may be addressed 
to any member of the prize committee: Dr. 
William G. Lennox, 300 Longwood Ave., 
Boston 15, Mass.; Dr. Francis L. McNaugh- 
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ton, 3801 University St., Montreal 2, Can- 
ada; Dr. John L. Otto, 816 Strand, Galves- 
ton, Texas, 


Low Cost PSYCHIATRIC CLINIC Care 
IN Los ANGELES County 1952,—A bro- 
chure with this title, constituting Community 
Report Number 1, is available from the 
Southern California Society for Mental Hy- 
giene, 3067 West Seventh St., Los Angeles 
5, Calif. Facts about psychiatric needs, costs, 
and services in a community of 4 million 
people are presented, with the aim of public 
education. Also included is a program of 
action to meet the psychiatric clinic needs of 
Los Angeles County. 


Direcrory OF PSYCHIATRIC CLINICS IN 
New York Srare.—This new directory, 
compiled by the New York State Mental 
Health Commission as of October 1, 1952, 
should prove useful. The information has 
been conveniently assembled by communi- 
ties; in each case the clinic hours and staff 
are described and the names of certain staff 
members are given. The Directory includes 
an index of psychiatric services by counties, 
as well as indexes showing clinics according 
to sponsorship, whether state-operated or 
otherwise, 


Yate Universiry SUMMER SCHOOL OF 
ArcoHoL Srupis.—The tenth anniversary 
of the Summer School of Alcohol Studies of 
the Laboratory of Applied Physiology at 
Yale will be observed during the 1953 ses- 
Sion, which will be held June 28 through 
July 23. In addition, sessions for two special 
groups, alumni of the School and industrial 


| Personnel, are scheduled for the week of 


July 27. During the decade the School has 
en conducted, 1,479 students from 47 


states and the District of Columbia, from 9 
Canadian provinces and from 14 other coun- 
tries have attended. 

The 1953 Summer School, through a series 
of lectures and seminars, will offer a syste- 
matic investigation of various aspects of the 
functions and problems of alcohol as they 
affect the individual and society. 

Applications for admission must be sub- 
mitted by April 15. Write for application 
blanks to the Summer School of Alcohol 
Studies, 52 Hillhouse Ave., Yale Station, 
New Haven, Conn. 


WESTERN SOCIETY OF ELECTROENCEPHAL~ _ 
OGRAPHY.—This Society will hold its tenth 
annual meeting in the Statler Hotel, Los 
Angeles, Calif., on May 9 and 10, 1953. For 
further information write to the secretary- 
treasurer, Dr. S. N. Berens, 902 Boren Ave., 
Seattle 4, Wash. 


Boop Donors WaANTED.—From the Of- 
fice of Defense Mobilization, Washington, 
D.C., comes the following appeal : 

Over 60 million Americans can be miracle 
makers. You may be one of them. Any per- 
son from 21 to 59 who is in good health and 
weighs 110 pounds or more is eligible. The 
miracle you can perform is saving human 
life. And it is important that you do it right 
now. You can render this unique service by 
giving a little of your blood. In less than an 
hour you can simply and painlessly donate a 
pint of your blood to help someone live. 

The National Blood Program calls on you 
to help in this miracle-making business so 
that no one here at home or fighting in Korea 
need die for want of this vital substance. 
You are needed at your local Blood Donor 
Center now. Call your local Red Cross 
Chapter to schedule your donation today. 
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Some Common PSYCHOSOMATIC MANIFESTATIONS. 
Second Edition. By J. Barrie Murray, M. A., 
M.D, (Cantab), M.R.C.P. (New York: Ox- 
ford University Press, 1951. Price: $3.75.) 


The author of this book is an internist or general 
practitioner, He therefore anticipates that the psy- 
chiatrist “may feel some resentment at the encroach- 
ment of his particular form of activity by one who 
obviously is not as well informed as he is.” I hasten 
to state that the book is a significant contribution 
to medicine, in focusing the attention of the medical 
man on the role of emotions in physical illness. 

In 271 pages of text, Murray discusses effort 
syndrome, the eye signs of fear and their relation 
to thyrotoxicosis, psychosomatic manifestations in 
the skin, psychogenic rheumatism, the low back 
syndrome and allied states, psychosomatic mani- 
festations in the alimentary tract, miners’ nystag- 
mus, and treatment. 

In a concise introduction of 6 pages, the author 
masterfully presents the quintessence of the nature 
and scope of psychosomatic reactions. These are 
physical complaints, signs and symptoms that ex- 
Press emotional reactions. For the benefit of the 
physician but nonpsychiatrist to whom this book is 
chiefly addressed, the author emphasizes that a 
correct psychiatric diagnosis is not necessary for 
the diagnosis and adequate medical handling of psy- 
chosomatic manifestations. For, the writer points 
out, he “is concerned entirely with the physical ex- 
Pression of emotion,” irrespective of whether the 
emotional reactions occur in “normal” people or in 
various psychosomatic conditions, His method of 
eliciting the emotional reactions is not to “analyze” 
but to use the routine medical procedure of history- 
taking and examinations, 

The discussion of each of the above-outlined topics 
is very comprehensive and illustrated with case 
histories. The chapter “Miners’ Nystagmus” is a 
study of pertinent information of the medical and 
Psychiatric aspects of this pathological condition. 
Moreover, it offers a succinct but rich in content de- 
scription of the miners’ socio-economic life, which 
helps one to understand the Psychological implica- 
tions in this illness, 

Throughout the book, the author uses effectively 
his own experience and bibliographical references to 
call the attention of the Physician to diagnostic 
errors and unsatisfactory treatthent, because he 
concentrates exclusively on the disease and leaves 
out of consideration the host of the disease. 

I am satisfied that this “needling” comes from a 
physician-nonpsychiatrist ; perhaps it will prove to 
be more effective, 

In a concise discussion of treatment the author 
formulates sound principles of psychotherapy that 
can and should be practiced by the general physi- 
cian. 

Sotomon KATZENELBOGEN, M. Dj 
Saint Elizabeths Hospital, 
Washington, D. C. 
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Procress In NeuroLoGy AnD Psycuratry. Edited 
by E. A. Spiegel, M.D. (New York: Grune 
and Stratton, 1952. Price: $10.00.) 


This seventh volume of the annual and now well- 
known “Progress in Neurology and Psychiatry” 
needs no exhaustive review. This is particularly 
so because the book is gssentially a thorough but 
noncritical review of the literature of the above 
topics as collected by some 75 senior contributors. 

The work is divided into 4 parts, the basic sci- 
ences, neurology, neurosurgery, and psychiatry and 
each of these is divided into chapters. The chapters 
are each written by a contributing author and each 
chapter concludes in a full index of author refer- 
ences. The general subject index covers the com- 
plete book. This organization results in certain vir- 
tues and advantages but imposes considerable 
problems on the editors and has inherent disadvan- 
tages. 

The “basic disciplines” include neuro-anatomy, 
general and regional neurophysiology, neurophar- 
macology, and neuropathology. It would seem 
advisable to include psychology and psychopa- 
thology in this introductory section. Unless these 
chapters are as complete as necessary for specialized 
research workers, which seems unlikely, they might 
well only attempt to deal with changing concepts, 
or research trends of interest to the clinician, with 
critical comments. In all fairness it should be 
made clear that the contributors have attempted 
this difficult objective to a degree. 

The new chapters on pediatric neurology and 
genetics are useful and interesting, The biennial 
reviews of neurosyphilis and the so-called criminal 
Psychopathology appear in this year’s volume, The 
tapidly increasing experience with infections of the 
nervous system and their treatment with anti- 
biotics are well and fully covered. The same might 
be said regarding the chapter on psychosurgery but 
the reviewer is sure that every chapter might have 
special appeal to one or another reader, 

The fourth part of the book dealing with psychi- 
atry is commendable in giving references to contri- 
butions concerned with broad questions within this 
field not readily available elsewhere, while not 
neglecting the clear and concise subjects such as 
forensic psychiatry and projective methods. Neces- 
sarily brief but timely chapters cover recent de- 
velopments in psychiatric nursing, occupational 
therapy, and rehabilitation. 

This volume, like its predecessors, will prove a 
mine of stimulating information to the casual but 
informed reader and a needed, useful reference 
work for those active in clinical and research proj- 
ects. It leaves the reviewer with a feeling of opti- 
mism for the wealth of information accumulating 
and the energy being spent on further searches. 
This is in contrast to the hopeless sense of being 
Overwhelmed that some of us experience when 
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we must examine long bibliographies where title 
and subject only are given. 
Georce E. Reen, M. D., 
Verdun Protestant Hospital, 
Montreal, Que. 


De SKOPOLAMINWIRKUNG: VERGLEICHEND Psy- 
CHOPATHOLOGISCH - ELEKTROENCEPHALOGRAPHI- 
SCHE UNTERSUCHUNG. (THE Errect oF Sco- 
POLAMIN : A COMPARATIVE PsyCHOPATHOLOGIC- 
EncEPHALOGRAPHIC INVESTIGATION.) By Hans 
Heimann. (Basel: S. Karger, 1952.) 


Dr. Heimann, a member of the staff of the Psy- 
chiatric University Clinic Waldau-Bern, has made 
psychological examinations on subjects who were 
under scopolamin intoxication while they were con- 
stantly electroencephalographed in the EEG lab- 
oratory. It was found that there occurs a peculiar 
disturbance of consciousness affecting the inten- 
tional acts. Correlated was a depression of the alpha 
waves, a paralysis of alpha activity. The author 
accepts the views of Ostow “that the alpha waves 
are indeed an expression of the readiness of the 
brain for optimal function in the broadest sense,” 
and of Gruenthal and Remy who hold that these 
waves have a “fundamental function for the proc- 
esses of intentionality and of affective and sponta- 
neous alertness.” 

This is an interesting and stimulating piece of 
work. It remains to be seen how far the inter- 
Pretations are justified. 

Eucen Kann, M. D., 
Houston, Texas. 


Waen Doctors are Patients. Edited by Mar 
Pinner, M. D., and Benjamin F. Miller, M. D. 
(New York: W. W. Norton & Co., 1952. 
Price: $3.95.) 


There is drama and tragedy in the story of the 
Production of this book and in the contents too. 
Each of the autobiographical narratives is a chapter 
in la comédie humaine. Thirty-three physicians, 
including the two editors, tell herein the stories of 
their illnesses. These illnesses cover a wide range— 
cardiovascular disease, blindness, deafness, vestib- 
ular nerve damage, poliomyelitis, renal calculus, 
migraine, dengue fever, thrombophlebitis, morphine 
addiction, chronic alcoholism, multiple sclerosis, 
Cancer, chronic neurosis, typhus fever, acute anxiety 
State, manic-depressive psychosis, bronchiectasis, 
Sinusitis, weather sensitiveness (“hay fever”), pul- 
ee, tuberculosis, chronic brucellosis, rheuma- 
sy arthritis, hemochromatosis, narcolepsy, gall 

adder colic, epilepsy, aging, and other conditions. 

Doctors and students will profitably read these 
Stories, for they supplement the descriptions of dis- 
ase in the textbooks by giving the other side of the 
Picture—how it feels to have the disease. More im- 
Portant still it teaches how with good will the sick 
gon can make the best of his handicap and carry 

1n spite of his disease. 


But it must not be thought that these reports, 
because they are written by doctors, are either (1) 
100% objective, or (2) typical pictures of the per- 
sonal side of the given diseases. Completely objec- 
tive autobiography is of course impossible, even for 
a Rousseau or a Gide. Perhaps Pepys came a little 
closer to it since, as we are to suppose, he did not 
expect to be given to the public. One does not need 
to be a Berkeleyite or a solipsist to realize that all 
experience, including that of illness, is purely a 
matter of consciousness or, as one writes about it 
afterward, of conscious and not infallible memory. 
What the reader gets is a picture of disease seen 
through a personality. These pictures are not there- 
fore patterns of the psychological side of given kinds 
of illness but rather expressions of individual per- 
sonalities and how they have individually reacted 
to their disabilities. Illness shows the stuff of which 
the person is made, and the reports in this book 
exhibit the widest range of personal reactions, from 
stoic endurance and courage to somewhat pitiful, 
perhaps even slightly ludicrous, attitudes. 

All the contributors deal in one way or another 
with two issues posed by the senior editor: (1) 
How has my personality modified the disease? and 
(2) How has the disease modified my personality ? 
He did not make an issue of the questionable ques- 
tion: Does my personality predispose to this or that 
disease? One lesson these histories bring home is 
that even with a serious and incurable malady, by 
some little rearrangement of one’s life, professional 
work can be catried on satisfactorily and satisfy- 
ingly. Another is that when the doctor requires 
medical care he wants to be and should be treated 
as a patient like any other, not as a doctor who is 
sick. 

There have been numerous previous autobio- 
graphic reports of diseases of physicians. In 1920 
Grotjahn (a contributor to the present volume) 
published Aerste als Patienten, a book containing 
ror such case reports. They largely lack, however, 
the detailed personal features that give the book un- 
der review its significance. As Max Pinner remarks 
in his preface, this collection presents “impressive 
evidence that in disease, regardless of its nature, 
psychogenic symptoms are frequent and may be a 
greater torment for the patient (and hence a serious 
challenge to the treating physician) than his obvious 
‘somatic’ symptoms.” 

The plan for “When Doctors Are Patients” was 
conceived by Max Pinner while chief of the division 
of pulmonary diseases at Montefiore Hospital, New 
York City. There Dr. Benjamin Miller had come 
to him as a patient. Dr, Pinner, a victim of chronic 
heart disease, was at length forced to give up hos- 
pital work because of the progression of his malady. 
When he died in 1948 his book was left unfinished. 
It fell to his friend and former patient, Dr. Miller, 
to complete it. 

C. B. F. 


IN MEMORIAM 


MAX A. BAHR, M.D. 
1874-1953 


Dr. Max A. Bahr died rather suddenly on 
January 24, 1953, from a coronary occlusion 
in his home in Thorntown, Indiana, where he 
lived following his retirement 10 months ago 
as superintendent of Central State Hospital 
of Indianapolis. He was 78 years old and 
had served the mentally ill for 54 years at the 
Indianapolis institution. 

Born in Indianapolis, Dr. Bahr was the 
son of Professor Paul Bahr, composer and 
pianist who set many of the poems of James 
Whitcomb Riley to music. Dr. Bahr was 
graduated in 1896 from the Central College 
of Physicians and Surgeons, predecessor of 
the Indiana University School of Medicine. 
After a residency at the former Government 
Emergency Hospital in Washington, D. C., 
he affiliated himself with Central State Hos- 
pital on March 1, 1898. He soon decided to 
‘make psychiatry his specialty and enlarged 
his experience by doing postgraduate work 
abroad. In 1908 he worked with Professor 
Dr. Ziehen, head of the Psychiatric Clinic of 
the University of Berlin. 

In 1923 Dr. Bahr was advanced to the po- 
sition of superintendent. Under his leader- 
ship the institution soon became nationally 

| prominent and toward the end of his career 
he found himself at the helm of one of the 
best known state mental hospitals. 

Among Dr. Bahr’s many scientific accom- 
plishments, the work on the malaria treat- 
ment of general paralysis was probably the 

~ best known. As early as 1925 the institution 
established a service by which physicians 
throughout the country were able to obtain a 
certified strain of malaria to carry out this 
therapy. Through publications and particu- 
larly through the medium of scientific ex- 
hibits, which were shown at national and 
state medical meetings, the institution famil- 
iarized others with this mode of treatment. 
In this way many patients were saved from 
dementia and death. 

At the International Symposium on Ma- 
laria Treatment held in Breslau, Germany, in 
1931, a detailed account was given by the 
Indianapolis institution on the question of 
why malaria brought about a cure in general 


800 


paralysis. Up to that time only vague ideas 
had been expressed. 

With the advent of penicillin the National 
Research Council furnished the institution 
with this antibiotic long before the drug was 
available for civilian use. In 1949, at the first 
annual meeting of the American Academy of 
Neurology, Central State Hospital was able 
to come out with the statement that penicil- 
lin, when given in appropriate amounts, was 
equal or even superior to the malaria treat- 
ment. This marked the end of the malaria 
therapy. 

Another piece of research of enduring 
value, which was carried out under the 
leadership of Dr. Bahr, concerned the rela- 
tionship of rheumatic fever to certain psy- 
chotic states. This study brought out the 
continuity of rheumatic fever in a chronic or 
subclinical form, which in some individuals 
endured throughout the lifetime. By neuro- 
pathologic studies it was shown that rheu- 
matic vascular changes, associated with gross 
or microscopic cortical softenings, occurred 
sometimes decades after the original attack 
of rheumatic fever, producing various psy- 
chiatric and neurologic syndromes, at a time 
when the individual was otherwise enjoying 
good physical health. This late sequel of 
theumatic fever has been termed rheumatic 
brain disease and has since been confirmed 
in this country and abroad. This condition 
can be successfully treated by a combined 
cortisone-penicillin therapy. 

The institution that Dr. Bahr headed took 
part repeatedly in national and interna- 
tional meetings, the most recent being the 
program of the First International Congress 
of Neuropathology in Rome, Italy, in 1952. 

Dr. Bahr, for many years, was, chairman 
of the department of psychiatry and neurol- 
ogy, Indiana University School of Medicine; 
he was president of the Indianapolis Medical 
Society, and an auditor of The American 
Psychiatric Association, g 

In his death Indiana has lost one of the 
finest and most capable public servants. 

Warrer L. Bruetscu, M. D. 


May 


THE AMERICAN JOURNAL OF PSYCHIATRY 


1953 


THE RESPONSIBILITY OF THE PUBLIC MENTAL HOSPITALS 
IN PSYCHIATRIC RESEARCH: 


JACQUES S. GOTTLIEB, M.D., Iowa Crry, Iowa 


The purpose of this communication is to 
discuss the role and responsibility of the 
public mental hospitals in advancing psychi- 
atric knowledge through research. There 
are few among us who will doubt there is 
urgent need for new knowledge to help stem 
the ever-increasing tide of mental disease 
by other than construction of more housing 
for the-care of patients, 

Granted the need for an increase in knowl- 
edge, the question that immediately assumes 
importance is whether the complex subject 
matter of psychiatry can be formulated as 
a scientific discipline at`the present stage in 
its development. If it can, then the methods 
of science that appear applicable and the 
role of the hospital in advancing psychiatric 
knowledge through the application of these 
methods may be indicated. 

For roughly 30,000 years, ending about 
3000 B.C., primitive man built his life around 
the use of stone. All his implements were 
fashioned from stone and so slow was his 
Progress that neolithic man took 20,000 
years to evolve from paleolithic man simply 
on the basis of learning somewhat refined 
methods of producing better implements— 
but still all from stone. The onset of what 
is called the “Metal Age” could not have 
been sudden and must have developed slowly 
as men learned to take from the ground and 
Work its oil, coal, copper, iron, gold, and a 
host of other useful materials. It was, in 
‘Point of time, only yesterday that science 
Was born, leading to a most accelerated rise 
in knowledge and progress. The methods 
Of science, cumbersome as they are, are the 
Most potent devices yet developed by man 
to advance knowledge. It is these methods 
that have consistently transcended the most 
pet of man’s philosophical efforts. 

_ The i i 
ite physical sciences have developed the 
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most rapidly in their demonstration that all 
materials found on earth were combinations 
of a basic group of elements, that these ele- 
ments could be combined in various ways 
creating entirely new materials, and that 
these elements were composed of more 
fundamental units, the secrets of which when 
unlocked would produce untold amounts of 
energy. Proceeding at a somewhat slower 
rate, probably because of the increasing 
complexity of the subject matter, but using 
the same methodological pattern, have come 
the biological sciences. Psychiatry, because 
of the breadth of its field, has followed, in 
part, the development of the biological 
sciences. But the area of psychiatry is so 
broad that it has depended equally upon the 


development of its own discipline and that ` 


of the social sciences including psychology. 
I cannot help being impressed with the con- 
cept of David Shakow that irrespective of 
the chronological ages of the various sciences, 
they have their own tempos of development 
just as do various species of animals, Matu- 
ration for different species may be reached 
at quite different periods depending upon 
the complexity of the species. On some such 
time scale then, what would take a month 
for physics would take a year for psychiatry, 
a year a decade and a decade a century. 
The slope of development of each science 
would then be different; those dealing with 
the more complex subject matter having a 
more gradual ascent. On this basis it appears 
reasonable to state that, whereas physics, 
chemistry, and the biological sciences have 
reached scientific adulthood, psychiatry is in 
the stage of adolesence. On this same time 
scale the social sciences could be considered 
to be still in their infancy. ; 

The use of this analogy in the conceptual- 
ization of the maturation process for psy- 
chiatry would perhaps become clearer if the 
stage in the development of scientific psychi- 
atry was briefly discussed. For any science 
the prodromal and first stages in its develop- 
ment are detailed qualitative descriptions of 
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the phenomena in that field. This is called 
the naturalistic stage. From these observa- 
tions working hypotheses may then be con- 
structed. The second stage in the develop- 
ment of any science is the construction of 
methods that will allow the hypotheses to 
be defined in operational terms and then 
subjected to experimental verification. For 
this stage of development, experimental de- 
sign begins to assume great importance. For 
now quantitative observations are desired 
with adequate identification and control of 
the operating variables. Studies such as these 
then lead to the verification or correction of 
the original hypotheses resulting from the 
first stage of the developing science, When 
enough observations have been made to con- 
firm a hypothesis, then theory is born, which 
allows the formulation of laws of prediction, 
Within this process of developing as a 
science, psychiatry can be thought of as being 
in its adolescent stage of maturation, To 
reach this conclusion we must consider that 
psychiatry has, or is on the verge of having, 
passed through the descriptive or natural- 
istic stage and is in the process of mobilizing 
and consolidating its strength for the next 
advance. This conclusion appears to be justi- 
fied by considering the contributions that 
have led to present-day psychiatry. On the 
one hand, the great descriptive psychiatrists 
and their followers, Kraepelin, Bleuler, 
Meyer, have assembled naturalistic phenom- 
ena from which have developed nosological 
systems—concepts of disease and disorder. 
On the other hand, the method of psycho- 
analysis, springing from the genius of Freud, 
has added innumerable minute and detailed 
observations, These latter observations have 
led to the development of many hypotheses 
that lend themselves to a relatively consistent 
theoretical framework. Clinical psychiatric 
practice is dependent upon both the concepts 
of the descriptive and psychodynamic con- 
tributors. From the viewpoint of science, 
however, both streams of development, the 
descriptive and the psychodynamic, may be 
considered as description only; one rela- 
tively gross, a macrodescription, the other 
relatively detailed, a microdescription, The 
development of scientific psychiatry, then, 
through the contributions of these 2 streams 
„Of endeavor has accumulated the necessary 


observations to lead to multiple hypotheses. 
From the viewpoint of psychiatry as a 
science, it would appear to have passed 
through the naturalistic stage and to be now 
poised for the next stage: the testing, cor- 
recting, and verifying of these formulations. 
If this is true, the question must then be 
asked, how can we and should we proceed, 

During the time that psychiatry as a 
science has long been progressing through 
the naturalistic stage by accumulating de- 
tailed observations on patients, other scien- 
tific disciplines have followed their individ- 
ual tempos of development. The physical and 
biological sciences are in maturity; the ac- 
cumulation of knowledge, the testing of 
hypotheses, and the formulation of theories 
now result from experimentation. Although 
there has been some application of these 
methods to the problems of psychiatry, the 
rate of production has been all too limited. 
The biological methods of experimentation 
have been developed and the problems of 
psychiatry are present, so there could and 
should be an acceleration of collaboration 
between the biological scientists and psychia- 
trists. The limitation in such collaboration 
has been due to the failure of psychiatrists 
to woo the organic chemist, the biochemist, 
the pharmacologist, the physiologist, and 
others with the intriguing problems of psy- 
chiatry that are of mutual interest. Wherever 
this is done collaborative enterprise shortly 
follows. 

Psychology, as another discipline, during 
the period of scientific development of psy- 
chiatry, has been slowly progressing from a 
different point of view. Not being under 
the continual responsibility for patient care 
and treatment as has psychiatry, psychology 
could more leisurely attend to developing ex- 
perimental techniques for dealing with the 
complex problems of human behavior : meth- 
ods designed for the control and study of 
the multiple variables that complicate re- 
Search in psychiatry. It appears to me that 
these methods have developed or at least 
are approaching that point in their develop- 
ment where they may now be applied to the 
testing of the hypotheses that have come 
from clinical psychiatric study. The wed- 
ding of the methods of the psychologists to 
the subject matter of psychiatry has led to 
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the gestation of the area of experimental 
psychodynamics, which is experiencing the 
agonies of birth. As a matter of fact, 
there is a committee of psychiatrists, headed 
by my colleague, Dr. Paul E. Huston, which 
is concerned with a review of the literature 
and the formulation of principles for this 
area of study. It appears possible that the 
area of experimental psychodynamics will 
be rewarding for the collaborative enter- 
prise of psychologists and psychiatrists. But 
again it appears probable that psychiatry 
must point up the problems and woo aggres- 
sively those in the other discipline. 

The social sciences, still concerned with 
the descriptive phenomena of their area, are 
indebted to the contributions of psychiatry 
and particularly motivational psychody- 
namics for some of their progress. Although 
collaborative research, between psychiatry 
and the social sciences must remain, for the 
present, at the descriptive level, the great 
areas of causation and prevention should 
stimulate the formulation of mutually satis- 
factory and rewarding projects. 

From the above it would seem probable 
that present-day psychiatry is in a position 
to advance rapidly as a science through col- 
laboration with other disciplines. Scientific 
psychiatry appears poised to enter the second 
or experimental phase of its development. 
To do this, however, it must move from the 
clinic to the laboratory. 

For such an advance to occur, even though 
psychiatry is in a position to do so, 2 things 
must happen: one is the recognition of the 
need for research by psychiatrists in general ; 
and the other is the readiness with which 
the public psychiatric hospitals will assume 
responsibility for support of research. 

It appears to me that organized psychiatry 
does not view research as a necessity, but 
father remains too satisfied within the pres- 
ent framework of knowledge, hypotheses, 
and theories. An examination of the active 
Programs for education of the public in the 
Principles of mental health seems to warrant 
this conclusion. These programs suggest 
to the uninitiated that all that has to be done 
1s to allow psychiatry to apply its current 
knowledge, and treatment and prevention 
Would be an accomplished fact. Justified, 
of course, are the public programs for de- 
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veloping new treatment facilities for both 
hospitalized and ambulatory patients. Justi- 
fied, of course, are the programs aimed at 
changing the attitudes of the public so that 
they will become more understanding and 
sympathetic toward the emotionally ill, In 
contrast, one could ask the question whether 
the educational programs have, through any 
of the techniques of mass communication 
oriented toward parents, teachers, and all 
those who deal with the child, in any way 
reduced the incidence of psychiatric illness 
or led to improvement in personality develop- 
ment. Psychiatric propaganda all too fre- 
quently suggests this as true, while in the 
main ignoring the lack of and the need for 
new knowledge—new knowledge to be ap- 
plied in the clinic and hospital for the treat- 
ment and care of the patient, new knowledge 
upon which to base preventive psychiatric 
programs. : 

In a recent article by Dr. Kubie published 
in Science entitled “Research in Psychiatry 
is Starving to Death,” the point is empha- 
sized that financial support for psychiatric 
research is inadequate and difficult to obtain. 
This is undoubtedly true. Whereas Kubie 
seems to believe that fund raising for re- 
search in psychiatry is related to some inher- 
ent difficulty in appeal of the subject matter, 
I am more inclined to believe it is due to 
negligence on our part to inform the public 
of our lack of knowledge and of our need 
for funds for research. Perhaps we would 
be wise to admit freely the limitations of 
our knowledge as do those who seek funds 
for research in other areas of medicine, as, 
for example, heart disease. It is difficult 
for the psychiatrist to say, “I don’t know,” 
for all too often a ready reply to an inquiry 
comes to his lips. If psychiatrists, then, can 
accept the need for research, perhaps the 
public will too, and adequate support will 
be forthcoming. One of the objectives of 
the Regional Research Conferences being 
cosponsored by The American Psychiatric 
Association is to impress the attending psy- 
chiatrists with the need for research. Unless 
psychiatrists as a group express these needs 
aggressively among themselves and to the 
public, progress will remain slow and feeble. 

It appears to me that the public psychi- . 
atric hospitals must be willing to assume the 
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responsibility for research because of the 
nature of the research. that is now needed. 
The public mental hospital is an ideal place 
to carry on these investigations. The basic 
plant is constructed and maintained and the 
„patients are in residence. All that is needed 

| are investigators, their assistants, and their 
equipment. 

The present chronic mental hospital situ- 
ation is somewhat reminiscent of medical 
education as it existed before the Flexner 
Report of 1910. Before then, teaching and 
medical practice were primarily in terms of 
dogma and empiricism. It was not until 
1870 that any American medical school be- 
gan to take an interest in research, which, 
as it gathered momentum, gradually im- 
proved instruction by leading to a system 
of selection of professors on a nation-wide, 
instead of a local, basis. Better training and 
the advancement of science through research 
were recognized as inseparable factors in 
medical education. The application of these 
contributions to the medical field has re- 
sulted in significant progress in the preven- 
tion of disease and the study and care of the 

- sick. Of importance, then, to medical edu- 
cation was the enlistment of those skilled in 
the scientific method. Of equal importance 
‘to the improvement of our public mental 

, hospital system would be the enlistment of 
those similarly skilled, 

The public mental hospitals cannot depend 
upon the clinician and private practitioner 
, to solve their problems. True, these latter 
may continue to make important clinical con- 
` tributions. But the basic need now is for 
interdisciplinary research oriented toward 

“ both the testing of hypotheses and the in- 
quiring into the causes and treatments of 
mental disease,’ It is the public mental hos- 
pitals that must assume the responsibility, 
as, for example, for the study of schizo- 
phrenia and for the study of the disorders 
and diseases associated with the aging proc- 
ess. I am certain that this is obvious to all 
of you. The public mental hospitals must also 
assume the responsibility for the study of all 
forms of therapy, including that of psycho- 
therapy. The searchlight of study and inves- 
tigation, if so directed, should ultimately shed 
light upon the common denominators that 
lead to 60% successful treatment irrespective 


PSYCHIATRIC RESEARCH IN PUBLIC MENTAL HOSPITALS 


[May 


of the method used : orthodox psychoanalysis, 
modified psychodynamic psychotherapy, psy- 
chobiologic psychotherapy, or even carbon 
dioxide treatment. In the words of Dr. Leo 
Bartemeier in his presidential address to 
The American Psychiatric Association, 


Psychotherapy as it is conceived and practiced 
today is the precocious child of psychoanalysis and 
psychiatry; it is the responsibility of these parents 
to prevent it from becoming an amateurish, free- 
for-all psychological indulgence, and to make it a 
disciplined, systematized branch of psychiatry. The 
responsibility for this task will have to be shouldered 
primarily by psychiatry; for psychoanalysis is after 
all a specialized method of treatment, a highly 
specialized one, and it is the psychoanalyst’s job to 
train psychoanalysts. 


Tf the public mental hospitals will assume 
the responsibility for research, they cannot 
help becoming progressive institutions. The 
function of our hospitals is not dependent 
upon the beauty of their architecture or the 
completeness of their appointments. Their 
function arid their success are dependent 
upon the skill and capacity of the personnel. 
The addition to a hospital of a research 
group, if well integrated into the functioning 
of the entire unit, will go far to improve the 
caliber of the entire staff. This will occur 
not because investigators are superior indi- 
viduals. In fact, their idiosyncrasies and their 
demands upon the administration may cause 
considerable distress at times. 

The trained investigator is guided pri- 
marily by a spirit of inquiry. He desires 
to apply his techniques to questions of the 
how, the why, and the what. Imagination 
is and must be an important aspect of his 
functioning, but this is not free-floating 
phantasy but controlled and trained through 
the rigors of his discipline, He must re- 
main relatively objective and not be affec- 
tively involved with the hypotheses and the- 
ories he wishes to put to test. His controlled 
enthusiasm will allow him to continue his 
tasks irrespective of whether he confirms or 
refutes the hypotheses he is testing. If these 
characteristics of the investigator are per- 
mitted to permeate the institution, an attitude 
of healthy skepticism will be maintained, a 
more tolerant attitude will develop, and a 
more scholarly approach to the problems of 
psychiatry will be voiced. If the research 
component of the institution is productive 
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and a scholarly attitude develops, dogma and 
empiricism and the` authoritarian attitude 
will be challenged. The functioning of the 
hospital staff may become more democratic, 
enthusiastic, and active. Such functioning 
will have appeal: appeal to those students 
who wish to learn ; appeal to those who wish 
to become scholars ; appeal to those who wish 
to be associated with a progressive institu- 
tion. The demand for personnel will reach 
far afield rather than remain at the local 
level. The institution will become dynamic 
rather than static and the caliber of the pro- 
fessional staff will be improved in all its 
component parts, from the staff physician, 
the nurse, the social worker to all the other 
ancillary personnel. In this way the status 
of the hospital will rise educationally and 
scientifically much as medical schools became 
the home for scholars and scientists earlier 
in the century. 

The degree of optimism as to the impact 
of research upon the progress of an iristi- 
tution must be tempered by the reality of 
the’ situation. It is no easy task for the 
administrator to integrate a research pro- 
gram within the functioning of his institu- 
tion, for it is the integration that is so im- 
portant for the welfare of the entire unit. 
An isolated research unit, peripheral to the 
total functioning of the hospital, no matter 
how productive, will carry little of the de- 
sired influence or impact. Not only will the 
hospital not benefit but the stabilizing influ- 
ence on the thinking of the research worker, 
who is in contact, with the everyday prob- 
lems of the hospital, will be lost. With so 
few trained investigators in psychiatry, it 
is tragic to witness their isolation in certain 
hospital settings, The potentiality for those 
institutions has not been reached—either in 
education or in science. 

It is not easy to organize a hospital so 
that research becomes a major interest and 
function, Within the time limits available, 
we cannot discuss the innumerable problems 
of hospital organization for research. Let 
me refer instead to the excellent chapter on 
this subject in Dr, William Bryan’s book, 
Administrative Psychiatry. Rather I wish to 
imit my remarks to several points that I 
Consider need emphasis if a research orien- 
tation for the institution is to be obtained 
and maintained. 
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First, I would like to comment on the role 
of the administrator or superintendent. Un- 
less he is convinced, as was Dr. Bryan, of 
both the romance and need for research, an 
active unit will never develop. Although the 
administrator need not be trained as an in- 
vestigator, unless he is convinced of the ne- 
cessity for research, he will be unable to 
accept either his responsibilities for the de- 
velopment and maintenance of the research 
unit, sometimes to the detriment of other 
divisions of his hospital, or the innumerable 
irritations that a research unit will bring. 
He must maintain interest, enthusiasm, pa- 
tience, and understanding if this endeavor 
is to succeed. It is his responsibility, in part 
at least, for the obtaining and budgeting of 
funds as well as arranging for space and 
equipment. It is his responsibility to select 
the personnel and to determine their status 
in the total organization. The integration of 
the research unit in the hospital becomes 
his responsibility. He must remain aware 
that research proceeds slowly, that his inves- 
tigators need plenty of time whether they 
have other duties or not. He should not 
expect, if there are part-time investigators, 
that other responsibilities like that of service 
take precedence. He should insist that the 
aims and goals of the research are clearly 
stated and adhered to. And lastly, he should 
attempt to protect his research personnel 
from the vicious encroachment on their time 
by “red tape” such as the questionnaires and 
reports that seem to be so intimate a part of 
our present-day culture. 

The role of the administrator is of tre- 
mendous importance in the development of 
a research unit. Almost of equal importance 
is the need for funds, Research is extremely 
expensive and cannot be conducted on a 
“shoestring.” In the past, funds allocated 
for research by our various states have been 
negligible—many states having no such allo- 
cation of funds at all. The voluntary health 
agencies spent per disability for research 
from a high of $3.49 for cancer to a low 
of 4 cent for mental health, The total spent ` 
by the nation from all sources, governmental 
and private, for research on mental disease 
was $4.15 per mental patient under treat- 
ment. In contrast, $28.20, $27.70, and $26.80 
were spent per patient for infantile paralysis, 
cancer, and tuberculosis, respectively. This 
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is in considerable contrast to many industries 
that spend between 3% and 4% of their 
gross income on research. There is a ray 
of hope, however, on the financial horizon 
for mental health research. The Council of 
State Governments has as one of its primary 
projects the study of the mental health re- 
search resources and needs of the 48 states. 
Included in this study is the amount of 
support for research and the results being 
obtained to date. It is most probable that 
as a result of these studies recommendations 
for increased allocation of funds for psy- 
chiatric research will be made. It behooves 
us to develop our plans to exploit these rec- 
ommendations and then to utilize the funds 
efficiently in support of the hospital research 
programs. 

One sometimes hears the statement that 
additional funds are not needed; that the 
funds now available are being wasted by the 
investigation of “poor” ideas. This state- 
ment needs to be challenged. It is extremely 
difficult to evaluate an idea, and particularly 
if it is counter to tradition. The history of 
science has repeatedly shown that major ad- 
vances in knowledge and theory have resulted 
from the investigation of ideas that were 
not, at the time, considered “good.” Rather 
than criticizing ideas and problems for study, 
it would be legitimate to criticize the ex- 
perimental methods being used. Too often 
the experimental design is inadequate and 
amateurish. The complex subject matter of 
psychiatry demands the most sophisticated 
of research methods. The Regional Re- 
search Conferences sponsored by The Ameri- 
can Psychiatric Association will have suc- 
ceeded if they do nothing more than lead to 
improvement in the methods being used. 
Currently funds are wasted, not on poor 
ideas, but on poor experiments due to in- 
adequate design, 

With forward-looking administrators and 
funds probably becoming available, a real 
“bottle-neck” is still present. It consists in 
the extreme shortage of trained personnel. 
We are.in short supply of psychiatrists dis- 
ciplined in the philosophy of science and 
experienced with the techniques of experi- 
mental design. We cannot delegate any more 
than collaborative responsibility to investi- 
gators from other disciplines, be they bio- 


logic, as biochemists or physiologists ; or be 
they social scientists, as psychologists or 
sociologists. We as psychiatrists must as- 
sume the responsibility for psychiatric re- 
search. It is we who should be responsible, 
owing to our training, for the designation 
of the problems and the goals of our proj- 
ects. We are in need of a program for the 
training of psychiatrists in the principles 
and methods of investigation. One step for 
eventually increasing the ranks of investi- 
gators is that being taken by the Committee 
on Research of The American Psychiatric 
Association, which hopes to stimulate this 
training for more psychiatrists during their 
residency period. However, investigators 
will always remain too few unless at least 
2 changes from our present functioning oc- 
cur: One is that there be an elevation of 
the cultural status role of the investigator 
to an approximate equality with the success- 
ful clinician. This may occur when psychi- 
atrists as a group are willing to express both 
the limitations of their knowledge and the 
need for increase in knowledge; when ad- 
ministrators are actively and enthusiastically 
supporting research in their institutions ; and 
when investigators are no longer isolated but 
integrated into the total functioning of the 
hospital. Secondly, if the need for more 
psychiatric investigators is justified, their 
financial remuneration must become com- 
mensurate with clinical practice. One fre- 
quently hears the statement that the major 
research productivity of an individual occurs 
during the early part of his career, That 
this is true is in part due to the shift of his 
interests and responsibilities as he grows 
older. It is then that the investigator’s family 
enlarges and his financial obligations in- 
crease. To meet these additional responsi- 
bilities, all too often it is necessary for him 
to seek increased financial remuneration. 
This may most easily be obtained by turning 
to administration or clinical practice with 
concomitant sacrifice of research interests 
and activities. Each investigator who gives 
up his research activity reduces the total 
available of such experience and skill. The 
numbers are too few for psychiatry to allow 
this to continue, ; 

To conclude, let me briefly summarize 
my thesis. Psychiatry, owing to the intense 
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application of the clinical method, has passed 
through the naturalistic stage of its develop- 
ment as a science and is now poised to enter 
the second stage through the application of 
the experimental method. For this to occur, 
active collaboration with scientists in other 
disciplines is imperative. Psychiatrists in 
general must recognize and express both 
the limitations in current knowledge and the 
need for new knowledge through research. 
It is in the great public mental hospitals that 
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the major share of research activity must 
now take place. The integration of research 
into the total function of an institution will 
increase its educational and scientific pres- 
tige. The impetus for an increase in research 
in hospitals depends largely upon the re- 
sponsibility that administrators are willing 
to assumé. They are the keystone of the 
arch, funds constitute the mortar and stone, 
while the personnel fit the mortar and stone 
together. 


NEUROPATHOLOGIC LESIONS FOLLOWING LOBOTOMY: 
A Srupy or FIFTEEN Cases or BILATERAL PREFRONTAL LOBOTOMY 


NAOMI RASKIN, M.D., GEORGE STRASSMAN, M.D., 
AND 


CHARLOTTE C. VAN WINKLE, M.D.,2 Boston, Mass. 


Since the introduction of lobotomy many 
thousands of psychotic patients have been 
operated on for the alleviation of their symp- 
toms. The mortality is reported 1% by Pop- 
pen(z) and 3-6% in recent cases and 8-10% 
in chronic cases by Worthing(2). Neuro- 
anatomic and neuropathologic studies have 
` been reported by. Yakovlev(3), Meyer(4, 5), 
Freeman(6-8). The aim of the bilateral pre- 
frontal lobotomy is to cut the frontothalamic 
fibers on both sides to achieve relief of emo- 
tional symptoms without undermining the pa- 
tient’s personality too much, for it has be- 
come evident that many lobotomized patients 
lose intellectually. The intellectual deficit 
may be slight or incapacitating, and there are 
no ways of predicting the outcome, although 
much thought has been given to the methods 
that might forecast it. 

The purpose of this paper is to report in 
greater detail macroscopic and microscopic 
findings in bilateral frontal lobotomy in an 
attempt to evaluate the process of repair of 
the lobotomy wound, its extent, and the fac- 
tors that may adversely affect it. Our ma- 
terial consists of 15 brains of lobotomized 
patients, 8 women and 7 men. The interval 
between the lobotomy and death was from 11 
days to 5 years and 4 months. The interval 
between the patient’s admission to the hos- 
pital and the date of operation was 5 to 40 
years. The operations were performed in 5 


different hospitals by 6 neurosurgeons. Most < SU 


of the patients were operated by the Lyerly- 
Poppen method. Two brains were cut sagit- 
tally, 6 horizontally, and 7 coronally. Hema- 
toxylin and eosin, cresyl-violet, Van-Gieson, 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J. 
May 12-16, 1952. ei i 

2 Deceased. R 

From the Pathological Laboratories of the Bos- 
ton State Hospital, Boston, Mass.; Metropolitan 
State Hospital, Waltham, Mass. ; and Taunton State 
Hospital, Taunton, Mass. 


808 


Mallory’s PTAH, Hortega, Masson, Bodian, 
Loyez, iron and fat stains were used. 


FINDINGS 


Case 1.—N, G. Diagnosis, manic-depressive psy- 
chosis, stuporous type. This female patient was 
admitted at the age of 32 because of severe depres- 
sion and an attempted suicide. She was depressed, 
had to be tube-fed, later became noisy, overtalkative, 
overactive, profane, and destructive. 

Physical examination negative. Blood pressure 
102/62. Prelobotomy laboratory examination nega- 
tive. X-ray of skull: no direct or indirect evidence 
of intracranial pathology. Metrazol was tried with- 
out benefit. Patient deteriorated and after 20 years 
of hospital residence lobotomy was performed by 
Lyerly-Poppen method. Two weeks after the opera- 
tion she developed fever, Kernig’s sign, stiffness of 
the neck, rigidity, increasing apathy. She died at 
the age of 52, 74 days after lobotomy. (See Fig. 1.) 

Autopsy Findings—Purulent meningitis. Sub- 
dural hematoma, right and left hemisphere. Os- 
teoma—inner table of right frontal bone; cerebral 
atrophy. Lobotomy incisions. Septic granuloma at 
the site of the surgical defect on the left, Head: 
skull was asymmetrical. Two symmetrical burr- 
holes in the frontal bone. Dura mater was adherent 
to the skull at the site of the burr-holes, otherwise 
stripped off easily. Dura was thin and its inner 
surface was colored deep-reddish brown over both 
hemispheres, especially over the left. Superior 
longitudinal sinus had a pinkish-red organized clot 5 
cms, long. Pia-arachnoid was clear and transparent 
over the upper surface of the brain but easily torn. 
Weight of the brain—1210 gms, Brain was atrophic. 
There was a noticeable widening of the sulci, which 
were filled with a large amount of pale yellowish 
barachnoid fluid. In the tight frontal lobe there 
was a round, punched-out area measuring 1.2 x 1.0 
cm,, located in the R.F, I, at the distance of 6.5 cms. 
from the right frontal pole and 4.8 cms. from the 
Rolandic fissure. In the L.F. 2 there was an area 
approximately of the width of the gyrus, but much 
paler and softer than the rest of the gyri. The ves- 
sels of the base and the cranial neryes presented 
nothing of note. The lower and upper surfaces of 
the cerebellum were covered with a thick layer of 
thick yellow pus coming from under the splenium 
of the corpus callosum. Sections showed enlarged 
ventricles and a large encapsulated abscess in the 
right frontal lobe. l 

Microscopical Findings—The meninges were 
thickened and infiltrated -with iyoni 
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leucocytes, lymphocytes, and plasma cells. Many 
pial vessels were thrombosed. Ependymitis was 
present. The thalami were atrophic. The loss of 
cells and gliosis were most noticeable in the left 
anteroventral and in both mediodorsal nuclei. In 
the hypothalamus increased congestion but no 
pathological changes. in the cells of the hypotha- 
lamic nuclei. The irregular areas of necrosis ex- 
tended down to the orbital plate of the cortex, and 
an encapsulated abscess was present in the frontal 
lobe. The sections containing the surgical lesions 
stained showed necrosis of the cortex leading into 
the abscess, surrounded by congested dilated capil- 
laries, dilated and thrombosed arterioles, accumula- 
tions of pus-cells at the distance from the necrotic 
area. The line of surgical tract was outlined by a 
ribbon of innumerable gitter-cells filled with debris 
and lipids. The movement of these cells can be fol- 
lowed along the perivascular spaces of the vessels, 
into the subarachnoid spaces. There was no evi- 
dence of connective ‘tissue fibers or fibrillary astro- 
cytes, Conclusion; Acute bacterial infection with 
evidence of destruction of the nerve tissue and the 
transportation of debris into the subarachnoid space, 
No evidence of healing, 


Case 2.—A. G. This schizophrenic male patient 
was admitted at the age of 24 because of change of 
Personality, delusions of sexual nature, hallucina- 
tions, and inability to get along. Physical examina- 
tion was negative. X-ray of skull was negative. 
Insulin therapy was given without benefit. Bilateral 
frontal lobotomy was performed by Lyerly-Poppen 
method after 12 years of hospital residence. ‘Patient 
had a long, febrile postoperative course. Three 
Months after the operation, he developed fever, 
Weakness, and rigidity. A surgical exploration was 
done. No pus was found, but there was a small 
amount of degenerating brain and accumulation of 
fluid, more marked on the right side. He died 4 
days after the second operation and 128 days after 
the first, 

Autopsy Findings—Bilateral lobotomy. Blood 
clots in the burr-holes; subdural hematoma or- 
ganized above and around the left operative field; 
Postoperative cerebral edema ; cerebral anemia and 
Soft orbital surfaces of the frontal lobes, espe- 
cially on the right; pulmonary edema; pulmonary 
infarction. Two parallel incisions of the scalp run- 
ning from the hair line backwards over the frontal 
region were closed with horsehair sutures. There 
Was a soft swelling around the left incision and clear 

uid was escaping drop by drop from it. The scalp 
was edematous. Dura mater was adherent to the 
naa holes. Dural sinuses were negative. Pia-arach- 

oid was transparent, The superficial veins were 
matoreed. Brain weight—1220 gms. It was small, 
bee and edematous with diffuse cortical atrophy 
a dilated ventricles. Pial arteries, basilar artery, 
both vertebral arteries were filled with dark-red 
tm clots. Dura mater showed organized subdural 
cmatoma, i 
thie ‘croscopical Findings—The pia-arachnoid was 
ticle t and infiltrated with lymphocytes, poly- 
of ba and plasma cells. There was an infarction 
oth thalami and of the pons due to basal men- 


ingitis and septic thrombosis of the thalamic 
branches of the posterior cerebral and of the basilar 
artery. The sections of the surgical lesions, area 0, 
showed several cysts, one communicating directly 
with the surgical tract, others situated close by in 
the subcortical matter. The cysts were lined with 
shaggy fragmented tissue consisting mostly of ves- 
sels and wide ribbons of gitter-cells filled with 
lipids. The capillaries were greatly distended with 
blood and many small arteries and arterioles were 
filled with blood clots, The cell lamination in the 
immediate vicinity of these cysts was disturbed and 
the destructive disappearance of cells was striking. 
Even at the distance from the cysts, the neuro- 
nophagia was striking. In the whole-brain sections 
stained with the Loyez method, the loss of myelin 
in the vicinity of the cysts and edema of the white 
matter throughout the brain were very noticeable. 
There was no evidence of repair. 


Case 3.—G. B. Diagnosis, manic-depressive psy- 
chosis. This 40-year-old woman was admitted be- 
cause of depression, somatic complaints, hallucina- 
tions, fears of being killed, and sudden periods of 
excitement, Physical examination was negative, 
except for moderate hypertension—140/90. Hinton 
negative. X-ray showed an osteoma of the greater 
wings of the left sphenoid just above and anterior 
to the pituitary body. During her 5-year stay in the 
hospital she was in a state of continuous excitement, 
Two series of electric shock treatments were given 
without benefit. 

Lobotomy was performed after 8 years of hospital 
residence. Five days after the operation she began 
to run a high temperature; 5 days later she showed 
a right hemiplegia, aphasia, epileptiform movements 
of the right arm and leg. A second exploration was 
done 2 weeks after the first; no pathology was noted, 
Right hemiplegia and aphasia continued. She had to 
be spoon-fed. She died 100 days after the first. 
operation. 

Cause of Death—Bronchopneumonia and menin- 
gitis, Permission for the head only was given. 
There were two burr-holes in the frontal bone, 
Dura mater was firmly adherent to the brain in the 
fields of surgical defects. Brain weight—1210 gms., 
very soft and flabby, especially in the left pre- and 
postcentral conyolutions. Sections showed the sur- 
gical tracts in the white matter of both frontal lobes 
and in the roof of the left lateral ventricle. Left 
surgical tract had formed communication of the 
field of operation with the left lateral ventricle, 
The tracts were wide, especially on the left, show- 
ing extensive necrosis of the white matter and epen- 
dyma, with pronounced brown coloring of these 
tissues, The cerebrospinal fluid was escaping 
through this channel and the cerebral tissue of the 
frontal lobe was thoroughly macerated. . Lateral 
yentricles dilated. Both heads of caudate nuclei 
showed large areas of necrosis. Microscopical ex- 
amination: Granulation tissue in the center of the 
left surgical wound interspersed with gitter-cells, 
Numerous hypertrophied astrocytes in the edema- 
tous cerebral tissue peripheral to the wound. At 
the point of adherence of the dura to the brain,- 
numerous gitter-cells and hypertrophied astrocytes, 
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Cortex showed diffuse loss of nerve cells and 
myelin. 


CAss 4—E. H. Diagnosis, manic-depressive, 
manic. This housewife was admitted first at the age 
of 40. She was treated with hydrotherapy, metra- 
zol, and 2 series of electric shock treatment with 
temporary improvement only. Lobotomy was done 
after 20 years of hospital residence. 

Coagulation-aspiration method was used. Cortex 
appeared atrophic. Biopsy was taken from both 
hemispheres. A cystic dilatation was encountered 
on the left side. Two days after the operation, left 
hemiparesis and left facial weakness were noted. 
Two weeks after the lobotomy she was re-explored 
with essentially negative findings. Several lumbar 
punctures were done. Cerebrospinal fluid examina- 
tion revealed high protein, from 166-317 mg.%, 
and a large number of red and white cells. Culture 
of the purulent fluid from the operative wound 
showed staphylococcus aureus. Ventriculogram re- 
vealed marked ventricular dilatation, and re-explora- 
tion of the lobotomy wound with debridement of 
infected wound and left frontal lobectomy were 
done. This patient had a long postoperative course 
complicated with meningitis that required several 
interventions after the first operation was performed, 
Patient died 31 days after lobotomy, and 5 days 
after lobectomy. 

Anatomical Findings—Necrosis of the brain. 
Subdural hemorrhage. Lobotomy and left frontal 
lobectomy. Brain weight—1200 gms. The left fron- 
tal lobe had been removed and the edges of the lo- 
bectomy were rough and slightly yellowish. The 
base of the brain had thë same slightly yellowish 
appearance. No visible exudate over the surface of 
the base of the brain. Thin layer of clotted blood 
under the dura and under the frontal lobes. The 
right lobotomy wound appeared to be healing. The 
meningeal vessels were markedly dilated with blood. 

Microscopical Pictwre—Rarified edematous brain 
tissue with dilated vessels, many of which contained 
partially or fully organized blood clots. Some of 
the vessels were surrounded by ring hemorrhages. 
Loss of cortical nerve cells and myelin. 


Case 5.—W. F. Diagnosis, schizophrenia. He 
had no previous shock treatment, Because of his 
greatly disturbed condition, prefrontal lobotomy was 
performed at the age of 46 years. Coagulation- 
aspitation method was used. The patient developed 
fever and incontinence 6 days later. The wound 
was reopened and cleaned. The cerebrospinal fluid 
contained polynuclear leucocytes and a number of 
iron-containing phagocytes. The protein was 400 
mg.%. The patient was treated with sulfadiazine 
and penicillin and the infection cleared up. How- 
ever, he developed bronchopneumonia and died 39 
days after the first operation, 

Cause of Death.—Bronchopneumonia, hemor- 
rhagic infarction of lungs, massive pulmonary em- 
bolism, thrombosis of the left femoral vein. Head: 
Burr-holes of the skull, recent lobotomy wounds 
with a slight brownish discoloration of dura. Brain 
weight—1650 gms. Sections of the brain showed 
hemorrhagic and edematous areas through the white 


matter into the frontal horns of the lateral ventricles 
and extending across the heads of both caudate 
nuclei, 

Microscopical Examination—Much necrotic 
edematous tissue with numerous polynuclear leuco- 
cytes, lymphocytes, and large phagocytes, many of 
which contained fat, hemosiderin, and hematoidin; 
proliferation of blood yessels in the vicinity of 
necrosis, marked gliosis, astrocytosis, and fibroblas- 
tic proliferations as well as a blood clot with fibrin 
formation in the wound tract. (See Figs. 2, 3.) 


Case 6.—C. C. Diagnosis, without psychosis, in- 
tractable pain due to carcinoma of the mouth. He 
was given x-ray treatment, which was followed by 
radio-necrosis of the mandible. Severe pain ensued 
and a retrogasserian neurectomy was done with 
temporary relief. His left carotid artery was ligated 
because of hemorrhage. The severe pain continued 
and prefrontal lobotomy was done to relieve it. 
The operation was followed by considerable apathy 
and relief from the pain, the patient stating that the 
pain was present but “did not bother him” any more. 
On the day of his death, he suddenly developed 
respiratory difficulty, cyanosis, weak pulse and died 
42 days after the operation. 

Autopsy Findings—Epidermoid carcinoma of 
tongue and mouth, operated and irradiated. Mas- 
sive ulceration of tongue and mouth, following 
irradiation. Asphyxia due to aspiration of food. 
Prefrontal lobotomy. Retrogasserian neurectomy. 
Radiation reaction of skin and structures of left 
side of neck. 

Head.—In the frontal bone on each side of the 
midline was a surgical defect consisting of a circle 
of bone 2.5 cms. in diameter that had been removed 
and replaced. These plugs of bone were held firmly 
in place by fibrous tissue. There was no bony union. 
The underlying dura was adherent to these operative 
defects and there was a scar in the dura on each 
side. The scar on the left was well healed, while 
that on the right was largely open and contained a 
dark-red thrombus. The brain was edematous. 
Dura mater on both sides of the superior longi- 
tudinal sinus was adherent to the pia-arachnoid by 
short, white, firm adhesions. The superior longitu- 
dinal sinus contained no blood clot. All the super- 
ficial vessels were engorged and stood out promi- 
nently. (See Fig. 4.) 

Microscopical Examination—The whole-brain 
sections stained with Loyez show destruction of the 
white matter of the LF 2, LF 3, irregular area of 
demyelinization of the corpus callosum, left internal 
capsule and destruction of the lateral half of the 
left thalamus, also of the white matter of the RF 1, 
and of the right centrum ovale. Slides stained with 
H & E showed a large number of gitter cells along 
the surgical tract, which was almost completely 
filled out with a large blood clot, There were many 
vessels with widened, thickened walls, some dilated 
and filled with blood, some clotted. Necrosis and 
edema of the brain on each side of the tract were 
Present. Numerous large macrophages filled with 
dark-brown substance (in H & E) and glial nuclei 
were present. From the main surgical tract under | 
different angles ran short, narrow, straight areas of 
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necrosis of the same structure—gitter cells and 
glial nuclei. The brain tissue intervening between 
these areas of destruction was greatly edematous 
and deyoid of brain cells. Some of the arterioles 
distant from the surgical field showed great pro- 
liferation of endothelial cells, narrowing their 
lumens and a large number of fat-laden macro- 
phages. The iron stain showed a lesser number of 
macrophages filled with hemosiderin. (See Figs. 
5, 6.) 


Case 7—W. O. B: Diagnosis, schizophrenia. 
After 9 years of hospital residence, lobotomy was 
performed. He had an uneventful recovery. No 
drugs were used after lobotomy. Postoperative 
treatment consisted of psychotherapy and occupa- 
tional therapy. On the 87th postoperative day he 
had 2 epileptic seizures in quick succession and died 
in status epilepticus. (See Fig. 7.) 

Autopsy—Slight hyperemia of meninges and of 
the brain and a slight broadening of the gyri. The 
left orbital surface was softer to touch than the 
tight, The weight of the brain was 1480 gms. Right 
surgical field had formed a funnel-shaped defect 
in the brain. From the bottom of this funnel a cut 
2.8 cms. long extends through the white matter hori- 
zontally into the gray matter of the RF2. Another 
cut in front of the frontal horn reaches the U fibers 
of the supracallosal gyrus. On the left the opera- 
tive defect is almost identically placed in the LF 2. 
The surgical track extends down, tunnels through 
the white matter of the LF 2, almost to the orbital 
ace in front and laterally to the left frontal 

orn. 

Microscopical Examination—Active healing proc- 
ess with proliferative and destructive changes side- 
by-side. On each side of the operative track there 
was a large number of widely spaced, large astro- 
cytes in edematous cerebral tissue. Nearer the 
wound track, these cells were much closer to each 


other, forming a sort of ribbon on each side of the, 


track consisting of astrocytic bodies and loose wavy 
glial fibers. This “ribbon” was sharply demarcated 
from a wide collection of gitter-cells, lymphocytes, 
and vessels. These large gitter-cells were filled 
with pigment taking yellowish-brown color in 

& B stain and giving a positive reaction for 
hemosiderin, 


Case 8—W. S. Patient had numerous episodes 
of depression and agitation. Two courses of elec- 
ttic shock treatment failed to bring about an im- 
Provement. Because of his continuous agitation, 

lateral frontal lobotomy was performed at the 
age of 75. Coagulation-aspiration anterior to the 
frontal horns of the lateral ventricles was used. 

he postoperative recovery was slow, the patient 
afebrile, but lethargic and incontinent and had to be 
tube-fed. He showed no mental improvement. The 
Patient died 120 days after the lobotomy. ‘The cause 
of death was aspiration of food, coronary sclerosis, 
and large lobotomy lesions in both frontal lobes. 
ae showed burr-holes in the frontal bone of the 
ull, corresponding holes in the dura with dis- 
Coloration, holes in both frontal lobes near the mid- 
ie. Horizontal sections showed large cavities in 


the white matter of the frontal lobes reaching nearly 
to the anterior wall of the lateral ventricles. The 
arteries of the base were sclerotic. 

Microscopical Examination—Numerous senile 
plaques in the frontal lobes. The surgical defect 
consisted of a cystic cavity with new-formed capil- 
laries, gliotic fibrils, numerous fat-laden and some 
iron-containing histiocytes; and also numerous fat- 
containing phagocytes and a dense gliotic tissue in 
adjacent areas at the distance from the surgical 
fields. The arterioles in the neighborhood and the 
proliferated capillaries showed thickened walls and 
hyaline appearance. On the left the scar consisted 
of a delicate, widespread connective tissue in the 
meshes of which were found numerous large, loose 
gitter-cells, On the right, spears of glial tissue 
containing large glia-cells with long fibrils inter- 
spersed with large, round gitter-cells. 


Case 9.—M. E. Manic-depressive, female patient. 
No prior convulsive therapy. Lobotomy was per- 
formed after 8 years of hospital residence, at the 
age of 44. The coagulation-suction technique was 
used. Patient had an uneventful postoperative course 
until she suddenly developed abdominal pain and 
rigidity. Laparotomy revealed bilateral pyosalpin- 
gitis with rupture of the right tube. Total hysterec- 
tomy was performed. Despite intensive antibiotic 
therapy, she died 2 days after the operation and 
1r days after the lobotomy. 

Permission for the head only was given. Cause 
of death: Acute peritonitis, bilateral salpingitis. 
The brain was very small and soft, weighed 1050 
gms. Calcification of the falx cerebri and numerous 
symmetrical ray-like calcifications on each side of 
the falx cerebri parallel with the superficial veins 
were noticed. Dural sinuses were negative, pia- 
arachnoid thin and transparent. There were 2 round 
surgical defects filled with clean pink granulation 
tissue in both frontal lobes. Sections showed 
atrophic cortical plate. Lateral ventricles were not 
enlarged. Large area of softening extended across 
the anterior end of the basal ganglia destroying on 
the right the head of the caudate nucleus, the an- 
terior half of the anterior limb of the interior cap- 
sule, the tip of the putamen, and extending into 
the white matter of the RF 3, external capsule and 
anterior end of the Island of Reil. The lesion meas- 
ured 3.5 x 2 cm. at its longest diameter. It came 
close to, but did not break through, the ependyma. 
The lesion on the left destroyed the head of the 
caudate nucleus, the anterior half of the anterior 
limb of the internal capsule, external capsule, and 
the anterior end of the Island of Reil. The epen- 
dyma of the left lateral ventricle was necrotic. 
Right lesion was deeper than the left and extended 
down to the. orbital surface appearing as a small, 
round, necrotic lesion in the posterior end of the 
right rectus convolution. 

Microscopical Examination—H & E stain. In 
the field of operation a network of dark-blue, wide 
spread fibers (scattered masses of gelfoam) were 
seen. The areas of laked blood, numerous blue 
fibers of gelfoam with wide interstices filled with 
coagulated blood, eosinophilic homogeneous ma- 
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terial, connective tissue fibers, a large number of 
polynuclear and a moderate number of endothelial 
cells, and an occasional lymphocyte were present. 

` At the point where the gelfoam came `close to the 
dura there was a group of large multi-nucleated 
cells. The fibrous tissue of meninges was increased, 
forming thick, parallel, wavy bundles, and greatly 
cellular, somewhat spongy, connective tissue fibers 
were also present. The brain tissue on each side 
of the surgical tract was edematous and contained a 
fair number of polynuclear leucocytes. The vessels 
were filled with blood and here and there small 
fresh ring hemorrhages could be seen. Small groups 
of gitter cells were scattered in the white matter at 
the distance from the surgical tract. Section through 
the operation field showed a wide layer of round 
cells, lymphocytes, plasma cells, mononuclear cells 
and, to a lesser degree, polynuclear leucocytes and 
around it a wide band of gitter-cells and numerous 
newly-formed vessels. The brain tissue outside the 
surgical tract had numerous dilated vessels, often 
with hyalinized walls and round cell infiltration of 
Virchow-Robin’s spaces. Mixed in were large glial 
cells and young fibroblasts. Large-bodied, pale-pink 
astrocytes were seen in large numbers just outside 
of the surgical tract. This young granulation tissue 
Stained with Sudan 3 showed innumerable macro- 
phages filled with fat. Iron stain showed very few 
blue masses in the ground tissue. 


Case 10.—E, N. This male schizophrenic patient 
received 10 metrazol treatments without benefit. 
Lobotomy was performed after 25 years of hospital 
residence. Postoperatively, his temperature rose to 
103 degrees. Lumbar puncture was done, the pres- 
sure was 300, lowered to 170, after which the pa- 
tient’ made an uneventful recovery. Mentally he 
was only moderately improved. Several weeks after 
lobotomy he developed brawny edema of both legs 
up to the knees, which was attributed to the opera- 
tion. Three and a half months after lobotomy he 

had sudden hyperpyrexia, complained of lumbo- 
costal angle pain and tenderness. His urine showed 
numerous red and white cells, N.P.N. was 160 mgs. 
He died 113 days after lobotomy. , 

Autopsy Findings.—Septicemia, uremia, and acute 
ascending cystitis-pyelonephritis, Head: Brain was 
greatly edematous. Horizontal sections: On the 
left side, the operation track started at the foot of 
the LF 3, curved across the white matter slightly 
forward and upward toward the tip of the left 
frontal horn, stopping abruptly at the ependyma, 
without penetrating the ventricle. On the right, the 
section started at the foot of RF 3 and extended 
horizontally, cutting through the upper gyrus of 
the insula, external capsule, claustrum, internal cap- 
sule, and the head of the caudate body opening into 
the lateral ventricle, ending in a cystic dilatation of 
the tip of the frontal horn. There were several 
areas of cystic necrosis, in the corpus callosum, in 
the white matter of both frontal lobes, especially ‘the 
left, in the right head of caudate nucleus and the 
anterior end of both internal capsules. f 

Microscopical Examination—Fat stain showed 
no necrotic, fat-containing debris in the central por- 
tion, which had formed a cystic cavity partly filled 


by spear-like strands of connective tissue growing 


„from the periphery of the cyst toward its center. 
The spears of the connective tissue contain no fat, 
but at their wide peripheral base they contain a 
large number of fat-laden phagocytes. 


Case 11,—H. M. Female schizophrenic, a patient 
in different state hospitals since the age of 33. She 
had carcinoma of the breast and multiple metastases 
to bone, lymph nodes, and liver, and to relieve an 
intractable pain prefrontal bilateral lobotomy was 
performed after 21 years of hospital residence. She 
developed hyperpyrexia, 107, four days later. Cere- 
brospinal fluid contained 2200 red cells, 400 mgs. 
protein, and a large number of polymorphs and 
phagocytes containing hemosiderin. She was treated 
with penicillin, the wound was reopened and cleaned, 
She died 11 days after lobotomy. 

Cause of Death—Carcinoma of the breast with 
multiple metastases to ribs, bones, liver, lungs, and 
adrenals. Head; Burr-holes in skull, similar holes 
in the dura, subdural hemorrhage, holes in the 
frontal lobes. Moderate arteriosclerosis of the 
cerebral vessels. Horizontal sections showed wound 
tracts through the white matter of frontal lobes 
with edema and hemorrhages distant to the wound 
tracts involving also the caudate nuclei. 

Microscopical Examination—Fresh hemorrhages, 
necrosis, and edema of the surgical field, also nu- 
merous fat-laden phagocytes, a few iron-containing 
phagocytes, proliferated vessels with gliotic fibrils, 
arterioles and capillaries surrounded by edema, red 
cells and inflammatory cells, lymphs and polys. 
Nerve-cells had disappeared from the edematous 
areas of the caudate nucleus, and the adjacent cor- 
tex of frontal lobes near the wound ttact showed 
signs of disintegration. Similar changes in differ- 
ent parts of the frontal lobe at the distance from 
the surgical area. 


Case 12—M. K. Female manic-depressive. The 
patient was admitted at the age of 51. Bilateral pre- 
frontal lobotomy for intractable pain due to car- 
cinoma of the breast was done after 12 years of 
hospital residence. The ventricles were entered on 
both sides and revealed a moderate hydrocephalus. 
There was some rise of temperature and the pa- 
tient was given penicillin. She died 27 days later. 
Head: Lobotomy wounds and subdural small 
hemorrhages. 

Microscopical Examination—Tissues near the 
wound tract contain numerous fat- and iron-con- 
taining phagocytes; large necrotic area involved the 
caudate nuclei, had fresh hemorrhages, numerous 
vacuoles, cellular infiltrates, lymphocytes, and some 
polys and numerous phagocytes, There was pro- 
liferation of the capillaries in the neighborhood of 
the necrotic area. The edematous necrotic area was 
demarcated by fibrotic and gliotic tissue. 


Case 13—L. H. Female, involutional melan- 


cholia. This 57-year-old female factory worker was 
admitted because of depression and agitation. She 
Was treated with hydrotherapy and electric shock, 
with only temporary improvement. Lobotomy was 
done after 11 years of hospital residence at the age 
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-of 68. Patient quieted down. Five years and 4 
months later patient had cerebral thrombosis and 
died òf aspiration pneumonia at the age of 73. (See 
Fig. 8.) 

Autopsy Findings—Head: Scalp was lightly ad- 
herent to the site of lobotomy. The dura was 
thickened. There was a depression and yellowish 
fluid in the defect made by the lobotomy, which 
appeared well healed. The right cerebellar lobe, 
the peduncle, and the adjacent portion of the occipi- 
tal lobe were necrotic. Sections through the basal 
ganglia showed many old tiny softenings in the 
thalamus, putamen, and globus pallidus. All the 
arteries were enlarged, tortuous, and calcified. Right 
porencephaly, 

Microscopical Examination—Thickening of the 
the pia-arachnoid. Dilated congested pial vessels. 
Congested cortical and subcortical vessels. Cystic 
formation in the white matter of both frontal lobes, 
outlined by the wall- of connective tissue fibers. 
Peripherally to the wall, there were numerous 
macrophages filled with lipoid. 


Case 14.—F. B. Female, schizo-affective. Elec- 
tric shock treatment was given without benefit and 
3 years later lobotomy was performed at the age 
of 56. She had difficulty in controlling her bladder 
after the operation. Three years and 8 months after 
the lobotomy, her uterus was removed because of 
adenocarcinoma. She died one week later. (See 
Figs. 9, 10.) 

Anatomical Diagnosis—Pyelonephritis with ab- 
scesses, purulent cystitis, thrombosis of the iliac 
veins, bronchopneumonia, bilateral lobotomy. There 
were deep, round defects in the frontal lobes about 
2 cm. and'r.5 cm. in diameter. The blood vessels 
were thin-walled and no thrombosis or embolus was 
found. The internal carotids were patent. No me- 
tastases from adenocarcinoma were found. 

Microscopical Examination—Thickened pia- 
arachnoid with miliary meningeomatous formations 
resembling psammomatous bodies over the frontal 
lobes. The vessels were dilated; blood and free red 
blood cells were seen in the meshes of the pia- 
arachnoid, Cortex showed no significant changes, 
but the white gyral matter was rarified and lacy. 
Oligodendroglia was increased and large astrocytes 
with a smooth glassy cytoplasm and a peripherally 
located nucleus were seen. This white matter ended 
abruptly in a large cyst with scalloped edges that 
Sent irregular, long, narrow spears of glial fibers 
into the cavity in an attempt to bridge it. At the 

ase of these spears there were numerous gitter- 
Cells containing lipoid and large astrocytes. 


Case 15.—A.V. This male schizophrenic had 
Mmetrazol and insulin shock treatments without bene- 
t. He continued to be confused, incoherent, and 
disoriented. Bilateral frontal lobotomy was per- 
formed after 11 years of hospital residence. Post- 
Operatively he developed fever and incontinence of 
"rine for 18 days. The surgical wound healed and 
the patient was returned to his ward without any 
mental improvement, remaining irritable, restless, 
and incoherent. Eight months later, he developed 
Signs of pulmonary tuberculosis and died 1 year, 
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8 months, and 10 days after the lobotomy (618 
days) at the age of 20. 

Cause of Death—Empyema of the left chest, 
caseous tuberculosis of both lungs. Head: Lobot- 
omy wounds, a small subdural hemorrhage and 


-~ adhesions of dura and leptomeninges in the frontal 


area. Brain weight—1150 gms. Depressed area 
in each frontal lobe especially pronounced in the 
right frontal cortex. 4 

Microscopic Examination—Cystic cavity in the 
frontal lobes demarcated by a gliotic area, scar 
with round cells, blood vessels and many phago- 
cytic swollen cells, most of them containing fat, a 
few cells containing iron. The nerve cells in the 
cortex in the neighborhood fairly well preserved. 
The whole area represented a scar with cyst for- 
mation and many phagocytic elements around it. 


Discussion 


The cutting of the brain tissue starts a 
chain of histopathologic events following 
each other until the completion of the healing. 
Beginning with edema, hemorrhage, and 
necrosis of the surgical field, the process con- 
tinues to bring about the disposal of detritus 
by gitter-cells, organization by means of 
newly-formed capillaries (granulation tis- 
sue) and filling out of the defect by fibroblas- 
tic proliferation. Such is the case in the ex- 
perimental animals where the wounds were 
produced by puncture, electrocautery, trypan- 
blue, etc. In the aseptic wounds of the brains 
of 70 patients produced by ventricular punc- 
ture during the performance of ventriculo- 
grams, Baggenstoss, Kernohan, and Dra- 
piewski(g) studied the changes 1 day to 7 
years old. They worked out a calendar of 
cerebral changes in the process of healing 
of the wounds of the brain. A comparison of 
the changes in our cases with theirs shows a 
fundamental agreement, except for a larger 
extent of damages to the cortex and especi- 
ally to white matter. The difference is that, 
while the changes in the center of the lesion 
in most of our cases tend to follow the pat- 
tern of healing, the peripheral areas tend to 
break anew so that, in one brain section, one 
could see the changes of different stages, as 
if thenecrosis were extending around the sur- 
gical lesion, which was itself in the process 
of repair, y 

As has been shown by Macklin(10y and 
Hicks(11), the introduction of the foreign 
material into experimental stab-wounds in 
animals delayed the healing. The bacterial 
infection, whether by direct extension into 
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the surgical field or by hematogenous route 
from a distant focus, plays the same role—it 
delays the healing. The effect of bacterial in- 
fection is obvious. The effect of the systemic 
disease is more subtle. Our 2 cases of pyelo- 
nephritis raised the question whether the con- 
dition was preceding, but clinically silent, at 
the time of the operation. 

Influence of acute peritonitis in Case 9 on 
lobotomy wound was negligible—the wound 
was clean, due to antibiotics and sulfa drugs. 
This seems to us to indicate that antibiotics 
should be used routinely in all cases, as the 
presence of some silent or obscure condition 
may not reveal itself clinically for days and 
weeks, Arteriosclerosis decreases consider- 

„ably the patient’s chances to achieve healing 
of the wound and clinical improvement. As 
the brain’s activity depends on adequate sup- 
ply of blood at all times, and the necrosis 
surrounding the original incision is the result 
of interference with vascularization, any 
acute or chronic condition interfering with 
the blood supply is conducive to anoxemia 
and will retard the healing of the wound. 
Arteriosclerotic brain is more likely to re- 
spond with hemorrhages and cerebral throm- 
bosis near or at a distance from the surgical 
field, depending on the distribution of the 
sclerotic lesions. According to Shenkin et al, 
(12), the cerebral flow and oxygen consump- 
tion were decreased in lobotomized patients 
studied 13-33 days after lobotomy. They 
- explained the decreased flow of blood by the 
occlusion of many small vessels due to the 
trauma of the operation, leading to the re- 
duction in the cerebral oxygen consumption. 
Decrease of the arterial circulation results in 
anemia and venous congestion in and around 
the surgical field, Lowered brain metabolism 
is explained by the interruption of associa- 
tion pathways leading to decrease in the total 
number of stimuli acting on the brain cells, 

Some of our patients died of bacterial in- 
fection that was considered due to lobotomy. 
Others died of what appeared to be a delayed 
death due to lobotomy. The 31-year-old man 
who had no epileptic seizures before the lo- 
botomy died in status epilepticus on the 87th 
postoperative day. Most of the postlobotomy 
seizures are reported as starting 3 to 9 

months later. It seems that dilantin should 
be used in all cases prophylactically after 


lobotomy even if in many cases the seizures 
are sporadic and mild, and the presence of 
seizures is compatible with clinical improve- 
ment. One patient in whom lobotomy was 
done for intractable pain died on the 42nd 
day of asphyxia due to aspiration of food. 
His wound was complicated by a large he- 
matoma, much necrosis, and no evidence of 
healing. In a 75-year-old patient dying of 
aspiration of vomited material, the sections of 
the brain showed numerous senile plaques 
and severe arteriosclerotic changes in the 
arterioles and capillaries, the filling-in of the 
center of the wound by fibroblasts, and the 
presence of gitter-cells in the periphery. He 
could not achieve the healing of the wound 
with such severe interference of blood 
supply. 

The basis of all these changes is vascular 
and anything interfering with the quality of 
the blood, such as bacterial infection, toxins, 
or disturbance of electrolyte balance, any ill- 
ness affecting the structure of the blood ves- 
sel wall such as arteriosclerosis, luetic endar- 
teritis of small vessels, or any debilitating 
disease such as carcinoma, slowing the blood 
flow and predisposing to thrombosis, tend to 
interfere with the repair of the wound of the 
brain. This survey showed that the active 
degeneration goes also side by side with pro- 
liferation in the patients with a long survival. 
Undoubtedly, more fibers are cut than is the 
surgeon’s intent, and the amount of tissue cut, 
the plane of section, the chronic brain infec- 
tions, systemic infections, cerebral atrophy, 
etc., influence the final outcome of the lobot- 
omy. None of the lobotomy wounds in our 
series was quiescent. Even in the case of 5 
years’ and 4 months’ duration, there was evi- 
dence of a smouldering process—cystic for- 
mations in the center with degenerative 
changes at the periphery. The thalamus 
showed numerous old cystic formations in 
this case. The brain heals slowly, but owing 
to its richer vascularization the cortex heals 
faster than the white matter, When uncut 
brain is examined, the cortical wound appears 
either healed or almost healed, but when the 
brain is cut, the enormous loss of white mat- 
ter belies the external appearance. The mi- 
croscopic findings support this impression— 
when the cortex of the frontal lobe is ex- 
amined, the cortical lamination is preserved, 
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although tinctorial changes, diffuse loss of the 
cortical cells, and gliosis are present. In the 
same slide, the white matter may show con- 
tinuous destruction and no evidence of repair. 
Subdural hematomas were a frequent find- 
ing due to laceration of the delicate vessels 
between the dura and the pia-arachnoid. The 
localization of lobotomy lesions was varied. 
The plane of insertion of the leucotome dif- 
fered from case to case, and the lesions were 
frequently asymmetrical in the same patient. 
That mortality is 3-6%in recent cases and 
8-10% in old cases, as reported by Worthing 
et al.(2), may be due to the fact that chronic 
patients are prone to chronic diseases affect- 
ing the postoperative healing. Our impres- 
sion is that the healing may proceed satis- 
factorily to be interfered with by an illness 
that affects the cerebral vascular system. 
The larger number of our patients died of 
causes not immediately related to lobotomy. 
The reaction of these conditions upon the 
repair of the brain wound is comparable to 
prolonged irritation of the experimental 
wounds in animals. We found thickened in- 
filtrated meninges, subdural and intracerebral 
hemorrhages, large cystic cavities with 
phagocytic activity at the periphery even in 
old cases, dilatation and deformity of the 
frontal nuclei, especially the parvo-cellular 
areas of the nucleus medialis dorsalis and, 
in several cases, of anterior nuclei, degener- 
ation of the nerve fibers at the distance from 
the surgical lesion and numerous tiny areas 
of demyelinization, not unlike the focal areas 
of demyelinization in disseminated encepha- 
litis or multiple sclerosis. There is no reason 
to suppose that clinically improved patients 
have less extensive changes than the ones 
encountered on the post-mortem exami- 
nation. On the contrary, Meschan and 
Scruggs (13), who did pre- and post- 
operative pneumoencephalographic studies up 
to 20 months, report that the patients with 
normal pneumoencephalograms before lo- 
botomy showed diffuse dilatation of the lat- 
ral venticles and significant absence of the 
air in subarachnoid space postoperatively, 
and that 4 of 5 who showed dilated ventricles 
efore the operation developed large poren- 
cephalic cysts. The lobotomy is a method of 
8reat possibilities that is influenced by the 
State of health and of the cerebral circulation 


of the patient, to such a degree that the pa- 
tient should be considered a medical as well 
as a psychiatric problem. The remarkable 
thing is that, in spite of this large incidental 
destruction of the brain tissue and the slowly 
progressing degeneration at the periphery of 
of the original lesion, the patients improve 
and about 25% of them return to the com- 
munity. 


SUMMARY AND CONCLUSIONS 


The objectives of this survey were the 
study of the brain changes following lobot- 
omy and the influence- of infection, toxins, 
systemic disease, etc., on the course of heal- 
ing of the wound. The findings in the cases 
of long and short survival are compared and 
evaluated. 

1. The brain wound is larger than the orig- 
inal incision in all cases. 

2. The process of repair in an aseptic 
wound is slow and when completed results in 
cystic necrotic formations in the white mat- 
ter of frontal lobes. 

3. The cortical wound heals faster than 
the subcortical. 

4. The meninges are thickened and there 
are often adhesions between the dura, lepto- 
meninges, and the cortical wound. 

5. The process of repair may be greatly 
retarded by bacterial infections, toxins, focal 
and systemic infection, nephritis, etc., pre- 
ceding or following lobotomy. 

6. Because of technical difficulties, more 
tissue is destroyed than the rationale of this 
treatment warrants. 

7. The clinical expression of this added 
destruction may account for many symptoms 
beclouding the release of tension and anxiety 
achieved by sectioning of the thalamofrontal 


fibers. 
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Large encapsulated abscess in the right frontal lobe extending up- 
wards to the surface of the brain and downwards to the orbital surface. 


Fic. 1.—Case 1. Atrophic thalami, 


white matter of the frontal lobe. Necrosis 
thalamic branches of the posterior cerebral 


he corpus callosum. 


pete. 2—Case 2, Basal meningitis. Cystic formation in the 
i the pons and the thalamus due to septic thrombosis of the 
rtery and of the basilar artery. Demyelination of t 
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Fic. 3.—Case 5. Bilateral hemorrhagic necrosis involving the corpus callosum heads 
b 


th caudate nuclei and communicating with both ventricles, which are filled with 
Thalami are atrophic, 


5. Surgical lesion, necro 
tes, and plasma cells, proliferation of blood vess 


ic edematous tissue with numerous polynuclear leucocytes, 


els, astrocytosis, and fibroblastic proliferation. 
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Fic. 6.—Case 6. Large blood clot in the left frontal lobe dividing it in two, destroying 


the capsula interna, island of Reil and extending toward the isthmus of the temporal 


lobe, 
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Fic. 7.—Case 6. Coronal section. Loyez stain showing the extent of destruction especially of 
the left F2 and F3, internal capsule, left caudate nucleus, and left putamen. Small areas of 


degeneration in the white matter of right Fı and F2. The right caudate nucleus and right pu- 
tamen are spared. 


Fic. Case 7. Bilateral cystic degeneration cutting off the callosal fibres. The cyst on 


8 
the right communicates with the right frontal horn, i 

» cut i j f the 
head of the caudate nucleus. ar a ee eal o 
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J 
Fic. 9.—Case 13. Horizontal section. Loyez stain. Large cystic formations in the white matter of both 
frontal lobes outlined by the wall of connective tissue fibres. Porencephaly. Peripherally to the wall there 
were numerous macrophages filled with fat. 
k 


the white matter of the frontal lobes. Microscopi- 
to bridge over the cyst. At the base of these spears 


Fic. 10.—Case 14. Cysts with scalloped edges in 


$ . H a 
oe there were spears of connective tissue trying 
€ gitter cells filled with lipoid and large astrocytes. 


STATE-SUBSIDIZED GARE AND TREATMENT OF MENTALLY ILL 
CHILDREN IN MASSACHUSETTS * 
THADDEUS P. KRUSH, M. D, WarrHam, Mass. 


It is over a century and a half since Pinel chusetts was registered as 4,690,514. Of this, 


in France and the Tukes in England un- 
shackled their patients and introduced the 
concept of humane care. During the past 75 
years, a concept of dynamic psychiatry has 


` evolved and, aided by the impetus of 2 world 


wars, has been applied particularly in the field 
of outpatient psychiatry. The psychiatric 
focus on adults has followed the classical 
medical investigations—working from the 
most bizarre to the borderland—but some- 
what strangely, our attention has been ap- 
plied in reverse order to children, where 
slightly over 30 years ago the entering wedge, 
On an outpatient basis, was advanced in the 
form of the child guidance movement. 
Several reasons may be advanced for such 
an approach to working with children. The 
child is not a “free” agent in his search fora 
physician, rather is he dependent on the inter- 
cession of adults for such help, Usually, the — 
child is physically smaller than the adults 
who minister to him and can, therefore, be 
forced to comply with adult dictates. All” 
adults have traversed the course of childhood ~ 
Once and possess an experiential notion of 
how a child should perform. Necessarily, 
then, the approach is complicated by adult 
ideas of “what the child needs” and, to some 


‘degree, by an application of previously 


learned methods of administration as prac- 
ticed with adults, y à 
, Tn such an atmosphere, the children’s unit, 
sired by legislative request and nurtured by 
the Department of Mental Health, made its 
appearance at the Metropolitan State Hos- 
pital in December 1945. Just recently, this 
exceptional child” attained its sixth year, 
di ' sediatric 


So the time has come for a period 

checkup to assess the development 

and to attempt to predict the 

growth, EEN š an 
Tt would be of little value to examine the 

Unit without first structuring some frame of 


reference. In 1950, the population in Massa- 


he Read at the ro8th annual meeting of The Amer- 
n Psychiatric Association, Atlantic City, N. J., 
ay 12-16, 1952, REPS eo 


1950. 


there were approximately 1,104,000 (23%) 
children under the age of 15 years.? During 
the same year, there was an average census 
of 25,055 adult inpatients in state mental 
hospitals. Some 5,185 individuals were in 
the state schools for the feebleminded, 1,046 ° 
being under the age of 15 years. There were 
housed in the state prisons some 4,856 
prisoners(1). The Youth Service Board, 
during 1950, administered to 1,637 children 
under 16 years and has a total population of 
2,480 under its supervision.* During 1950, 
the Department of Public Welfare adminis- 
tered to the needs of 139,073 adults and an 
additional 38,354 individuals, the latter under 
the Aid to Dependent Children and the Di- 
vision of Child Guardianship.* 
Thus, a sizeable segment of the population 
r voly ed in circumventing problems with 
ulty. It is to be expected that both out- 
atie ts and children involve an even 
larger group of individuals. A complete pro- 
gram of psychiatric service must include the 
heretofore missing quadrant representing in- 
patient care and treatment of mentally ill 
children. It is_postulated that in this quad- 
rant should be sought the linkage of subacute 
behavioral deviations as seen in outpatient 
clinics for children to psychotic and other 
chronic adult deviations as encountered in 
outpatient and institutional facilities for 
adults. 

Estimates in Massachusetts in 1938 indi- 
cated an ed range of from 35 to 500 
“psychotic” children to be in need of inpa- 


‘tient care and treatment. Though a reliable 


estimate is at present impossible, the figures 
about to be offered were gathered during the 
6 fiscal years of operation of the unit 


-2Information Service, Boston Library. 
$In residence as of June 30, 1947. The 1950 fig- 
res are not ayailable but approximate these figures 
(Division of Statistics, Department of Mental 
Health of Massachusetts). 
~4Youth Service Board, Parole Division. 

5 Division of Research and Statistics, Department 
of Public Welfare of Massachusetts as of December 
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and represent the situation confronting us in 
Massachusetts. Inasmuch as the unit is as 
yet functioning on large adult wards under 
somewhat trying physical circumstances and 
personnel shortages, it is pointed out that 
these figures only approximate a minimal 
estimate of what might be accomplished un- 
der more favorable circumstances as en- 
visoned for the future. 


TABLE 1 
ADMISSIONS 


CARE OF MENTALLY ILL CHILDREN IN MASSACHUSETTS 
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home is primarily engaged in diagnostic 
studies, the number of commitments from 

the Youth Service Board for longer term 

treatment has not altered appreciably. 

Table 2 indicates the type of commitment 
and the frequency which used. Noteworthy 
points are the introduction of the voluntary 
commitment (Section 86A) in 1948 with a 
consequent decrease in the number of tempo- 
rary (10-day—Section 79) and observational 
(30-day—Section 77) commitments. The 
voluntary commitment is considerably more 


oe foe Tatal pat adaptable to the needs of the child and obvi- 
ey 6 ie ie ates the necessity of the court procedure of 
1947-48 106 273 1:25 the Section 77 commitment. The drop in 
1948-49 .. 228 292 1: 3.6 court observational (35-day—Section 100) 
1949-50 .. 196 272 1:25 cases was previously accounted. 
1950-51 sA i ahs 1:26 The referring agency in 718 (approxi- 
Six-Year mately 50%) instances was the court with 
Totals .. 378 -~ 1,040 1,418 1:28 489 at the behest of the court in view of a 
TABLE 2 
TYPES oF COMMITMENT AND Frequency WHICH Usep 

T.C.79 Obs. 77 Obs. 86A Obs.100  R.C.51.  R.C.77 Vol. 86A R. C. 100 

Year CEEB N Gang Biman Be G, BC GUB: WOD AaB, G. $ 

45-46 ..,.. 5 13 9 3I o oO J IQ > TAMA eR: Y EA] ON o 2 

46-47 10... 18 16 24 79 o o 17 64 8 10 7 135 o 3 I 2 

4748 enn 18 22 24 78 a ARGA o ANE A x, AT 7 TA Ty Io 14 5 8 o 864 

48-49 20... 6 25 18 41I 5 13 24 90 3 7 Sua Ir 50 I 3 

AISO ein ee I0 14 12 22 8 21 65 aes 5 7 25 06 o I 

50-51 ...., Log 23 18 26 3 6 II 51 5 9 9 6 2t 70 (o I 

74 II3 105 277 16 36 103 386 48 55 46 64 62 Bi reo tema tc} 


The salient features relating to the number 
admitted show a rapid rise from 123 admis- 
sions the first year to 292 admissions the 
fourth year with a decline in the number of 
admissions to 232 in the sixth year—the 
6-year totals being 378 girls, 1,040 boys, total 
1,418 admissions. The ratio of girls to boys 
is I: 2.8 and this has fluctuated from 1:2 to 

_ 1:3:6 over the years with the number of 
‘boys consistently exceeding that of the girls. 
Ninety percent of all admissions are for one 
time only. One in 15 admissions constitutes 
a second admission. One in 50 is a third 
admission and one in 100 has been admitted 
oftener than this. 

An explanation of the 20% decline in ad- 
missions from 1948 to 1950 is found in the 
opening of a juvenile detention center in Bos- 
ton with a corresponding decrease in court 
observational cases. Since this detention 


misdemeanor or felony committed by the pa- 
tient, and the remaining 229 being committed 
by the court for a 30-day observational pe- 
riod at the request of an applicant, usually 
a parent, requesting such observation for a 
study of an emotionally disturbed, mentally 
tetarded child. Private physicians referred 
224 admissions while the Youth Service 
Board and its predecessor referred 170, and 
the state and local child welfare agencies 
accounted for 183. The remainder was re- 
ferred by guidance clinics, study homes, pri- 
vate children’s institutions, and Department 
of Mental Health agencies, such as state 
clinics, hospitals, and schools. 

The average length of stay of those indi- 
viduals brought to the hospital primarily for 
observational study was 27 days. The aver- 
age stay of all other patients was 174 months 
but 2 diversely operating factors influence 


figure, making it difficult to interpret. 
patient must be either discharged or 
rred on the attainment of age 16 and, 
no differentiation has been made be- 
a those patients who respond to treat- 
and those who do not. For those indi- 
als staying in the hospital less than a 
, exclusive of observation and transfer 
arge at age 16, the average length of 
between 6 and 7 months. While symp- 

improvement occurs in most in- 
in these children by the time of 
ze, it should be noted that this aver- 
mate of the time required to return 
ividual to the community could easily 
ed by such factors as number of per- 
available for treatment purposes, un- 


I:L2 1:4 1:2 1:27 1:12 


anding and attitude of the relatives in 
lowing the course of the patient's illness, 
| suitable physical facilities allowing 
classification and segregation of pa- 


er aspect of the analysis concerns 
thly fluctuation in admissions. Peak 
ions for girls occur in the months of 
, April, May, and July, with March 
lly leading. Least admissions occur in 
ember, being about one-third the number 
g in March. Other significantly low 
te February, June, September, and 
iber. For the boys, the significant peaks 
in the consecutive months of February 
May, with the highest number of 
ns occurring in April. A second rise 
r and November is cut short by the 
lay-season low occurring in December 
fanuary, December being the month of 
admissions for the boys. A second low 
in September. 
far as the time of admission of the 
rom the community to the hospital is 
d, the following factors appear sig- 
: Thanksgiving and Christmas, tradi- 
regarded as family affairs; the dis- 
school ; and, somewhat surprisingly, 
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the re-opening of school in the fall are all 
related to the lower monthly, admission rates 
while the’ spring months are related to the 
greatest number of admissions, about one- 
third of all admissions being accounted for in 
one-fourth of the time. 

Table 3 illustrates the age on first admis- 
sion and the fluctuating ratio of girls to boys. 

Through the seventh year, the ratio of 
girls to boys being admitted remains close to 
the over-all ratio of 1 to 2.8. The majority 
of the patients admitted in this age range 
constitutes problems of neurological disor- 
ganization, usually of a diffuse character, 
which are complicated by the psychological 
stresses in the form of the anxiety, guilt, 
and rejection of their parents and siblings. 


TABLE 3- 
Acre on ADMISSION i 
3 4 5 6 7 8 9 10 Ir 12 13 14 15 Total 
9 eo QL nat ut 6 II 15 29 38 92° 113 345 
Ir Gona 25 25 52 74 83 Igo 184 202 977 


18.7 1:68 1:55 1:3.2 1:37 1:25 1318 1:28 


From the eighth to the eleventh year, there 
is a marked increase in the number of boys 
compared with girls, averaging out 7 boys to 
every girl. It is during this age range that 
the more socially obnoxious and aggressive 
behavior of emotionally disturbed boys be- 
comes much more markedly apparent than 
that of the girls. Society’s traditionally puni- 
tive attitude toward such aggressiveness 
thereby ensures the earlier institutional rec- 
ognition of mental illness for the boys. 

The last age group, from 12 to 15 inclu- 
sive, shows a return to a ratio of 1: 3.4 with 
the fifteenth year revealing a ratio of 1: 1.8. 
At least 2 factors would appear to be im- 
mediately inyolved in the lag in admissions 
regarding the girls: the fact that many of 
the girls’ symptoms involve only themselves 
and are of a rather passive character, and. 
the fact that families usually tend to be more 
protective and supervising for the girls. 

A study of the chief presenting symptoms 
reveals a semantical nightmare of adjectives 
utilized by law, education, medicine, and the 
lay public. Among the more exotic and in- 
exact are such descriptive complaints as 
these: unclean habits—uncouth bowel habits 
—indecent assault—lewd, wanton, and las- 
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civious person in speech and behavior— 
abominable and detestable crimes against na- 
ture—disobedience—incorrigible—and _stub- 
born child. By far the majority of presenting 
symptoms is voiced in legal complaints, 
mostly centered around assault (45 girls— 
145 boys), breaking and entering (3—94), 
larceny (9—128), runaway (34—55), tru- 
ancy (8—39), arson (2—13), stubborn child 
(56—68), and various complaints relating to 
sexuality as promiscuity ( 9—o), fornication 
—carnal knowledge (3—7), lewd, wanton, 
and lascivious person (2—17), and sexual 
perversion defined in terms of unnatural act- 
homosexuality, etc. (2—47). In regard to 
court observational studies, an ambiguous 
complaint used is that of “stubborn child,” 
which is to say that the person so accused 
does not “obey the lawful commands” of 
the complainant. There is no complaint re- 
garding stubborn adults, giving cause for 
some concern in the possible wide latitude 
of interpretation of the “stubborn child” 
complaint, which frequently is used to cover 
more socially stigmatic complaints. 

Such classical mental symptoms as hal- 
lucinations (17—27), ideas of reference (7 
—24), depression (6—29), anxiety (2—1 5), 
mannerisms (3—10), incoherence (7—13), 
withdrawal (10—19), muteness (13—14), 
hyperactivity (36—65), and mental retarda- 
tion (14—29) were also encountered as pre- 
senting symptoms., Masturbation (7—12), 
untidiness (14—22), noisiness (6—8), fire 
setting (6—45), enuresis (1—10), lying (2 
—8), disobedience (5—12), and temper tan- 
trums (18—52) comprise the complaints fre- 
quently disturbing the parents, 

As can be readily seen from the preceding 
abridged list, symptoms involving another 
person or his property are much more atten- 
tion-getting than symptoms more nearly 
confined to the self. In spite of the fact that 
one may not be in entire agreement with 
these adjectival attributes applied to the per- 
sonalities of our incoming patients, their 
mention focuses attention on long-held com- 
munity concepts regarding children that must 
be taken into account if the care and treat- 
ment of mentally ill children on an inpatient 
basis is to be at all comprehensive. Thus, 
such a unit must be Prepared to receive 
mentally ill children on the basis of degree 
of disturbance based on as reliable historic 
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fact as can be ascertained, rather than on 
the symbolic values of evilness, malice, guilt, 
or queerness, so often implied in the wording 
of symptoms, 

A graph illustrating the IQs registered in 
1,296 examinations of the psychologist (Fig. 
I) reveals a double-peaked curve with the 
first, low peak occurring in the IQ range 
from 11-20 and the second, high peak occur- 
ring in the IQ range of gt-100. The usual 
bell-shaped curve, obtained when large sam- 
ples of the population have been tested, is 
not duplicated with the mentally ill children 
of our experience. Rather, there has been a 
downward shift with a much heavier weight- 
ing of the curve in the IQ range 71-100 than 
from 101-130. Not infrequently, 20-to-30 
point fluctuation occurs as the course of the 
patient’s illness shifts. Where more than 
one examination has been done, the figure 
considered closest to optimal has been used. 
Reading and speech disabilities are commonly 
encountered in the 71-90 IQ group. With 
this weighting of the curve toward the lower 
side of the intelligence scale, it is apparent 
that special educational assistance and tech- 
niques need be more prevalent in a mental 
hospital for children than in the community, 
particularly in the convalescent phase of the 
illness. 

Utilizing the American Psychiatric As- 
Sociation classification of mental illness that 
was official during 1945-51, a tabulation of 
diagnostic categories was made, shown in 
Table 4. 

Whatever the shortcomings of such a 
classification are, there has been some value 
in such diagnostic sorting if only to point up 
certain areas in which a greater degree of 
differentiation is needed. This is particu- 
larly true of the diagnostic entity, primary 
behavior disorder in childhood, which diag- 
nosis was made in about one-half of all ad- 
missions (48.8%). The other major clas- 
sifications in order of frequency made were 
as follows: mental deficiency (13.4%), PSY- 
chopathic personality (8.8%), psychoneu- 
rosis (6.6%), schizophrenia (6.2%), psy- 
chosis with other changes of the central nerv- 
ous ‘system (4.8%), psychosis with mental 
deficiency (3.7%), epilepsy (2.1%), PSY- 
chosis with psychopathic personality (1.1%), 
undiagnosed. psychosis (0.9%), manic-de- 
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1 
pressive psychosis (0.4%), traumatic psy- 
chosis (0.3%), psychosis with epilepsy (0. 
3%), and no other condition (1.0%). 
Eighty percent of the diagnoses made fell 
within the category, “without psychosis.” 
Since 60% of all admissions were for obser- 
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an administrative standpoint. It would ap- 
pear more feasible to sort out from the com- 
munity those children who have demon: 
strated repeated difficulty in adjustment to 
various individuals and/or agencies, either 
dealing with, or being a part of, their prob- 


279 


! Fic, 1—IQs registered in 1 


Vational studies and the majority of these 
received recommendations that provided for 
treatment plans outside the hospital, the other 
40% (567 children) remained for a lengthier 
Period of time. Of these, approximately half 
Were placed in diagnostic groups regarded as 
„vith psychosis” and half were regarded as 
Without psychosis.” 
i As might be expected, then, the use of the 
etm “psychotic” serves little purpose from 


,296 examinations by psychologist. 


lems. A child who has been placed in 20 
different foster homes in 3 years will not 
profit by the twenty-first, no matter how 
“good” a home—a child leading race riots 
will not become less aggressive in response 
to physical or psychological intimidation— 
a child attempting to solve his problem by 
running away must ultimately be confronted 
by the problem when he stops—a child who 
feels inadequate in his ability to learn or 
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TABLE 4 
G. B. 
Primary behavior disorder............ 125 567 
Conduct disturbance... . 94 433 
| Neurotic traits. .... 31 134 
Psychoneurosis 33 60 
Mixed type.. 21 44 
Anxiety state.. i 8 
Anxiety hysteria. 7 o 
Psychasthenia ..... o 3 
Reactive depression. . . 4 5 
Psychopathic personality 17 109 
Mixed type.......... 13 78 
Asocial or amoral trends 4 15 
Asocial trends...... ° 6 
Pathological sexuality o 8 
Pathological emotionality. o 2 
„Mental deficiency.. 60 130 
Moron . 22 72 
Imbecile . 19 34 
Idiot .. 19 24 
Borderline intelligence. o > 
Posttraumatic behavior disorder o 3 
Postencephalitic behavior disorder I 3 
Epilepsy, idiopathic.............. Io 15 
Epilepsy, symptomatic. 2 5 
Schizophrenia ........ 38 51 
Other types... 24 41 
Catatonic - type. . 9 9 
Paranoid type... o 
Mixed type..... 3 o 
Hebephrenic type...... 2 o 
Manic-depressive psychosis............ 5 I 
Psychosis associated with organic 
changes of nervous Systems). oi 26 37 
Juvenile paresis............. Berets 2 
Tuberous sclerosis................05 I I 
Traumatic psychosis 
‘Posttraumatic personality disorder... o 4 
Psychosis with epilepsy 4 o 
4 12 
23 30 
I 
Imbecile i 3 
Idiot .... 8 6 
. Undiagnosed psychos: 6 7 
Other diseases. . I I 
No other condition. 4 II 
ELEKEA RAN SE Ace as... een ee 8 


achieve is not made adequate by an adult 
thinking he could do it if he only would—a 
child spending more time with his fantasies 
than in dealing with real problems in integra- 
tion does not just “snap out of it”—nor does 
a child who is confused by sexual miscon- 
ceptions cease his pattern of activity merely 
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because it is regarded as bad for his ‘health, 
All these individuals, though not necessarily 
involved to a degree irrefutably psychotic, 
must have some place temporarily affording 
them sufficient protection and understanding 
to permit themselves to regroup their assets 
in such a manner as to deal adequately with 
their problems. The opportunity is then 
available to make chronologically significant 
tracings of behavioral patterns, not only 
through direct observation under some con- 
trol of environmental and treatment vari- 
ables, but also to make repeated observations 
on the more marked deviations through out- 
patient follow-up and, when warranted, fur- 
ther inpatient studies, 

In the enquiry how the adult with be- 
havioral deviation develops his particular 
pattern of adaptation at least 2 points need be 
considered: (1) down which road has he 
gone? and (2) where was the point of no 
return? It appears logical to search not only 
in the earlier phases of illness in a more con- 
trolled setting than can be afforded by guid- 
ance work but to try to define the continuity 
between earlier behavioral difficulty and 
chronic mental illness, 

In conclusion, it is hoped that the presenta- 
tion of some of the statistics gathered during 
our first 6 years of operation may aid in 
further defining the problem posed in large- 
scale care and treatment of mentally ill chil- 
dren. An attempt has been made also to 
define the role of the children’s inpatient 
unit in society and the opportunities pre- 
sented for further investigation in the field 
of mental illness. 
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REACTIONS TO MUSIC OF AUTISTIC (SCHIZOPHRENIC) 
CHILDREN: 


ALBERT C. SHERWIN, M.D., New York, N.Y. 


This paper concerns itself with an in- 
vestigation of the reactions to music of chil- 
dren with infantile autism (childhood schizo- 
phrenia). For this purpose 3 children, A, B, 
and C, displaying characteristic pictures of 
infantile autism, were selected for special 
study at the Payne: Whitney Psychiatric 
Clinic. Two of them, A and B, were identical 
male twins, a situation of special interest in 
itself, since no autistic twins, and in fact no 
2 children in the same family with this dis- 
order, have been thus far reported in the liter- 
ature. These 3 children were diagnosed as 
autistic according to the criteria set down by 
Kanner, who regards infantile autism as the 
earliest form of a schizophrenic reaction in 
which no normal development has taken 
place(4). 

_ The problem appeared to be of special 
significance, because the occurrence of un- 
usual reactions to music seems to be a fre- 
quent finding in autistic children, although 
a definite statement in the literature concern- 
ing the statistical frequency of such a phe- 
nomenon is lacking. Despert has stated to 
the writer (unpublished) that a unique re- 
action to music is, in her experience, a general 
finding in autistic children. Beata Rank 
indicates that in atypical children (a nomen- 
clature that appears to include children clas- 
Sified by other writers as autistic or schizo- 
phrenic) an unusual musical ability is a 
frequent finding (7). Case histories of autistic 
children reported in the literature often 
Mention an unusual interest in, unique re- 
Sponse to, ability for, or production of, music 
(2-4, 7). Kanner, who in 1951 reported on 

aving seen nearly 100 of these children(5), 

as indicated a frequent unusual memory for 
Songs—in addition to rote memory for other 

nings such as poems and lists of names. He 
Cites examples of one infant who could re- 
Produce 37 nursery songs, and another who 
Could distinguish between 18 symphonies (4). 
Z an unpublished statement, he says, “Most 


— The New York Hospital and the Depart- 
Gent of Psychiatry, Cornell University Medical 
ollege, New York. x 


of the parents made some reference to the 
children’s interest in, or fondness for, music. 
.... ‘Music,’ in these reports, included a 
considerable variety of items : humming, sing- 
ing, listening to songs, more or less selective 
interest in radio music, taking part in group 
singing, identification of tunes, recognition 
of victrola records, playing pieces on the 
piano.” 

Despert in an unpublished statement to the 
author characterizes reactions to music of 
autistic children as unique, indicating aspe- 
cial preoccupation with, and a special ability 
for, music without, however, utilization of 
the latter in a normal manner. From perusal 
of literature, one might describe the reactions 
to music of autistic children’in general terms 
as (1) an unusual interest in music, (2) a 
tendency to sing differently from the average 
child, and (3) an oftentimes unusual ability 
to reproduce familiar pieces with extraor- 
dinary accuracy. 


EXPERIMENTAL AND OBSERVATIONAL 
PROCEDURES 


In the present study, the following experi- 
mental and observational procedures were 
devised : (1) In the cases of the twins, A and 
B, special attention was given to their singing 
over an 8-month period during weekly thera- 
peutic sessions. Toward the end of this 
period 2 special experimental sessions were 
held, in which the singing of both children 
was simultaneously recorded by a Revere 
Tape-Recorder. Observations were made on 
the clinical manifestations occurring in con- 
nection with the singing. Attention was also 
paid to stimuli that appeared to induce or 
affect the singing. Musical notations of se- 
lected examples were made by the writer 
later from the recordings. All but 3 of the 
notated examples to be presented in this 
paper are taken from these recorded sessions. 
(The author relied on his own musical train- 
ing for the notation and explanation of these 
examples.) In the case of C, a similar re- 
corded session was held, along with the use of 
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various stimuli, without, however, the oc- 
currence of singing. (2) In the cases of B 
and C, careful observations were made of 
the reactions of the children to selected music 
played on the piano by the writer. Special 
attention was paid to reactions to repetition 
in music, familiarity, different registers (high 
or low on keyboard), discords, and incom- 
- plete endings. In the case of C, such observa- 
tions were made during 2 special experi- 
mental sessions. In the case of B, where the 
author was also the therapist, observations 
were made during weekly sessions over an 8- 
month period; some therapeutic application 
-of the use of music, to be described, was also 
attempted. 

The 3 case histories will now be given in 
summary. History of reactions to music will 
be presented separately and in detail, prior 
to the presentation of experimental findings 
and observations in each case, 


CASE MATERIAL 


The twins, A and B, are the children of a narcis- 
sistic, rather detached, attractive, and immature 
mother and a compulsive but intelligent father. De- 
livery and first days of life of both children were 
esséntially normal. Little of an abnormal nature 
was noted by the parents in the first 9 months of 
life, except that the infants appeared to be some- 
what unresponsive to adults. To quote the mother 
in regard to the older twin, A—her particular fa- 
vorite—“he had a glassy stare and looked right 
throygh me,” It was after the first year of life 
that the father, in particular, became gradually con- 
vinced that there was something wrong with the 
children. By contrast, the mother remained strangely 
detached and unconcerned up to the time of admis- 
sion. After a brief period of playing with each 
other at 9 months, the larger of the twins, A, be- 
came aggressive to the smaller, B, hitting him fre- 
quently, after which A and B began to ignore each 
other, eventually almost completely, Around the 
age of 1 year, prolonged rocking motions and the 
banging of heads against the wall were observed. 
Motility development in both cases was, if anything, 
extraordinary in the agility achieved, especially in 
the ‘case of B, who was the more active. Bowel 
training at a year and a half was rejected and not 
understood. Feeding difficulties appeared in both 
children, more Pronounced in the younger, B. Speech 
did not develop normally. 
the time of admission at age 33. A had said “Mama” 
and “Papa” from the age of 12 months without ap- 


the last year he had said “No” with apparent desire 
to communicate, During their second year it became 
increasingly clear that the children were essentially 
unresponsive to adults. Verbal demands were char- 


———— 
Ge ee 
acteristically ignored. In fact, only an interest in 
music on the radio, and records, especially pro- 
nounced in A, prevented the parents from suspecting 
deafness in the children. A was clinging and tena- | 
cious to his mother, ignoring all other adults, B 
appeared somewhat more responsive to his father 
than to other adults, but in general ignored all 
people. | 
From age 18 months on, the father sought treat- 
ment and medical examinations for the children, 
Initial formulations were based on possible jealousy ry 
between the children, and the parents were advised 
to separate them. It was not until almost age 3 
that a diagnosis of infantile autism was finally estab- 
lished by Dr. J. L. Despert, to whom the children 
were referred. The children first came to the Payne 
Whitney Clinic for examination around the age of 
34. It was decided that because of A’s relationship 
with his mother he would best be treated by a fe 
male therapist whereas B, who appeared to relate 
best to his father, came under the writer’s care. At 
this time the following behavior in each case was 
displayed: A restricted his diet to baby food, wet i 
himself every night and frequently during the day, 
was not bowel trained, compulsively scratched the 
floor with sharp objects and pencils, displayed com- 
pulsive rocking motions, oftentimes would bite him- 
self or hit himself, spoke infrequently with limited” 
vocabulary and without much apparent desire to — 
communicate, achieved extraordinary symmetrical © 
Patterns in playing with blocks or other objects, 
strove consistently for sameness in environment, 
appeared especially Preoccupied with music and 
singing and more interested in objects than people. 
B was rather more agile and active than his brother, 
less responsive to people, did not speak at all, had 
more pronounced feeding difficulties, and whereas 
rocking motions and tantrums were frequent he did | 
not hurt himself so much. He was especially pre- 
Occupied with light and shadows, rather more than 
his brother who, however, also displayed such in- 
terests. He was fascinated by mechanical gadgets} 
play was less varied and consisted of compulsive 
turning on and off of lamps, which occupied most of , 
his attention, and in unraveling of string. Interest 
in music was less marked than in his brother. At 
the time of admission and during most of the thera- 
peutic course, B was almost completely separated 
from his brother and cared for during the day by a 
rigid, ignorant, and rather rejecting woman, hired 


f 


. by the parents, 


The children were first seen in April 1951. Ther- 
apy continued until January 1952. In the first 6 
months both children showed some improvement. In 
the case of A, feeding difficulties decreased; the 
child became somewhat more responsive and less 
anxious. In the case of B, improvement ‘was 
slightly more marked. Responsiveness to adults in- 
creased more. Speech appeared for the first time 
with the word “car,” which brought B to the clinic. 
He became more responsive to verbal demands, 
especially those of the therapist. Feeding improved ‘ 
greatly. Both children appeared to form meaningful 
relationships with the therapists in contrast to the 
beginning when the therapists were completely 
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ignored or treated as objects in the room. Part of 
each weekly therapeutic session was devoted to hay- 
ing the twins and therapists together in the same 
playroom. In the last 4 months of therapy many of 
the gains were lost. This situation was attributed to 
growing family unrest, tension, and anxiety that 
was reflected in the children. Clinic visits were can- 
celled, especially in the last month. The children 
were finally taken, in January 1952, to the James 
Jackson Putnam Children’s Center. They returned 
briefly after 10 days of observation there, prior to 
a prolonged period of observation and therapy at 
the Center. 

The third case studied is that of C, first seen at 
the Payne Whitney Clinic in November 1950 at the 
age of 3, On admission complaints were as follows: 
the child did not speak, there was no contact with 
other children or with adults except with his mother, 
to whom he was clinging and extraordinarily pos- 
sessive. Affection for mother was demonstrated by 
a strange kind of kissing in which he would place 
his mouth upon her face, making strange noises and 
rolling his eyes. Play was compulsive and restricted, 
and oftentimes destructive. Principal preoccupations 
consisted in listening to music and observing his 
shadow. Sleep was disturbed. Toilet training was 
not completely established and bladder control al- 
most completely lacking. Temper tantrums and 
head banging were frequent. Feeding difficulties 
were pronounced, the patient refusing anything but 
baby foods, He exhibited a characteristic desire for 
sameness in environment, including many demands 
for special positions of objects associated with 
routines. The child was delivered by Caesarean 
Section. There was no breast feeding because it was 

tepulsive” to the mother. He sat up at 6 months, 


Stood up at 9 months, and walked without support - 


at 12 months. Activity, however, was somewhat 
limited and the child was often rather motionless. 
Until the age of 2 he was extraordinarily withdrawn 
and inactive. Between 2 and 3 he became mofe ac- 
tive, restless, and outgoing. The mother is a singer, 
Compulsive, anxious, and rather detached, or puni- 
Agi Stutters severely, and has had some treatment 
or emotional problems. The patient was treated for 
if e year at the Payne Whitney Clinic by a female 
Wane until November 1951. In the course of 
sae the child developed a meaningful relation- 
Na with the psychiatrist. Bowel. training and 
‘ive i. control improved, He became more respon- 
RA adults, especially his father, and singularly 
tion affectionate. „In the 4 months since termina- 
a k treatment improvement has continued. He 
P reaa more outgoing, less restless, more re- 
cies to verbal demands, but speech is still very 
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aie to the unique musical reactions of these 
At Fen, those of C will be dealt with first. 
ae age of 14 months, C revealed special 
ee and absorption with music. He 
ae d stand motionless for long periods lis- 

ing to it. At the same time he reproduced 


notes of the scale with extraordinary accu- 
racy of pitch. At the age of 17 months he 
spontaneously repeated in full a well-known 
aria from Don Giovanni immediately after 
his parents had sung it. From the age of 18 
months to just before 3 years, C sang a re- 
markable repertoire of music consisting of 
symphonies by Mozart and Haydn, songs by 
Schubert and Brahms, selections from Car- 
men, the Tschaikowsky Piano Concerto, and 
diversified well-known songs. Singing would 
occur spontaneously. It could never be in- 
duced by verbal request, but singing of the 
melody would precipitate its reproduction by 
the child. If the last note were omitted, the 
child would supply it correctly. In addition, 
the child would transpose the melody to a 
pitch level in which his voice could reproduce 
it. He would also improvise on, and vary, 
known melodies. Occasionally the child 
would sing apparently original tunes, the 
nature of which is not recorded by the par- 
ents. Such singing discontinued just before 
the age of 3 at which time the child was be- 
coming somewhat more outgoing and im- 
proving in general behavior although speak- 
ing little. After age 3 and during and after 
the therapeutic course, no such unusual sing- 
ing occurred. Preoccupation with, and in- 
terest in, music has become somewhat less 
strong although still present to an unusual 
degree. When the child sings at present 
pitch is no longer accurate and singing re- 
sembles that of a normal child his age. 

The child was seen by the writer at the age 
of 44 in January 1952 in 2 experimental 
sessions. In the first part of these sessions, 
the writer played on the piano for the patient. 
In the first session, selection of pieces was 
based upon considerations evolved from ex- 
perience with children in the patient’s age 
group. In the second session the pieces played 
were almost entirely those indicated by the 
father as being familiar and having been re- 
produced by the patient in the second year 
of life. In both cases the child stood almost 
motionless, extraordinarily absorbed in the 
music with no apparent difference in the 2 
sessions. After a time he indicated a desire 
to sit on the lap of the therapist, occasionally 
placing his hands on the writer’s hands and 
‘sometimes playing the piano himself. His 
piano playing was far from haphazard and 
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indicated an attempt to reproduce the tones 
played by the writer. In the second session 
attempts were made to evaluate the nature of 
the patient’s receptivity to music. At all 
times he appeared to desire the continuation 
of music constantly thrusting the hands of 
the writer back onto the keyboard at any 
' point when he discontinued playing. This 
occurred when the playing was stopped be- 
fore the end of a piece, or at the end, that is 
to say, whether or`not a musical tension was 
created, He did not appear to react to dis- 
cords or false notes, to familiarity to pieces, 
to changes in harmony or key or rhythm. 
Finally ‘a so-called “Perpetual Motion” by 
Poulenc, in which a central series of thematic 
phrases are repeated endlessly according to 
the desire of the player, was used. The writer 
repeated these about 20 times. Through most 
of this the patient indicated little response. 
Toward the end, he retired twice to the bath- 
‘room, probably representing a diminution of 
attention and little else since the patient had 
previously displayed interest in the bathroom. 
During the second half of the second session 
(recorder ayailable), the writer also endeav- 
ored to produce various stimuli that might 
produce differential emotions and, in turn, 
singing, Such stimuli consisted of accepting 
and demonstrating affection to the patient, 
frustrating the patient in compulsive play 
(as for example, taking away an object with 
which he was playing), creating an anxiety- 
provoking-situation as, for example, demon- 
strating the tape-recording machine, singing 
to the patient and speaking with requests 
and possible interpretations. No singing took 
place. The patient responded to provoking 
stimuli by groaning and struggling. Altera- 
tion of sameness of environment apparently 
did not affect him, The writer considers it 
of special importance that, in the period of 
improvement and increased development, 
preoccupation with music and extraordinary 
singing decreased. 

Regarding the musical reactions of the 
twins, A will be described next. He was 
profoundly absorbed in listening to music 
from at least the age of 14 years. He also 
sang scales perfectly (checked by writer). 
He sang frequently—especially folk songs, 
but also selections from the Pastoral Sym- 
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phony. In his therapy, except for one session, 
A was never exposed to any listening to 
music, except for singing on the part of his 
therapist, with variable response. It was 
noted that, when the child appeared espe- 
cially anxious, singing was characteristically | 
high-pitched and rapid. In addition, motives 
or parts of the melody were repeated, end- 
lessly at such times, often to the accompani- 
ment of rocking. These parts were sometimes 
repeated in sequence in rising pitch. No 
words were ever used. It should be noted 
that, in musical language, sequential rise in 
pitch and repetition of motive with greater 
rapidity denotes rising tension to composers, 
musicians, and, in fact, those sensitive to 
music. In the playroom the singing of a 
familiar tune would often induce a smile in — 
A. At times this response represented the 
only indication of a relationship to the people 
in the playroom, Also, it seemed to be the 
most available means for quelling anxiety. 

The following examples of A’s singing 
were recorded on a morning when he was 
exceptionally anxious. He immediately went 
to his favorite seat on the window sill and 
would not budge from it during the entire 
session. There were constant rocking mo- 
tions in rhythm to his singing. It is to be 
noted, too, that the singing of the child did 
not appear to modify his emotional state in | 
any way, although singing to him may have 
had a slight soothing effect. 


| 


Case A—Examples of Singing (no words) 


Example ()—Mimicry of phrase, first sung 
by therapist, at higher pitch (scteati- 
ing) indicating anxiety : 


a 


Cece rict) 


Example (2)—Untiring repetition with little 
change of long phrases of song, Mock- 
ing Bird Hill. This song was on a record 
frequently played by patient at home: 
The song was sung at high pitch but 
essentially accurately as to intonation; 
it was also rendered at brisk tempo #1 | 
breathless style, tones sounded with 
“da” syllable: 


AR 
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Example (3)—Nursery rhyme (Twinkle, 
Twinkle, Little Star), sung in high 
pitch, with screaming, variation of mel- 
ody, and upward distortion of pitch and 
tonality from A to C (patient generally 
sang with extraordinary accuracy) : 


Example (4)—Single musical phrase involv- 
ing 2 tones spontaneously produced and 
repeated many times; 


Example (5)—Simple 2-note phrase, spon- 
taneously produced, modified to higher 
pitch in course of repetition and finally, 
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Instead of 


o Fe See 
Comme eS Cea : 


at a climax of anxiety, repetition of 
phrase at twice the speed (diminution 
of time value of notes) : 


Example (6)—Example of an original, more 
complex phrase, consisting of long notes 
accurately sung; phrase shows rather 
rigid organization, a perseveration of 


Example (7)—This is a repetition of Mock- 
ing Bird Hill later in the morning when 
the child’s anxiety had mounted even 


Example (8)—Final example was recorded 
on morning when A appeared happy and 
more relaxed. Rock-a-bye Baby (with- 
out words) was sung accurately and 
quietly at a much lower and comfortable 
Pitch, and moderate tempo: 


th To my knowledge this last example was 
€ first time that the child selected a tune 
(Rockea-bye Baby) appropriate to his ac- 
a P At this point he was playing at the 
inne Suse, fondling a crib, and after his sing- 
an tially retiring in a rocking position 
We e therapist’s arms. Frustrating stimuli 
ra not used, but in the second session 

F al interpretations, direct requests, and 

monstration of affection failed to produce 


rhythmic pattern almost to end (whole 
notes) and clinging to tonality—tones 
here are mouthed (hum sound) : 


further. There is a “disintegration” or 

“fragmentation” of melody with only 

fragments emitted at very high pitch : 
> 


singing. Singing induced the infrequent sing- 
ing of the same or a different melody as well 
as a smile. It should be added at this point 
that in the first recording session the machine 
was not completely out of view and indeed A 
spotted it from the very outset, responding 
with closing of eyes and an expression sug- 
gesting photophobia. This undoubtedly added 
to the anxiety that the child brought origi- 
nally to the clinic at that time. In the second 
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session several weeks later the machine and 
mictophone were well hidden and as far as 
is known the child did not respond to any 
evidence of its presence. 3 
In the case of B, his interest in music was 
said to be less marked than A. However, he 
sang simple songs a great deal about the 
house for 18 months, less accurately, though, 
than A. In the clinic, the reproduction of 
well-known tunes attested to by the parents 
was almost never seen except for one in- 
stance, in December 1951 when he would 
sing phrases of “Jingle Bells,” a special 


In the next few months, B would occasion- 
ally sing phrases more complicated and not 


In the last few months of therapy in which 
B was somewhat less responsive, singing 
increased, but became less accurate in pitch, 
and completely unrecognizable as regards re- 
production of any specific tunes. The author 
could not sense in these any desire for com- 
munication but rather a subjective expres- 
sion of particular emotions involved. 


Example (2)—A rapid humming of vague 
intonation and simple phrases without 
clear metre, accompanying hyperactivity, 


favorite of his. However, in the beginning, 
B. would sing simple 4-note melodic phrases 
accompanied by a rocking motion and ex- 
treme anxiety. These phrases were repeated 
continually as he stood in a corner urinating 
next to the door, indicating a constant desire — 
to get out. Examples of such phrases follow; 


known to the therapist, as for example the 
following : 


Case B—Examples of (Recorded) Singing 
(no words) 


Example (1)—Rhythmically irregular must 
cal phrase vaguely and rapidly intonated 
consisting of 2 tones, accompanying 
frantic play activity, blending into cry 
when frustrated : y 


aS 


perhaps distortion of tune heard, oF 
original phrase—sounds like fragments 
with little resolution or completeness: 


(high-pitched 
cry) 


I ee ee ee eee 


Example (3)—Like (2) only higher pitched, 
more lively, humming, during play ac- 
tivity, simple phrases or fragments, un- 


repeated and sometimes loosely related 
(especially third fragment) : : 


Example (4)—The last example was re- 
corded on a day when patient was more 
relaxed. At this time his brother was 
panicky. He sang at moderate speed to 


what sounded like the word “good” at 
low comfortable pitch in very well-de 
lineated and somewhat familiar musical 
phrases—note also relative completeness 
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in contrast to unresolved nature of (2) 
and (3). 


pe al, Co os OO = 


In addition, in the case of B, who was 
treated by the writer, starting from the third 
session the writer played the piano for the 
child for about 10 minutes of each session. In 
general the same selections were repeated each 
time, with perhaps 1 or 2 new pieces added 
each 2 or 3 sessions. Compositions chosen 
were mostly rhythmical. B’s initial and char- 
acteristic response was one of rocking in 
time to the music. Rocking characteristically 
would continue about a quarter of a minute 
after music terminated. It was noted even 
in the first few sessions that anxiety could be 
modified by playing the music. For example, 
the child would indicate desire to leave the 
room and stay by the door, rocking. With the 
playing of the music the child would approach 
the therapist, appear calm, and climb into his 
lap. The child appeared to relate to the thera- 
pist in terms of the music and the piano. 
He would place his Hands on those of the 
Writer and occasionally play a few scattered 
notes on the piano. After about 6 sessions he 
Would indicate his desire for the music to 
Continue by pushing the hands of the ther- 
apist toward the piano or even guiding the 
Writer to the instrument. In the seventh 
month he was indicating selectivity for pieces. 
Sometimes familiarity appeared to be a fac- 
tor, but mostly it seemed to be based largely 
on rhythmic content, the child preferring 
those with a strong rhythm., It did not seem 
to matter whether the rhythm was basically 

uple or triple, that is, in march, fox-trot, or 
Waltz form. Register also did not seem to 
Matter except that he appeared to reject 
Pleces in a very low register, that is to say, 
far down on the piano. Discords did not ap- 
Pear to upset the child. Finishing before the 
Conclusion of the piece also appeared to have 
i definite effect. The child’s appreciation of 
€ piano as an object that created music 
řeached a culmination when on one occasion 
alee to climb into the piano. ae 
made this possible by pulling out the 
Penden music Ee on ‘which the child 
“aned and which could well have broken. 


In addition there was little doubt that the 
responsiveness to the therapist was originally 
based upon the association with his produc- 


_ ing the music. 


Discussion 


Despert, in a statement to the writer, out- 
lines the possible significance of the general 
occurrence of unique reactions to music as 
follows: First she comments on the excép- 
tional acuity of these children to sound and 
vibrations, much like that of primitive 
peoples. She interprets the interest in music 
as a possible secondary factor based upon 
the preference of the children for relation- 
ships to objects rather than to people who 
create words. She considers it as part of the 
total “obsessive preoccupations” of these 
children, for example, with sound, light, or 
various objects, or play. However, she also 
mentions the possibility that it may be a`, 
primary factor, that is to say, that the pre- 
occupation with music serves to prevent the 
development of the means of human com- 
munication through language rather than be- 
ing the result of the barrier of such human 
communications. In regard to the last point 
I would say that although in most cases the 
singing of these children appears to be an 
experience associated in some way with the 
emotional state or fantasy life and is not 
specifically communicative in purpose, there 
is evidence that occasionally the autistic child 
may use music as a form of real communica- 
tion. For example, a mother of another autis- 
tic child recounted to me how, when her 
child displayed curiosity and interest in some 
bride and groom dolls, she told him what it 
was and then sang “Here Comes the Bride” 
with the words. Several days later the child 
indicated a desire to play with the dolls by 
singing the musical phrase without the words. 
A’s “Rock-a-Bye Baby” without words, and 
desire shortly after to lie in his therapist’s 
arms, may represent another example of this. 

The possibility that a musical environment 
may be involved in cases of autistic children 


who display special ability for, or preoccupa- 


tion with, music should be mentioned. The 
parents of C were both singers, and the 
mother of the twins frequently sang to the 
children. Moreover, Kanner’s comment(5) 
about the frequent intellectual sophistication 
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of the parents (universal in his series) fur- 
ther suggests that music and fine records may 
play a greater part in the environment of 
these children than in the average home. It is 
nevertheless significant that such children 
would demonstrate interest in the music 
while rejecting most other features of the 
environment. 

Further theoretical speculations on the 
significance of this unique interest in mtusic 
may be offered. For example, it has been sug- 
gested in the literature that the appreciation 
of music is based upon very early instinctual 
foundations and that music is a language be- 
longing essentially to the prephallic or infan- 
tile narcissistic period (6, 8). If these autistic 
children do indeed represent some extreme 
fixation upon some early stage of infantile or 
narcissistic development, then the excessive 
or unique musical. preoccupation would ap- 
pear to belong to the period on which the 
child is fixated. Surely that is a far more 
reasonable formulation of the general appear- 
ance of startling musical preoccupation or 
ability than to say that most autistic children 
are at the same time endowed with special 
musical talent. Indeed, what we call musical 
talent may in fact be associated with some 
degree of fixation on some such infantile 
period. 

It is also possible that these children may 
be especially receptive to music because it is 
inherently not so specifically as communica- 
tive a language as speech. Indeed, in the 
average person it is mostly a purely subjec- 
tive response not designed to communicate 
anything specific to another individual. Even 
musicians who play for others may often- 
times be concerned more with narcissistic 
desires to impress than actual desires to com- 
municate specific emotions or ideations. In 
this regard it is interesting that many autistic 
children who reproduce music do so without 
accompanying words. When they speak 
words they often do so ina sing-song manner 
as if to deny that the words have any special 
meaning for communicative purposes(1, 5). 
One might speculate that these children use 
and respond to words in a manner similar 
to music, as if words were just like musical 
sounds. A description of frequent repetition 
of word phrases at mounting volume and 
tempo by a 4-year-old schizophrenic boy(1) 
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strongly resembles that of some of A’s sing- 
ing. Perhaps the clue to understanding the 
autistic child’s reaction to words lies in part 
in an understanding of his reaction to music, 
For it is possible that, however detailed the 
examination of word production by these 
children may be, results may be difficult to 
obtain because we cannot divorce from our 
thinking a natural inclination to consider 
words only as a communicative means. Musi- 
cal productions, however, which are not spe- 
cifically communicative even for the average — 
individual, may be for the trained observer 
easier to understand and throw further and 


‘ja 
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volved. In other words, musical production 
and reactions of autistic children may resem- 
ble more closely those of the normal adult, 
than their reactions and utilization of speech 
and words do. At the same time, however, 
many musical reactions are intimately bound i 
with the psychopathologic process, and theit 
investigation may prove fruitful. 4 

Indeed, the vocal examples and reaction to 
music contain features that may well repre- 
sent psychopathologic manifestations with 
which they are associated clinically. Thus, 
anxiety or fright seems expressed by the 
high-pitch level and pitch distortions under 
these conditions, the needless and quickening 
repetition of themes, sometimes at mounting 
pitch levels, and apparently frantic fragmen- 
tation or disintegration of the themes. Pre- 
occupation and perseveration are also ap- 
parent. Obsessive-compulsive mechanisms 
are in addition suggested. 


There is also considerable evidence that- 


music represents a therapeutic approach, at 
least for the purpose of making contact with 
these children, and may actually contribute 
to improvement. On the other hand, in case 
C, with the improvement, the interest in 
music was lost. This observation suggests 
the possibility that utilization of music may 
not necessarily be beneficial, since it might 
result in furthering fixation at the infantile 
level. 


\ 


SUMMARY AND CONCLUSIONS 


Reactions to music of 3 autistic children, 
2 of them identical twins, were studied. 


- There is considerable evidence that unique 


musical reactions constitute a general finding 


revealing light on the psychopathology in- E 
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in autistic children. Investigations on 3 autis- 
tic children indicate that musical reactions 
are intimately bound with psychopathology ; 
that reactions consist of a preoccupation and 
unusual absorption in music, a rote memory 
for melodies, a preference for singing over 
speech, a use of singing occasionally as a 
communicative means but more generally as 
an expression of an emotional state, and a 
response to music heard with rhythmical 
motions and easing of anxiety. There was 
also some evidence that improvement was 
associated with a decrease in intensity of 
interest in music. The possibility that the in- 
vestigation of such musical reactions might 
provide further clues to the psychopathology 
involved, as well as new leads for therapeutic 
approaches, was discussed. 

These preliminary findings indicate a need 
for further investigation of an important fea- 
ture in the clinical picture of infantile autism, 
namely, the reaction to music. Such study 
might well lead to further understanding of 
the condition, Determination of exact dif- 
ferences in the reaction of autistic children 
to music and the reactions of normal children 


would seem an important part of such a 
study. The possibility of a therapeutic ap- 
plication of music is suggested, but any state- 
ment as to its efficacy would be premature. 
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A STUDY OF THE ELECTROENCEPHALOGRAM AS RELATED TO 
PERSONALITY STRUCTURE IN A GROUP OF INMATES OF 
A STATE PENITENTIARY * ; 


SOL LEVY, M.D.,2 Mepicat Lake, WASH., AND MARGARET KENNARD, M.D.,3 Vancouver, B.C, 


Throughout the years early attempts to 
study the causes of criminal behavior placed 
the emphasis chiefly upon the hereditary 
anlage and upon physical factors. Later, in- 
fluenced by Lombroso’s(13) anthropological 

-studies, the hypothesis of physical inferiority 
among criminals was generally accepted. 

~- More recently, the introduction of psycho- 
biology and the growth of genetic dynamic 
concepts in psychiatry have resulted in a 
complete reorientation within the field of 
criminology. Although this new orientation 
has produced a better understanding of the 
causative factors at work in criminal be- 
havior, the problem is still a complex one 
and a great variety of factors that have con- 
tributed to the formation of criminal behavior 
patterns are still unknown, 

In a previous study(12) an attempt was 
made to discover the outstanding personality 
factors among the population of a state peni- 
tentiary as demonstrated by the Minnesota 
Multiphasic Personality Inventory (MMPI) 
(7). In that study, based on the MMPI rec- 
ords of 600 consecutive admissions to a state 
penitentiary, it was demonstrated that the 
personality profiles of criminals convicted for 
crimes of violence differed from those of 
criminals convicted for nonviolent crimes, 
since the latter had much higher tendencies 
toward psychopathic traits than did the 
former group, which in general showed a 
greater tendency toward neurotic traits or 
other forms of poorly balanced personalities. 

In the present investigation an attempt has 
been made to discover whether any relation- 
ship exists between type of electroencephalo- 
gram (EEG) record and the personality 
structure in a group of inmates of this same 
state penitentiary. The possibility of such 


_ 1 Read at the ro8th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J. 
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a relationship had been suggested by a num- 
ber of previous studies, indicating that. ab- 
normal behavior may be related to abnormal ` 
EEG(6, 9, 17). This has been demonstrated | 
in relation to mental disorders(6) and to ~ 
delinquency. in children(10, 11). In the 
criminal population the incidence of abnormal 
EEGs has been fotind to be lower than that 
of inmates of mental institutions, but higher 
than that of so-called normal population, 
Gibbs and co-workers(2) found that the in- 
mates of a city jail showed a slight increase 
in abnormality in their EEG records, while 
Gottlieb and others(5) found many abnormal 
records related to psychopathic personalities, 
Diethelm and Simons(1) reported a similar 
increase in abnormal EEGs in a group of 
psychopaths. Stafford-Clarke and Taylor 
(16), furthermore, reported that the EEG 
of murderers who had executed their crimes 
with unpremeditated violence contained a sig- 
nificantly higher number of abnormal records 
than did those of murderers in whom the 
crime was premeditated and less immediately 
impulsive, Finally, psychomotor seizures 
have been thought to be the cause of some 
impulsive criminal behavior(3, 8), and Hill 
and his associates(8, 9) have discovered that 
theta activity at 4-6/sec., lying chiefly in the 
temporoparietal regions, is directly associ- 
ated with paroxysmal rage. 


MATERIAL AND METHOD 


Since this study had to be limited in scopes 
only 100 of the 600 original inmates ‘who 
were used for the study with the MMPI ~ 
were given EEGs. All were males between 
the ages of 18 and 55 with IQs of 70 Of 
above. The upper limit of 55 years was set 
because it was felt that in an older group 
arteriosclerotic disorders might complicate 
the cerebral picture. Inmates with IQs below 
70 were excluded because in those cases the 
meaning of the MMPI might be different 
Fifty of the 100 subjects were chosen irom , 
the group convicted of violent crimes, and 50 
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from that of nonviolent crimes because of 
significant differences that had appeared in 
the previous MMPI study(12) and because 
the quality of aggressive or impulsive be- 
havior was one that previous observation had 
shown to be significant in relation to the 
EEG. Inmates convicted of sex crimes, a 
separate category in the previous study, were 
excluded. 

The MMPI records, generally speaking, 
fell into 3 groups, 2 of them distinctly out- 
lined and the third somewhat mixed. The 
first group contained the MMPI profiles 


Fic. 1 MMPI average according to the various 
diagnostic groups. 


Pd'Group Normal Group == == » 


Non-Pd Group + + e + 


with an abnormal high peak in the Pd scale 
indicating psychopathic deviation ; the second 
group contained profiles with no abnormal 
Peaks whatsoever indicating normal per- 
sonality ; and the third group contained those 
Profiles showing abnormal peaks other than 
the Pd, indicating a personality deviation 
other than psychopathic. 

One-third of the patients in both the vio- 
lent and nonviolent groups were selected be- 
Cause of a high “Pd” score with no other 

MPI peaks; another one-third in each 
group had a perfectly normal MMPI profile 
with no peaks whatsoever ; and another one- 
third had elevations other than Pd on their 
MMPI profiles (Fig. 1). 
_ The procedure in charting the MMPI pro- 

les is to consider scores above 70 as ab- 


normal for each specific trait. Thus, normal 
evenly distributed personality profiles show 
no peaks above the 70 level. Exceedingly 
high peaks appear in the Pd category in the 
majority of the cases in the first group, many 
of them being over 80, The third group, in 
which characteristics other than those of the 
psychopath predominated to a degree above 
the normal, is admittedly somewhat of a 
wastebasket, but is probably significant be- 
cause of the unusually high peaks of various 
sorts that appear. Depression, hypochon- 
driasis, hysteria, and schizoid tendencies had 
the majority of peak abnormalities here, and 
when occurring together in one person must 
in many instances indicate a high degree of 
neuroticism. 

The subjects were told that the EEG test 
was not obligatory, but that, like their pre- 
vious psychological tests, it might be for their 
own good. Some reassurance was necessary 


in a number of instances to the effect that ` 


this was not a machine that could “read the 
mind,” “lie-detect,” or “tell whether you were 
crazy.” Under these conditions 5 subjects 
refused to take the test; the 100, together 
with many others who were being examined 
for routine reasons, underwent the procedure 
with no more or no less curiosity or anxiety. 
than any other group of subjects “on the 
outside” might show under similar test 
conditions. 

All subjects were questioned at the time of 
recording as to head injuries and various 

pes of seizures and blackouts. A mimeo- 
graphed sheet had been prepared for use in 
filling out these data. Other information 
was obtained later from the case records. 

A Grass, 4-channel, model 3 EEG ‘ma- 
chine was used, which had been set up in an 
isolated and quiet room within the peniten- 
tiary. Records were made in the routine 
fashion, 8 needle electrodes being applied 
respectively to frontal, parietal, temporal, and 
‘occipital regions of each side. Hyperventila- 
tion was carried out for 2 minutes at the close 
of each test. 


RESULTS 
EEG ABNORMALITY 


Thirty percent of the 100 EEG records 
were considered abnormal. This may be 
compared with the 5-10% usually found in 
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the normal population(4) and 50-60% 
among inmates of psychiatric hospitals(6, 
11). Among the 2 groups, those committing 
violent and nonviolent crimes, this same 
ratio, namely 30% abnormal and 70% nor- 
mal EEG, was found. Because of previous 
evidence suggesting that violent and unpre- 
meditated actions might relate to paroxysmal 
EEG activity, the data with regard to crimes 
of violence were resorted. Instead of making 
the division between violent:and nonviolent 
crimes from the conviction designations, dif- 
ferentiation was made from evidence in the 
case histories. Under this rearrangement all 
subjects placed in the violent group had 
shown some type of violent behavior in re- 
lation either to a previous crime, to the 
present crime, or to their conduct within 
the prison. Thus, for instance, a conviction 
of armed robbery, such as holding up a gas 
station, which had been considered a crime 
of violence, would not necessarily place the 
subject in a violent group unless he had 
struck or injured someone at the time. On 
the other hand, a subject convicted of lar- 
ceny, which would appear as a nonviolent 
crime, might have had several previous con- 
victions for assault, which would then place 
him within the violent group. However, 
when so rearranged, no difference was found 
either in the percent abnormal EEG reéords 
or in MMPI distribution. 


EFFECT OF AGE ON EEG-MMPI RELATIONSHIP 


The effect of age on EEG and MMPI 
relationship was considered of interest be- 
cause the previous study with the MMPI 
had shown that the incidence of psychopathic 
deviates was much higher below the age of 
30 years than above; and also because it had 
been found that abnormal EEGs occur more 
frequently in delinquent children than in 
adult criminals. When the data were ar- 
ranged in this way, they showed that, among 
the 46 subjects 18 to 20 years old at the 
time of testing, 35% showed abnormal 
EEGs, while among the 54 subjects 21 to 
55 years of age at the time of testing, only 
26% showed EEG abnormalities (Fig. 2). 
This is a significant difference and one that 
is perhaps to be expected since age and in- 
stability of EEG are fairly directly related 


in children, and may be related even in early 
adult life. 

Because of the fact that behavior dis- 
orders in childhood show relatively high in- 
cidence of abnormal EEGs the same data 
were rearranged according to the age at the 
time of the first offense; that is, the age at 
which the subject first came in contact with 


Abnormal 
EEG 


R 
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18 to years 1 to 65 years 
(46 cases) (54 cases) 


Fic. 2—Effect of age on EEG abnormality. 


the law. Nineteen of the inmates had had 
difficulties prior to age 15 and these showed 
42% EEG abnormalities. Thirty-three were 
convicted for their first offense between the 
ages of 16 and 20, and showed 30% EEG 
abnormality, while the remaining 48 inmates 
whose first offense occurred after the age of 
20 years had only 25% EEG abnormality 
(Fig. 3). Again there is a significant differ- 
ence and one that is consistent with the al- 
ready known facts about EEG and adoles- 
cent delinquency. However, in this group 
the correlation between the EEG abnor- 
mality and the MMPI profile appeared more 
significant. Of the subjects whose first 
crimes were committed before the age of 20, 
42% showed a typical Pd profile on the 
MMPI while, of the subjects whose first 
crimes were committed after the age of 20, 
only 27% showed this Pd profile. 
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Fic, 3.—Relation of age at first crime to EEG. 
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CORRELATION OF EEG-MMPI DATA WITH SE- 
VERITY OF CRIME 


Assuming that good personality may be 
correlated with normal EEG, as had been 
Suggested many times previously(17), an 
attempt was made to determine a relation- 
ship between EEG type and number of 
crimes committed by an individual. On in- 
Specting the histories, it seemed in general to 
be true that those whose present conviction 
was their first had more stable marital, so- 
cial, and work histories than did the multiple 
Offenders. The group was, therefore, 
divided into 3 categories. The first consisted 
of 18 inmates who were guilty of only one 
Major offense; the second of 15 inmates 
who had numerous arrests for minor of- 
fenses only ; and the third of the remaining 
67 inmates who had been convicted and im- 
Prisoned more than once for major offenses 
(ig, 4). The percentage of abnormal 
een was 17% for the first group, 2076 
or the second group, and 34% for the third 
group. It is of interest also that only 2 
(11%) among the first offenders showed a 
typical Pd scale on the MMPI, while among 
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Fic. 4.—Relation of severity of crime to EEG 


the group of minor offenders 7(46%) had 
this typical Pd peak, and among the repeated 
major offenders 26 (39%) showed the 
high Pd scale demonstrating marked , social 
instability. 


RELATION OF ORGANIC BRAIN DISORDER TO 
“EEG TYPE AND MMPI PEAK 


Thirty of the subjects gave histories that 
indicated possible organic brain injury. Four 
of these were known epileptics (one post- 
traumatic and the others apparently idio- 
pathic). The remaining 26 had all had blows 
on the head followed by unconsciousness, 
although none had shown residual organic 
defects. Duration of unconsciousness varied 
from several hours to 3 weeks. Type of in- 
jury varied from car accidents to war in- 
juries, and the varied accidents of childhood. 
There were many others who had been 
knocked down by blows on the head or chin — 
but these were ‘not included in the “organic” 
group, the differentiation being made on the 
presence or absence of unconsciousness at 
the time of the insult. The results do not 
reveal more than the expected difference 
between the percent abnormality of EEG 
in the organic, namely 37%, and the non- 
organic, namely 28%. 


» 836 | EEG AS RELATED TO PERSONALITY IN CRIMINALS [May 


5 


7 
i 


{ 


SUMMARY OF EEG CHARACTERISTICS AS RE- 


LATED TO MMPI 
When the EEG data w 


ere organized 


according to wave-form characteristics many 
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the entire group of 100 prisoners were found _ 
to have this pure alpha type of EEG (Fig, ” 
5). This is probably more than might be 
expected in normal individuals, although on 


EE 


Fic. 5—EEGs with high alpha activity, 


of the records were found to 


contain prac- 


tically pure alpha activity of moderate ampli- 


‘tude and marked stability. 
are of the type that has been 


Such records 
associated in 


the past with a particular kind of passive 
personality (15) and with individuals having 


peptic ulcer(14). Twenty-tw 


© percent of 


the other hand according to Gibbs and Gibbs 
(4) 20% of normal records are “predomi- 
nantly alpha.” It may also be significant | 
that 11 alpha records lay in the Pd category 
of the MMPI (31% of the total Pd records) 
and that only one appeared in an individual 
with possible organic cranial involvement. 
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Fourteen of the 22 records having 4-6/ 
sec. activity of the type that has been as- 


SUMMARY AND CONCLUSIONS 
The data presented above are offered as 


sociated with paroxysmal behavior(8) lay indications of trends and possibilities in re- 
in the group with normal MMPI profiles lating EEG types and personality traits. 


e (24) 


Fic. 6—EEGs with 4-6/sec. abnormalities. 


and comprised 35% of all records within 
i category. There was nothing remark- 
i € or unexpected in the distribution of the 
°W-voltage-fast records or of those having 
Paroxysmal activity. 


Since the total series comprises records from 
only 100 cases, it must be confirmed, if pos- 
sible, by larger (and more well-defined) in- 


vestigations. 
An increase. of abnormal EEGs in the 
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prison populations (30%) as compared to 
that of the normal population has been 
confirmed, 

In the present series EEG abnormalities 
were found to be equally distributed between 
crimes of violence and nonviolence. It is 
possible, however, that more detailed study 
and observation would have produced some 
relationship between paroxysmal behavior 
and paroxysmal EEG record. 

An expected positive correlation was found 
between abnormal EEGs and age at time of 
EEG test, age at time of first offense, and 
presence of possible organic brain injury. 

Of greater interest is the finding here, as 
well as in previous investigations, that rela- 
tively good personality structure relates to 
normal EEG. The more stable individuals 
among the prisoners, those convicted of 
single crimes, had only 17% abnormal EEG 
records, and 11% showed Pd profiles on the 
MMPI, while those who were repeated of- 
fenders had 34% abnormal EEGs and 39% 
„had typical Pd profiles, 

Fifty percent of the records having high 
alpha indices occurred in individuals with a 
high psychopathic deviate score as shown on 
the MMPI. 

If these data are confirmed by further in- 
vestigation it may eventually be possible, with 
the assistance of such tests as above, to sepa- 
rate 2 types of transgressors of the law who 
have reached imprisonment for totally dif- 
ferent, almost opposite, reasons and should 
from every point of view have different treat- 
ment, The first of these groups consists of 
the prisoners who according to the present 
tests have characteristic MMPI profiles (high 
Pd peak) and a high incidence of normal 
EEG records containing much pure alpha 
activity. Such individuals could be classified 
psychiatrically as “psychopaths” and because 
of their fixed personality pattern would 
require permanent maximal custodial care. 
The second group contains mainly those 
with normal or neurotic profile on the 

MMPI, and these are found to have a higher 
“incidence of abnormal EEGs. The unstable 
4-6/sec. wave-forms and dysrhythmia in their 
records may indicate an underlying relative 
instability of personality usually associated 
with any one of several dynamic categories 
other than the fixed Personality pattern. 


These subjects, on the other hand, deserve 
careful therapy, both somatic and psychologi- 
cal, directed at their specific underlying 
psychopathology. 
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ADDENDUM 


After completion of this paper we noticed a study 
by Stafford-Clark, Pond, and Doust entitled “The 
Psychopath In Prison: A Preliminary Report of 
Cooperative Research” appearing in the Special 
Number on Psychopathy of the British Journal of 
Delinquency, Vol. 2, No. 2, October 1951. Among 
other investigations, electroencephalographic stud- 
ies were done on 165 prisoners, and according to the 
authors there is a positive correlation with electro- 
encephalographic abnormality on the part of the 
psychopath as compared to the controls. y 

The psychopath showed EEG abnormality in 
the form of excess theta activity (4-7 cycles per 
second) mainly in the central areas, and these 
waves were interpreted as suggestive of physiologi- 
cal immaturity if occurring in adults. Other re- 
cords of psychopaths show an excess of beta ac- 
tivity (faster than 14 cycles/sec.) as well as theta. 
The latter occurred in clinically alike cases and the 
authors described the individuals in whom these 
waves occurred as of the “charming, inadequate, 
psychopathic” type, 
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Premenstrual tension is said to exist in 
such a large segment of the female popula- 
tion(2) that it could almost be considered 
physiological. It has been estimated that 
about 40% of all women at some time or 
other suffer from this condition(1). When 
severe, however, the symptoms can be ex- 
tremely disabling and may include the fol- 
lowing: depression, irritability, temper out- 
bursts, easy fatigability, sleeplessness, change 
in energy level, altered sex drive, backache, 
headache, nausea, vomiting, abdominal full- 
ness, weight gain, aching of thighs, tender- 
ness and swelling of breasts, and pedal 
edema. It is of interest to the psychiatrist 
that alteration in mood and drive are here 
so conspicuous. Psychiatrists have used the 
term “menstrual psychosis” (3), and it is 
within the experience of many that depres- 
sive psychoses may be apparently precipitated 
or at least aggravated at this time in the 
hormonal cycle of women. It thus seemed to 
us that further investigation of the psy- 
chological aspects of this disturbance was 
indicated in order to determine whether or 
not there is correlation between these symp- 
toms and some specific personality configura- 
tion. It also seemed possible that this might 
be a means of increasing our knowledge of 
affective disorders, 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952, 
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Most of the theories that have been ad- 
vanced to explain the syndrome of pre- 
menstrual tension are concerned primarily 
with a pathologic endocrinologic imbalance, 
particularly of the estrogen-progesterone 
level. Therapy based on such research, how- 
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ever, has been singularly unrewarding in 


terms of predictable results in large numbers 


of patients. It is also known that the symp- 


toms of premenstrual tension cannot be ac- 
counted for on the basis of generalized water 
retention alone, inasmuch as some women, 
with severe symptoms show no clinical evi- 
dence of this; edema occurring as a part of 
other pathological processes is not associated 
with these symptoms; and there is alteration 
of water metabolism in the premenstrual 
period in normal controls also(4). In the 
literature, little attention has been directed to 
the psychodynamic aspects of premenstrual 
tension, although reference to this condition 
has been made in studies concerned with the 
changes in psychic phenomena during the 
normal menstrual cycle(5-7). It was felt 
that, by simultaneous physiological and psy- 
chiatric observations on a group of subjects 
with premenstrual tension and on a group of 
controls, some worth-while correlations 


might become possible. A daily measure of 


endocrine activity was essential for such a 
study, An electroencephalographic investiga- 
tion was included to determine whether or 
not behavioral manifestations might reflect 
directly alterations in the cerebral neuro- 
physiology so measured. Only 2 studies of 
the EEG during the menstrual cycle are cut- 
rently available in the literature, one(8) of 


4 and the other(9) of 11 individuals. In © 


neither of these studies were the EEG’s 
hormonally related to the phases of the 
menstrual cycle, although the observation 
was made that there was some disturbance 19 
frequency regulation occurring at the “ mid- 
menstrual period” and that the brain activity 
became slower after the beginning of men- 
strual flow. A preliminary study of our owl 


in which 18 women were followed through 2 
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menstrual cycles with EEG recordings taken 
with and without intermittent photic stimula- 
tion showed the necessity for endocrinologic 
control. In this initial study only random 
variations in frequency and amplitude of the 
electronically analysed EEG were found 
when the records were grouped as to “first 
‘3 days after bleeding,” “14th-15th day of 
cycle,” and “week before flow.” With the 
opportunity presented by the present study 
for a more accurate determination of the 
menstrual phase in each subject it seemed 
worth while to repeat these observations even 
though, with an N of 10, the results obtained 
could be considered only preliminary. 


PROCEDURE 


A questionnaire study was made of 127 
student nutses. This group consisted of all 
the students in the second and third year 
classes of a school of nursing. The subjects 
ranged in age from 18 to 35. The question- 
naires were completed following a brief in- 
troductory discussion by one of us (W.L.), 
who stated the nature of the subject and 
gave some explanation of the terms used in 
the questionnaire. By means of this form, 
which was completed in detail by all subjects, 
the following points were investigated: (1) 
complete menstrual history of subject, in- 
cluding any symptoms related to menstrua- 
tion and treatment for these; (2) pelvic 
disease in subject ; and (3) symptoms related 
to menstruation in members of subject’s 
amily, 

From this group of 127 nurses 10 subjects 
Were selected for careful study. Five of 
these were controls and the other 5 had 
Symptoms of premenstrual tension. They 
Were selected at random with the exclusion 
only of those with a history of organic pelvic 
'Sease or a menstrual irregularity so extreme 
& to render our investigations impossible. 
Subjects tanged in age from 18 to 22. The 
Study of each subject covered at least 2 com- 
Pete menstrual cycles. Pelvic examination 
and BMR were done on each subject. Daily 
Vaginal smears were made during the first 
month of study, and for 3 to 5 days during 

© second month to include the estimated 

“Y of ovulation. These smears were ob- 
(i cae by the subjects themselves after in- 
Uctions in the proper technique. Urine 


gonadotropin titers were measured for 3 days 
at the time of ovulation (as previously de- 
termined by the vaginal smear technique). 
All subjects were seen in 8 interviews, each 
of approximately 1 hour’s duration. These 
were scheduled so that the subjects were 
seen at least once in each of the following 
phases of the menstrual cycle: (1) the 24 
hours postbleeding, (2) the time of ovulation 
(within 24 hours), (3) the premenstrual 
period, and (4) the first day of bleeding. -It 
was felt that in this way the interviews 
could serve a twofold purpose. They would 
afford an opportunity for direct observation 
by the examiner of the subject’s behavior at 
the time, and would also enable the examiner 
to come to some conclusion as to the general 
personality configuration of the subject. All 
interviews were conducted by the same psy- 
chiatrist (W.L.) An attempt was made to 
exclude, as much as possible, any element of 
therapy from the examiner-subject relation- 
ship in the interviews. Interviews were 
standardized only in that an effort was made 
to obtain a complete menstrual history and to 
investigate the following areas of the sub- 
ject’s life and personality: (1) family back- 
ground and development, (2) interpersonal 
relationships, including relationship of sub- 
ject to parents, (3) psychosexual develop- 
ment, (4) general health of subject, and 
attitudes of subject and parents toward 
health and disease, (5) physical stamina and 
general activity level, (6) reaction to stress 
or crises, and (7) pain threshold. $ 
EEGs were recorded on each subject in 
the 24 hours postbleeding, at the time of 
ovulation (within 24 hours), and in the pre- 
menstrual period (3 days prebleeding and 1 
day prebleeding). A Grass model II 4- chan- 
nel electroencephalograph was used with 
scalp-to-scalp recording by means of needle 
electrodes from the left frontoparietal and 
right and left parieto-occipital regions of the 
head. At least 4 recordings were made on all 
subjects and a total of 72 records was taken 
on the entire group. In each instance re- 
cordings were made for 10 minutes while 
subjects were at rest with eyes closed. With 
eyes open they were then subjected to photic 
stimulation by means of light from a tung- 
sten-filament bulb that produced a 30-inch 
circle of light (200 foot candle intensity) 
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on the subject’s side of a flashed opal glass 
screeh, placed 6 to 12 inches from the face. 
The light was interrupted by a pendulum type 
episcotister at 22 different frequencies from 
2 to 30 flashes per second. A modified 
Walter-type electronic brain wave analyser 
quantified the response from the right 
parieto-occipital tracings. Measurement of 
the analyser pen deflections served to provide 
data used in computing the power at each of 
the frequencies of brain wave response 
studied. The subjects were varied as to the 
phase of the period at which their first re- 
cording was done so that any factor of alpha 
diminution as a result of the emotional ten- 
sion from the initial recording did not have to 
be considered as producing a constant varia- 
tion in the group results. 


RESULTS 


RESULTS OF QUESTIONNAIRE SURVEY 


The mean age of the 127 nurses was 20.3 
years. The mean age of menarche was 12.5 
years. Only 4 subjects had a history of pelvic 
disease. Ten were always irregular in onset 
of their periods and 70 were sometimes 
irregular, 

With dysmenorrhea defined as pain start- 
ing just before or with the onset of the men- 
strual flow, 99 (78%) subjects stated that 
they, at least sometimes, suffered from such 
symptoms and 66 (50%) usually or always 
had this complaint. Seventy percent of girls 
with dysmenorrhea had a family history of 
dysmenorrhea (this figure includes both the 
girls who checked “sometimes” and those 
who checked “always” on the questionnaire). 
Only 43% of the group with no dysmenor- 
rhea had such a positive family history. This 
is significant at the .or levél of confidence. 
On the other hand no relationship was found 
between such a positive family history and 
the occurrence of premenstrual tension. 

Ninety-two subjects (73%) had symptoms 
of premenstrual tension, as shown in Table 1. 
It is of significance that psychiatric symp- 
tomatology (i. e., depression, irritability, or 


temper outbursts) occurred singly or to- 
gether in 78 (85%) of the subjects with: 


premenstrual tension, 


RESULTS OF PSYCHIATRIC INVESTIGATION 


A comparison was made of the anamnestic 
data obtained from the 5 subjects with pre- 
menstrual tension and the 5 control subjects 
(Table 2). These data were compiled at the 
end of a series of one-hour interviews. An 
opportunity was provided in this way to con- 
firm data obtained initially. It was felt that 


TABLE 1 
SYMPTOMS OF PREMENSTRUAL TENSION IN 127 
GLS 
(Total number of subjects with symptoms—92) 
a A PE TARE dca 18 
2. Backache ......... +» 60 
3. Abdominal fullness. . 66 
4. Aching thighs. . I7 
5. Headache . . 28 
6. Nausea .. . I0 
7. Vomiting .. -3 
8. Tenderness of breasts oo) 
9. Swelling of breasts. + 40 
10. Swelling of feet.... 1 2 
11. Increased sexual drive 9 
12. Depression ............ 54 
13. Increased pep or energy II 
14. Temper outbursts....... 16 
15. Irritability ...... 62 
16. Easy fatigability . 46 
aye e E a T SRNE EAA 4 


cooperation and rapport in all cases were 
good, and that in all probability the informa- 
tion obtained was accurate. All interviews 
were conducted by a woman psychiatrist, and 
there was no undue reticence on the part of 
the subjects in giving the information sought. 

From Table 2 it can be seen that there was 
no characteristic difference in developmental 
history and background between the 2 groups 
of subjects. The reaction to the onset of 
menstruation varied from girl to girl in each 
group but no one reaction characterized either 
group and there was no significant difference 
in the types of reaction between the 2 groups, 
although 2 of the premenstrual tension 
subjects had been prepared by mother for 
the menarche whereas 4 of the controls had 
received such preparation. A mother of one 
of the subjects in the control group was 
completely incapacitated by dysmenorrhea, 


-whereas 2 of the mothers of subjects with 


premenstrual tension had irritability an 
headache with their menstrual periods. In 
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considering the subjects’ reactions to’ stress 
it was found that 4 of the girls with pre- 
menstrual tension showed untoward reactions 
to stressful situations, a finding in only 2 
of the subjects in the control group. Here 
considered as stressful situations were the 
following: separation from home and from 
significant persons in subject’s life, uncer- 
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acted to other types of stress. There was no 
marked difference between the 2 groups in 
regard to sexual development, attitudes to- 
ward sexual behavior, or personal history of 
sexual experience. All subjects participated 
in various heterosexual activities but none 
of them had had sexual intercourse. From 
the information available, there appeared to 


TABLE 2 
Summary or ANAMNESTIC DATA OBTAINED FROM SUBJECTS WITH PREMENSTRUAL TENSION AND CONTROL 
Group ‘ 
In 5 subjects with In 5 subjects with 
no symptoms No. premenstrual tension No. 
Menstrual History 
Menarche .. At age 13 (mean) At age 12.5 (mean) 
Regularity . Entirely regular..... a i Entirely regular except for 2 
skipped periods............ I 
Varied less than week....... I Varied less than week. -3 
Varied more than week He i 
Preparation! ss. 0. dese enen By mother........ A 4 By mother.... Eg 
Reaction to first period...... Pleased, meant maturity I Pleased, meant maturity..... 1 
Angry, meant “girl”... I ESA STILETOD itis wale /e's\s\e savas I 
Concealed from mother .2 Accepted “normal nuisance”... 1 
Accepted—no reaction...... I Accepted—no reaction...... 2 
Symptoms in mothers... Dysmenorrhea, disabling.... 1 Irritability, headache........ 2 
General health..... Very good. 5 iS Very good..... 
History of fainting... Twice .... I Three times... 


Parents’ attitudes towar 
ness 
Attitude toward career 


disturbed . 


Untoward reaction to stress... 


Father became emotionally 


Want marriage and career... 
Wants career only..... 
Anxiety with responsi 


Mother showed periodic ob- 

sessive preoccupation...... 
Want marriage and career... 
Wants career only.......... 
Depression, with separation 


and uncertainty...... teas 
Depression, with Jack of goals 
and uncertainty. 


Anxiety, with criticism.... 
Hostility and crying, with 
GLITIGIS Pots ele eir nie bivi eieh, x 


. 


Pain threshold. ... 
ifficulty in area of inter: 
Personal relations 

Psychosextal development..... 


With peers 


tainties and changing demands, failure to 
teach desired goals, criticism from others, 
Positions of responsibility, and emergencies 
arising in hospital work. Thus, more of a 
difference between the 2 groups appeared to 
be manifested in this area than in other areas. 
Because of speculation as to the significance 
of pain threshold in premenstrual tension an 
attempt was made to elicit information as to 
each subject’s reaction to painful stimuli, and 
it was found that only one subject, in the 
Premenstrual group, gave indication of over- 
Teaction (in this case the stimulus involved 
venipuncture). This same subject overre- 


With parents and examiner... 


Sex not discussed in home... 2 


Anxiety, with responsibility 
Anxiety and depression, 
with criticism... we 

Anxiety, with responsibility.. 

Faintness with venipuncture. . 

With parents, peers, and ex- 
IMINET E E ERE a cele ajene 

Sex not discussed in home... 


HN 


be no essential difference in parental attitudes. 
in this sphere or in sexual education in the 
home, although there was a lack of free dis- 
cussion of sexual topics in the homes of 3 
subjects with premenstrual tension and in. 
the homes of 2 of the controls. 

The interviews were purposely arranged 
to coincide with the phases of the menstrual 
cycle during which EEGs and endocrinologic 
studies were being made, and hence it was 
possible to evaluate the mood and behavior of 
each girl within 2 days after bleeding, at the 
time of ovulation, premenstrually, and on 
the day of bleeding. At the end of each’ 
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hourly interview the examiner attempted to 
rate objectively each subject in terms of 
mood, activity level, and self-expression, on 
the basis of observations of the subject’s in- 
terview behavior and from the subject’s 
account of her behavior during the intervals 
between interviews. Careful attention was 
paid to the various facets of personality 
functioning in each instance. Some 25 items 
were separately rated on a personality inven- 
tory scale but for purposes of comparison 
these observations could. best be summarized 
under the categories of mood, activity level, 
and assertiveness, as shown in Table 3, From 


3 te 
and frustration, were those of subjects with — 
premenstrual tension. The only subjects who 
reported no dreams or just one dream were 


controls, and the one dream in this instance 


was an uncomplicated heterosexual dream, 


There was much less consistency in the char- 
acter of the dreams reported during the 
various phases of the menstrual cycle among 


the subjects with premenstrual tension, For 


example, throughout the study one subject 
reported dreams that were alternately aggres- 
sive heterosexual and passive receptive in 
type. Another subject in the tension group 
apparently repressed any dreams showing 


TABLE 3 


Osserven CHANGES IN Moon AND BEHAVIOR IN SUBJECTS WITH PREMENSTRUAL TENSION AND IN 
ContROLS AT Four REPRESENTATIVE PHASES OF THE MENSTRUAL CYCLE 


Postmenstrual Ovulation Premenstrual Menstruation 
(1-2 days) (24 hours) weel (first day of flow) 
I II II Iv 
i ‘Controls PMTs Controls PMT’s “Controls PM's “Controls PMT’s 
Mood 
Euphoric CE AG sch uy ° o o o o 0 I 
Normal .... “4 5 3 5 I 5 2 
Depressed soins. I o 2 o 4 o 2 
Activity level 
‘Hyperactive ............ I 2 I 2 3 I I 2 
Normal ...... 2 4 I 2 2 4 2 
Hypoactive .... I o 2 o 2 o I 
Assertiveness 
' Hostile, aggressive . o o o o 3 o I 
Normal ..... I 5 2 5 2 5 2 
Subnormal 4 o 3 o o o 2 


this it can be seen that the premenstrual ten- 
sion subjects showed greater deviation from 
the normal in mood and activity level not 
only premenstrually but throughout the 
entire cycle. This group also regularly 
showed a greater amount of subnormal as- 
sertiveness and! demonstrated hostile aggres- 
siveness during the premenstrual period. 
Dream material was also studied, inasmuch 
as there is some evidence to indicate that cor- 
relations between psychodynamic processes 
and the different phases of the menstrual 
cycle are reflected in dreams(5,6). Al- 
though there was no attempt to make a de- 
tailed analysis of the dreams reported, some 
general observations were possible. The total 
number of dreams reported by- the tension 
Subjects by far outnumbered those of the 
controls. Also, the more violent and detailed 
dreams, with obvious elements of anxiety 
‘ 


anxiety related to heterosexual drives, and 


with the exception of one dream on the 12th 
day of the cycle all her dreams occurred in 
the last half of the cycle. 

On the other hand, the dreams reported 
by the control subjects appeared to follow 
a much more consistent pattern—dreams re- 
flecting passive receptive tendencies occur- 
Ting in the postmenstrual period, and those 
reflecting heterosexual drives with related 
conflicts occurring in the premenstrual pe- 
tiod. These preliminary findings do not 
confirm the observations of Benedek and 
Daniels. However, because of the small 
number of subjects studied, no definite con- 
clusions can be drawn from our findings. 


In this study we were unable to demonstrate — 


that changes in psychodynamic processes as 
reflected in dreams are consistently correlated 
with hormonal changes. 
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l ; 
RESULTS OF ELECTROENCEPHALOGRAPHIC IN- 
VESTIGATION i 


Figure 1 shows the profiles of the resting 
EEG for all 10 girls. From this figure it can 


nvr uu aAnA @ 0 


POWER (AVERAGE OF ANALYSER PEN DEFLECTIONS IN MILLIMETERS) 


o 


5 6 7 R A RR 


(Table 4), by a method of rank difference 
(11) that makes no assumption as to the 
distribution of alpha in the population, re- 
vealed no statistically significant trend for 


e=- I POST BLEEDING 
e—a II OVULATION 

m-e III 3 DAYS PRE-FLOW 
-AW 


1.DAY PRE-FLOW 


i2 13 i} 15 6 18 20 2h 28 


WAVE BANDS OF EEG (CYCLES PER SECOND) 


Fic. 1. Profiles of EEG for 10 subjects. 


TABLE 4 


Disrriution or EEG Activity IN SUBJECTS WITH PREMENSTRUAL TENSION AND THEIR CONTROLS AS 
Measurep BY AN Execrronic Brain WAVE ANALYSER 


Phases * \ 
Total alpha activity I um oe 
Controls .. OLE 73:5 48.3 
Exp. group . ++ 52.3 49.8 a4 7 
< 56.7 61.6 51-5 

8-10 c.p.s. activity 

Controls ves 39.5 513 306 
Xp. group . + 34:3 32.7 30.6 
oak none 309 42.0 306 

* Ph ignated as I, II, III, IV 

+ Phase 1E igher than phase TV im all ces’ but bum 


be seen that there is a definite trend for the 
greatest amount of alpha to occur with ovula- 
tion and the lowest amount to occur pre- 
Menstrually. Furthermore, the peak alpha 
frequency shifted from 10 to 11 premen- 
Strually. “Studies of the 2 groups of subjects 


Probability of Probability of 
differences differences 
IV among between 

phases I-IV phases II and IV 
44.9 07 077 
57.3 not significant not significant 
5LI not significant not significant 
26.9 _ 104 07+ 
30.7 not significant not significant 
28.7 not significant Or 


correspond to those in Table 3. 


ber of cases too small to establish significance. 


alpha change. Comparing the shift from the 
time of ovulation to the day before men- 
struation, however, the drop that occurs in 
the amount of 8-10 per second activity is 
significant for the total group at the 1% 
level of confidence. Nine of the to women in 


846 


PREMENSTRUAL TENSION 


[May 


our study showed a lowering of activity in 
this 8-10 cycle-per-second band from the 
time of ovulation to just prior to onset of 
bleeding. The one exception occurred with 
one of the women with premenstrual tension. 
Comparison of subjects with premenstrual 
tension with the control subjects revealed 
that, whereas a suggestive cycle of change 
within the alpha band may well be present 
in women without premenstrual tension, such 
a cycle is either absent or displaced in women 
who have premenstrual tension. To gain 
some idea of individual variation in repeat 
EEG recordings, a group of 11 men of com- 
parable age was studied at 4 intervals over 
a 3-week period and this group showed only 
a progressive increase in amount of alpha, 
which was most likely related to a lessening 
of tension as they became increasingly famil- 
iar with the procedure of having the EEG 
recorded. 

Studies of the response to a frequency 
spectrum of 2-30 flashes per second with 
intermittent photic stimulation were carried 
out in all 10 women following the recording 
of their resting EEGs. These records failed 
to reveal any statistically significant altera- 
tion in susceptibility to photic driving at vari- 
ous phases of the menstrual cycle. In 
comparing the profile at the 4 representative 
points in the cycle for all the girls together, 
it was seen that there was a slight tendency 
for an increase in response to faster fre- 
quencies of flashing light that seemed to 
Occur just prior to the onset of menstruation, 
a time, as we have shown above, when the 
testing EEG tended to show an increase in 
the frequency of alpha activity. One of our 
subjects who showed a tendency to myoclonic 
reaction during photic stimulation showed an 
increase in severity of the clinically observ- 
able myoclonic reaction as the recordings ap- 
proached the onset of the menstrual flow, 
although no gross change in the electro- 
encephalogram accompanied this. This may 
be of interest in relation to the subject of 
premenstrual epilepsy. 

By clinical interpretation, the EEGs of 
the subjects with premenstrual tension could 
be classified as 2 clearly normal and 3 border- 
line (S,, LVF, and Mixed F: S,), whereas 
in the control group there were 3 clearly 
normal EEGs, one S,, and one F.. ‘ 


RESULTS OF ENDOCRINOLOGIC INVESTIGATION 


A basic gynecologic endocrine evaluation 
was attempted for both the control and ten- 
sion groups. Pituitary, thyroid, and ovarian 
functions were investigated. Gonadotropin 
titers, basal metabolic rates, and vaginal 
smears were the methods of evaluation. It is 
apparent from inspection of Table 5 that no’ 
significant difference between control and 
tension groups shows up in this part of the 
study. 7 

The subjects’ gonadotropin titers were 
measured during their ovulatory phase (a 72- 
hour period, which had been predetermined 
by daily vaginal smears). Gonadotropin 
titers were determined by collecting 3 con- 
secutive 24-hour urine specimens and sub- 
jecting specific aliquots to the usual ultra- 
filtration, mouse bioassay technique. There 
was no apparent difference in ovulatory titer 
peak between the 2 groups. All fell within 
normal variation and are simply reported as 
high or low normal peaks. 

Basal metabolic rates for all 10 subjects 
were within normal range for a cross section 
of female subjects in this age group. Pelvic 
and breast examinations were carried out on 
all the subjects. The results of all examina- 
tions were within normal limits. 

Vaginal smears were obtained daily from 
the time of cessation of menstrual flow until 
subsequent onset of menstruation. During 
the ovulatory week, the subjects obtained 
smears at 12-hour intervals. A rough evalua- 
tion of estrogen production together with 
determination of preovulatory or premen- 
strual peaks was possible, subsequent to 
staining by Shorr technique and evaluation. 
It was also possible to delineate the luteal 
effects subsequent to ovulation. The ovula- 
tory period of all subjects could be defined 
within a 24-hour margin of error. No sig- 
nificant variation in estrogen or progesterone 
production was found between control and 
tension groups, and apparently ovulation was 
occurring regularly in all subjects. 

It can be definitely stated that the endo- 
crine function in all ro subjects, comprising 
both control and tension groups, is within 
normal limits, and there is no demonstrable 
distinction between the 2 groups in this 
respect. 
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DISCUSSION 


Our questionnaire survey has confirmed 
the common occurrence of premenstrual 
tension and, at least among student nurses, 
3 of the female population have such com- 
plaints. From the evidence obtained in the 
detailed study of 10 subjects, no strong case 
could be made for the psychogenesis of pre- 
menstrual tension, and such suspiciously 


Our observations showed that just pre- 
menstrually the EEG in the control group 
showed a decrease in alpha and slight com- 
parative gain in rapid activity thereby. This 
fact may be a partial explanation for ob- 
servation that more rapid activity is seen in 
the resting EEGs of women than in men 
(10). If one attempts to explain the drop in 
alpha that we have seen on the basis of in- 


TABLE 5 


RESULTS or ENDOCRINOLOGIC INVESTIGATION 


E Sag ie Fy fy 
F EA aise A 2 b P 
3o Hr o Rn EE a ae ae te 
ge BEE gees EHE EF Sro gi ERE 
6E moe gSa EE Aenea gaz ao ges 
Control 
group 
I .... 30X5 16am-16pm Low preovulatory Slow effect High normal — 18 —1 
I6am-17am Low premenstrual f (15th day) 
2 .... 28X7 14gam-1sam Low throughout Rapideffect Lownormal —19 +4 
Igam-15am f 
3 +... 35-42X6  I7pm-18am Low pre-& postov. Rapid effect Lownormal —2r + 6 
17pm-18am High premenstrual f ‘ 
4 .... 25-30X6  15pm-16am High throughout Rapid effect Animalsdied —11 +1 
13pm-I4am j 5 
5 .... 28-30X6  Isam-1spm High preovulatory Rapid effect Highnormal —17 +42 
Low premenstrual (14th day) 
Tension 
group f ; 
I... 28X4 13pm-r4am High preovulatory Rapideffect Highnormal — 7 +5 
13pm-1gam Low premenstrual 4 (11th day) 
2 .... 28X4-5 1zam-13pm Low preov. high pose Rapideffect Lownormal —17 +2 
m-13pm High premenstrual r ; 
3 .... 21-26X3-4 a Hish ARRES Rapideffect Highnormal —12 +1 
12pm-13am Low premenstrual by toth day) 
4 .... 2830X5-6 20am-22am High ovulatory Slow effect Highnormal — 7 —2 
1gam-20am Low premenstrual f (18th day) 
5 .... 28-30X4 Itam-1zam Low preov. high postov. Rapid effect Mod. high PANA o 
1am-1pm Low premenstrual normal 
(12th day) 


etiologic areas as (1) mothers with menstrual 
symptoms, (2) faulty preparation for men- 
struation, or (3) abnormalities in psycho- 
sexual development were not sine qua non 
conditions for the occurrence of symptoms of 
premenstrual tension. An assessment of data 
from psychiatric interview material, how- 
ever, left us with the impression that as a 
whole the girls with premenstrual tension 
showed greater fluctuations in mood and 
activity level throughout their cycles as well 
as in the premenstrual period. In general, 
these girls also were less assertive but in the 
premenstrual period became more aggressive 
than the controls. 


creasing “tension” or agitation, an effect that 
is well known upon the alpha, one would look 
for greater changes in girls with premen- 
strual tension than in the controls. This is 
not the case, however (Table 4), as the nor- 
mals show a greater lowering effect. How- 
ever, the premenstrual tension subjects start 
with a lower alpha and hence have signifi- 
cantly lower alpha at the time of ovulation. 

The inclusion of 5 subjects with pre- 
menstrual tension in this sample of 10 would 
not preclude a more general application of 
these observations in regard to electroen- 
cephalographic findings in women if one 
accepts the statements that almost half the 
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_ female population in general’ has premen- 

_ strual disturbance: 
Evaluation of endocrine activity in these 
subjects demonstrates complete lack of in- 
- dividual pattern between control and tension 
, groups. Although both groups are too small 
to allow for definitive conclusions in regard 
to hormonal activity, the basic lack of sig- 
nificant point variation tends to contradict 


the concept that estrogen-progesterone im- - 


‘balance is necessarily associated with the 
syndrome of premenstrual tension. 

No attempt was made in this study to 
make accurate determinations of water me- 
tabolism, but if one uses weight change as 
„a rough criterion, water retention could be 
said to occur more often among the controls 
than in the subjects with premenstrual 
tension, 


CONCLUSIONS 


Electroencephalographic, hormonal, and 
psychiatric investigations of a small number 
of subjects with and without premenstrual 


tension have revealed the following :(1) no + 


indication that the behavioral manifestations 
of premenstrual tension reflect directly al- 
terations in the cerebral neurophysiology so 
measured, (2) endocrine activity within nor- 
mal limits in all subjects, with no demon- 
Sttable distinction between subjects with pre- 
menstrual tension and controls, and (3) no 
evidence that would substantiate a theory 
of psychogenic etiology for premenstrual 
tension, 


However, there appeared to be some de- 
finable differences. in behavior other than 


the premenstrual manifestations differentiat- 


ing the 2 groups. The subjects with pre- 
menstrual tension showed more marked 
emotional lability throughout their cycles, 
and in general were less assertive individuals, 
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EMOTIONAL ASPECTS OF REHABILITATION + f 
MAURICE GROSSMAN, M.D.,?. Pato Arto, CALIF. 


It is my opinion that there are no medical 
stumbling blocks in the rehabilitation of a 
patient other than those created by the pa- 
tient’s emotional problems. Where the dis- 
ability has not produced a major emotional 
conflict, and where emotional pathology did 
not exist before the disability, patients will 
be rehabilitated, or better, will rehabilitate 
themselves. The handicap iñ rehabilitation 
consists of how a person feels about being 
disabled, together with the emotional value 
in staying disabled. In the first place it 
alters the patient’s concept of himself as a 
person—physical configuration, adequacy of 
performance. Certain types of disability— 
blindness, deafness, paraplegia, etc.—elimi- 
nate important previously acquired methods 
for meeting basic emotional needs through 
sublimation and other mechanisms or pre- 
vent their acquisition. This additional bur- 
den of inadequacy, real or neurotic, may be 
sufficient to create psychic pathology where 
none was apparent before. 

The other factor has to do with secondary 
gain from remaining disabled. How the 
Patient influences others about him deter- 
tines what he gains by remaining disabled. 

€ may get an equivalent of love that he 
never felt before, by having others wait on 
him. Similarly, if his disability requires 
much service from many people, he becomes 
the center of attention—perhaps something 
he ‘never was able to achieve before. He 
May become such a burden upon those about 
him that he learns he can control and punish 
them by staying sick. Responsibility and 
Supporting others may have become uncon- 
Sciously irksome to the patient prior to dis- 
a 


*From presentation before Rehabilitation Work- 


shop Session, Medical Care Section, American Pub- 
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ability. Disability creates a state of being 
supported by others for a change and of 
being relieved of responsibility. If this 
proves sufficiently pleasant, the patient will 
develop resistance to giving up his disability. . 

Because these processes may not be fully 
conscious doesn’t make them less real. In 
such process the secondary gains of staying 
disabled are always present. We all have 
needs for love and attention, desires for de- 
pendency, feelings of hostility. The basic 
processes of our development make this so. 
The presence or apparent lack of motivation 
for recovery depends on the unfulfilled de- 
grees of such need, a degree that varies in 
all of us. 

The aspects of recovery that supply the 
same needs counterbalance these values of 
remaining disabled. Recovery may supply 
love, attention, respect, and other equivalents. 
We can control and dominate others by be- 
coming self-sufficient. By becoming inde- 
pendent we can have our wants cared for— 
the paradox of creating the pleasures of de- 
pendency by being independent. We clarify 
the problem by stating that there is positive 
motivation to stay disabled, as well as motiva- 
tion to get well. Rehabilitation takes place 
when the latter is greater than the former. 
Where a problem in motivation exists, the 
motivation to stay disabled is already greater. 
This explains the difficulty in “motivating 
such patients to get well.” Perhaps this will 
explain why there can be no simple answer 
to the question, “How do you motivate a 
person to get well?” if we are thinking of 
50,000 disabled coal miners who “have no 
motivation to be rehabilitated”(1). Each 
such man has his own set of needs, a differ- 
ent set of secondary gains from his disability, 
and a different set of values he derives from 
being independent and gainfully employed. 

A 45-year-old white man was hospitalized for 
over 10 years for “epilepsy” (according to the pa- 
tient) or hysteria (actual hospital diagnosis). To 
the patient’s wife this meant continuation of his 
pension, control of the patient and his money as his 
legal guardian, and use of these powers to dominate, 
threaten, and coerce the patient. As the wife of a 
“helpless” patient, she could and did dominate vari- 
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7 
ous civic groups interested in the hospital and its 
patients. Through these groups she could bring 
pressure on the hospital management. Whenever 
the patient was sufficiently well to be considered for 
a discharge, he would have a preliminary visit at 
home, during which he would have recurrence of 


seizures, afid indulge in alcohol. This was used by~ 


the wife as “proof” that he dare not be out of the 
hospital. 

To the patient hospitalization meant being away 
from an aggressive, punishing wife, and remaining 
in an atmosphere of acceptance and consideration. 

When the patient became aware that he could 
change all this by taking a job, living out of the 
hospital but away from his wife, and not having 
“seizures,” rehabilitation became possible. He first 
was convinced that his guardianship could be re- 
voked, giving him control of his funds. This led to 
his feeling he could then control his wife instead 
of the reverse as of old. More important, by remoy- 
ing his wife’s power he could assert himself and 
repay old indignities. 

He not only took a job but removed his 16-year- 
old son from his wife’s domination by getting the 
son a job under him. This arrangement had contin- 
ued for over a year when last heard from. There 
were no more “seizures.” 

Psychotherapy, if it can be called such, consisted 
only of pointing out the advantages of being inde- 
pendent in relationship to the guardianship and full 
control over himself—reorienting motivating forces. 


Any physician can give similar examples 
in all fields of chronic invalidism. 
The problem of motivation is not one of 
a therapist motivating a patient, but rather 
of the patient being helped to reorient or 
regroup his motivating values. If the prob- 
lem is based on such deep psychiatric pathol- 
ogy that intensive psychotherapy is necessary, 
it becomes a major undertaking for a psy- 
chiatrist. This is why these major problems 
do not “clear up” in a few “treatments.” 
But patients “without motivation” can be 
“motivated.” They can be helped to a real- 
istic reappraisal of their disability and re- 
maining assets—a reorientation of how they 
feel about themselves as persons with dis- 
abilities. This requires changing values. 
The patients must be helped to see that 
the emotional values derived from fuller 
_ function are greater than the secondary gains 
of being disabled. They must be reminded 
of the values of independence, and that there 
are disadvantages in dependency as well as 
advantages. Bringing to their attention that 
a “handicapped” person deservedly receives 
greater respect for overcoming a handicap 
opens up a wide vista of love and attention 
that is the patient’s for the taking. Then, 


too, supplying the patient’s emotional n 
without any relationship to the presen 
absence of disability eliminates these val 
from consideration. These measures 
only be effective if based on what these emo- 
tional values mean to the individual patient, — 
Each patient will have different standards, — 
different symbols, and different ways of in- 
terpreting these generalities, based on his — 
individual experience and his cultural pattern, 
Only the people who know this individual 
patient intimately and who also know the 
psychological processes at work can accom: — 
plish the task of helping him motivate him- 
self. 

The consideration of the psychic structure 
indicates a wider approach to rehabilitati 
of patients with neurologic, orthopedic, car 
diac, and other structural disabilities. Most 
of these have had adequate psychological 
equipment prior to their disability. This súg- fH 
gests another approach, that of the preven- 
tion of secondary psychological disability. 
Psychological rehabilitation begins with the — 
onset of illness in all cases. In some—pet- — 
haps with the 50,000 miners—prophylacti¢ — 
changing of cultural psychological values 
may be indicated. 3 

The phenomenon of regression must be 
considered. People with no psychological 
disability, given certain circumstances, cati 
regress to less favorable patterns of behavior. 
Even people more strongly motivated for 5 
achievement can permit dominance of exist- 
ing emotions for not achieving. The cardiac — 
put to bed may be constantly reminded by 
his physician, nurse, and family that he 18 
no longer capable of working. By their ac- 
tions he learns they will care for him. Pre- 
ventive measures would dictate that they 
emphasize that he will have to work differ 
ently than he did before and that they see 
that he does everything possible for himself 
during every phase of his illness. The patient 
with tuberculosis is forced to give up the ; 
motivating factors for independent function, 
while the motivating factors for staying ir 
abled are strengthened. Is this necessary‘ 
From the beginning these patients can be 
preparing themselves for return to function, 
instead of emphasizing their present ma- 
bility to function as they did before thet 
illness. Bernard Daitz(2) reports an €x 
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ample of a tuberculosis patient fully readied 
for employment on discharge from a hos- 
pital, put back into 6 months of inactivity 
because his next physician followed the dic- 
tum that tuberculosis patients shouldnt 
work soon after leaving the hospital. Six 
months could dissipate all the motivating 
factors for employment so carefully nur- 
tured during hospitalization. How many 
families—and doctors—as a matter of rou- 
tine simply state, “Take it easy for a while,” 
after hospitalization and illness, without care- 
ful thought whether “taking it easy” is good 
or bad? 

Industry, in its safety campaigns, con- 
stantly stresses that disability is synonymous 
with further uselessness. Preventive psy- 
chiatry would indicate that this prepares the 
ground for motivating a patient to stay dis- 
abled once injured. It would be better to 
stress that disability might require the learn- 
ing of a new job—making disability still 
consistent with continued employment. 

Preventing the psychological impact of the 
primary meaning of disability is of another 
order. Doing something about the meaning 
of disfigurement, about the meaning of the 
loss of receptive or expressive functions, is 
in some measure a sociologic problem. It is 
similar to the basic problem of the aged. It 
requires changing concepts within the indi- 
vidual, concepts that are built into him 
throughout his development. His concept of 
disfigurement is based on what his social 
stratum has taught him to believe. 

ji To counteract the effects of loss of recep- 

tive and expressive functions also entails 
sociologic changes. These psychological ef- 
fects cannot be prevented. They can be 
minimized by providing the individual with 
an abundance of such other functions that 
the loss of one will matter less. The person 
with many wide interests will suffer less 
when some of these interests are taken away 
by blindness, deafness, cardiac pathology, 
or the processes of aging. These interests 
can best be supplied throughout the lifetime 
of an individual. It is more difficult to do 
So at the time of disability. For this reason 
I would consider it a preventive approach 
tather than a curative one. For the same 
Teason it becomes a sociologic one. 


| When we consider these wider aspects of 


the psychological problem of rehabilitation, 
it becomes apparent that there will never be 
enough psychiatrists to care- for all of it. 
In many areas, where the problem is acute, 
no psychiatrists are available. We have all 


-witnessed the phenomena of ministers, 


friends, and others helping the disabled 
through their psychological handicaps. This 
emphasizes that everyone working with such 
patients, aware of the problem and of the 
underlying mechanisms, can help. 

The major solution will eventually come 
through these others, in their roles in pre- 
ventive psychiatry. In the forefront must be 
the general physician, practicing his_ pro- 
phylactic psychiatry with families. Next, 
this same physician, plus the various spe- 
cialists, must safeguard the patient’s psy- 
chologic structure with as much care as his 
metabolic and circulatory balance from the 
very onset of illness or accident. The general 
duty nurse must recognize that what she 
tells and does to the patient may affect his 
motivation to get well or stay a chronic 
invalid. 

The prevention of psychological damage 
requires help from many sources. Public 
health nurses in their instruction of families, 
public health physicians during their daily 
contacts in the community, occupational 
therapists and physical therapists during 
treatment, vocational advisors in their coun- 
selling, social workers in relation to patients 
and in their help to families—all can contrib- 
ute to this effort. Any individual who has 
value to the patient can influence him to 
recovery, and help prevent the motivation to 
stay an invalid. This means that all such 
workers should have a basic psychiatric—or ` 
if you will, psychologic—orientation. Some 
people have this as a “native’ ability, many 
more must learn it. Using this psychiatric 
orientation unconsciously is less effective 
than basing it on an awareness of the psy- 
chologic forces at play within the individual 
patient. 

Many workers are already aware of this 
problem and feel helpless before it. They 
often secure psychiatric consultation only to 
find it doesn’t help them(3). Rehabilita- 
tion workers are not getting the assistance 
from psychiatrists because the rehabilitation 
worker has insufficient awareness of what 
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` psychiatry has to offer, and, possibly more 
important, the psychiatrist is unfamiliar with 
the problems of rehabilitation. Vocational 
adyisors report that they ask psychiatrists 
for “an evaluation of the patient,” and get 
an evaluation containing only the same in- 
formation the advisor gave the psychiatrist, 
but couched in psychiatric language. After 
all, the advisor simply forwarded his evalu- 
ation and the information on which it was 
based. The psychiatrist is trained to think 
in terms of personality evaluation, but not 
in terms of how do these personality traits 
relate to rehabilitation problems. It is this 
latter the advisor really wants to know. The 
advisor often presupposes that the psychi- 
atrist is familiar with rehabilitation diffi- 
culties, ‘and that the psychiatrist can learn 
in one interview all the existing motivating 
factors to stay disabled. This problem will 
be resolved when the rehabilitation specialist 
takes time to teach the psychiatrist the prob- 
lems of rehabilitation ; when the psychiatrist 
teaches the rehabilitation worker what psy- 
chiatry can and cannot do; and, after both 
understand each other, when the rehabilita- 
tion worker supplies more pertinent informa- 
tion, and asks more pertinent and specific 
questions of the psychiatrist. 

The answer to the greater problem is an 
educational one. It will require the active 
leadership and support of psychiatrists. 
Workers in the field are aware of their needs 


for psychiatric orientation. They feel in- 
adequate because their schools of training 
fail to tell them these problems exist and 
fail to prepare them to meet such problems, 
These workers should make this known to 
their professional organizations and to their 
training schools. Psychiatry, however, has 
its share of responsibility in helping this 
along. It cannot do so by simply offering 
its wares. It can have its wares accepted 
only after psychiatrists learn the problem 
of their colleagues and then present what 
psychiatry has to fit the needs of their col- 
leagues as the latter see them. This is true 
in their associations with the general practi- 
tioner, the internist, the surgeon, the nurse, 
the public health workers, ministers, ancil- 
lary therapists, social workers, vocational ad- 
visors, and all those concerned in the field of 
medical rehabilitation. 
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INTRAVENOUS METHAMPHETAMINE—ADJUVANT TO 
PSYCHOTHERAPY: 


M. STRAKER, M.D., Montrear, Que. 


Methamphetamine hydrochloride (Meth- 
edrine, B. W. Co.,) ; Pervitin; Desoxyn hy- 
drochloride (Abbott), a sympathomimetic 
drug, was first investigated as a pressor sub- 
stance and was incidentally noted to have 
marked central stimulating properties. Si- 
mon and Taube(1) first described the clini- 
cal effects on 5 patients with psychiatric 
disorders and, in this clinical study, called 
attention to the fact that it made patients 
more talkative, more communicative, aided 
release of emotion previously blocked, and 
was followed by a sense of well being. Le- 
vine et al.(2) reviewed the history of meth- 
amphetamine and reported the psychological 
and physiological effects they observed in 
75 patients, The initial clinical effects of 
a 20-mgm. dose given intravenously were 
described as facial pallor, dry mouth, tran- 
sitory elevation of blood pressure, anorexia, 
and cold, clammy hands. The short initial 
period of tension was generally followed 
by relaxation with increased alertness, elim- 
ination of sense of fatigue, and sleepless- 
hess. No significant changes were observed 
in electrocardiographic and electroencephalo- 
graphic studies. The psychological effects 
were noted to be overtalkativeness and relief 
of tension, and “the recall of emotionally 
charged material was dramatic.” The authors 
described the drug as helpful in eliciting new 
data of diagnostic importance from blocked 
Patients, and helpful also in formulating 
the nexus of active conflicts that were pre- 
viously undiscovered by ordinary interviews. 
They concluded that methamphetamine “pro- 
duces an emotionally charged free flow of 
material, which may include painful memo- 
Ties, traumatic experiences, intimate personal 
Phantasies, and delusional ideas. Most pa- 
tients experience a dramatic relief of tension 
and a feeling of relaxation. Mild depressions 
are often allayed. The psychologically rich 
Tesponse evoked by Pervitin is helpful both 
diagnostically and therapeutically.” 
a 
we in the Section on Private Practice at the 


vests annual meeting of The American Psychiatric 
; Association, Atlantic City, N. J. May 12-16, 1952. 


These promising impressions are confirmed 
by my personal observations in 66 patients 
from private practice. The observations ex- 
tend over a period of more than 2 years. In. 
some instances methamphetamine was used 
once, in others several times, and in a few 
cases repeatedly in “methamphetamine inter- 


DOSAGE 


The average dose used was 15 to 20 mgms. 
(about 1 cc.) given intravenously. A higher 
dose was found to give discomfort, and was 
of no particular advantage in its psycho- 
logical effects. Each patient was initially 
given a smaller test dose of 10 mgms. to de- 
tect untoward reactions. 


EFFECTS 


The immediate reaction is usually a short 
period of tension, palpitation, and dry mouth. 
With rare exceptions, there follows a sense 
of relaxation and marked feeling of confi- 
dence and well being. The spontaneous ver- 
balization of a schizophrenic patient is an 
example: “This is great. My penis feels 
much longer.” There is an increase in the 
flow of speech, associations, and ideation, 
accompanied by appropriate emotional re- 
sponses. There is a sense of being released 
from the inhibited state. A flood of tears, 
a burst of rage, or the verbalization of erotic 
transference emotions often occurs, with a 
subsequent drop in tension. The effects last 
over a period of some hours. At no time is 
there a disturbance in the level of conscious- 
ness, and there is no impairment of judgment 
in the patient’s behaviour. This is useful, 
in that the patient may be permitted to return 
to work directly after the interview is over. 
The remote effects are anorexia for the next 
meal, sleeplessness if the injection is given - 
late in the day, fatigue when the effects 
wear off, and a slight rebound depression. 
The most annoying symptom is insomnia, 
which is easily handled by the use of a night 
sedative. 
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INDICATIONS 


Methamphetamine appears to be indicated 
whenever the patient is severely inhibited or 
retarded and cannot, by the usual means of 
persuasion, interpretation, or utilization of 
transference emotions, be aided in overcom- 
ing resistances to verbalization or release of 
affect. Table 1 shows diagnostic’ groupings 
of the 66 Methedrine-treated patients with 
indications as to the effectiveness of the drug 
as an adjunct to psychotherapy. 


Table 1 Results by Diagnosis 


No. of No. 

Diagnosis patients aided 

We pression: ihote snis aa toe 17 16 
Schizoid process . 14 II 
Anxiety hysteria . 16 12 
Anxiety state ........ 6 6 
Obsessive compulsive . KUG 2 
Hysteria ........ VS 3 
“Stuttering? s oal seek RA 4 
otal xe scce 66 54 


The range of diagnostic groupings indi- 
cates that Methedrine can be ‘adjunctive to 
psychotherapy for a wide variety of reactions. 
It is, in fact, useful wherever facilitation is 
desired, Cameron(3) has stated that “a 
therapy to be successful does not necessarily 


have to deal with the primary cause, but needs, 


only to be capable of interrupting in a con- 
structive manner an undesirable train of 
events.” ; 

In 17 cases of depression the results were 
excellent in facilitating therapy. Three of 
these cases were recurrent depressions, pre- 
viously treated with electroshock because of 
their inaccessibility and the acuteness of the 
clinical picture. With Methedrine, there was 
symptomatic amelioration, a discharge of 
hostility-laden verbalization, and the estab- 
lishment of a psychotherapeutic relationship. 
Electroshock was obviated. It was strikingly 
demonstrated that the value of Methedrine 
alone as a stimulant agent is limited, unless 

| it is utilized as part of a total therapeutic 
transference relationship. In an experiment, 
a number of patients were given the injection 
and immediately sent away. None of them 


reported any benefit from this procedure. 


Thus it appears that Methedrine as a simple 
substitute for other stimulants, such as Am- 
phetamine, has no distinctive value per se. 

Fourteen patients at various stages of the 
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schizophrenic process were treated, because 
of severe habitual blocking at interviews; 
I1 of these reported marked assistance from 
the use of Methedrine and they were able to 
disclose their phantasies and feelings and 
were definitely aided to a better therapeutic 
relationship. A number of these patients 
had repeated injections. 

Anxiety hysterics were in the main aided 
by the utilization of the period of increased 
confidence to help them face phobic situations 
once more. Many patients, handicapped by 
recurrent anxiety attacks in the street or in 
shops, were able to go from the Methedrine 
interview to a shopping centre, or fulfill the 
long-delayed appointment with the dentist. 

Methedrine has been of great help in the 
management of 4 stutterers. One of these 
patients was so severely blocked that he had 
never been able to get into a psychothera- 
peutic relationship. There was a history of 
previous therapy with drugs, exercise train- 
ing at accredited speech clinics, direct faradic 
stimulation (“the wire-brush”) and even 20 
electroshock treatments in an experimental 
effort to bring him relief. During his first 
visits, he was able to get out not more than 
a half dozen words. With methamphetamine 
there was tremendous facilitation, and for the 
first time he has been able to express his 
feelings during interview and is exploring his 
psychological problems with marked benefit. 

Obsessive-compulsive reactions were little 
influenced. This is not surprising in view 
of the structural rigidity of the personality 
in such cases. 


COMPLICATIONS 


Severe sudden headache, with vomiting 
and mild shock, has occurred in 2 cases. Re- 
lief was obtained by the immediate use of 
intravenous sedation. The mechanism is not 
understood, as it is certainly not yet known 
what precise changes in cerebral circulation 
and metabolism are produced by methamphet- 
amine. It is recommended that a small initial 
dose of 10 mgms. be given the first time in 
order to forestall such reactions. Two paz 
tients who were in a border-line psychotic 
state became severely disturbed and excited 
after Methedrine and very nearly ended in 
hospital before the reaction subsided. The 
clear emergence of psychotic material has 
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been commented upon by early investigators. 
It seems better not to use this drug in doubt- 
ful cases unless the patient is in a hospital 
setting. 

Another possible rather than real compli- 
cation in patients who have received injec- 
tions at many interviews is habituation. Since 
the effects are somewhat comparable to those 
of alcohol in the resulting euphoria, sense of 
freedom and confidence, patients appear to 
welcome its usage. In no case, however, has 
there appeared a problem about discontinuing 
the drug at interviews, nor have any harm- 
ful physiological effects appeared from re- 
peated usage. Shorvon et al.(4) report re- 
peated usage in abreactive efforts in patients 
with skin disorders, but do not further specify 
the number of treatments given, nor the 
length of time. 


MODE OF ACTION 


The mechanism of action is not clearly 
understood. It would appear that metham- 
phetamine has 2 essential characteristics that 
determine the clinical effects it can produce. 
It is a sympathomimetic drug and it is a 
central stimulant. From clinical observation 
alone, it appears that the basic effects result 
from the stimulating properties. An out- 
standing feature is the sharp accentuation of 
self-esteem and the increase in confidence 
without any apparent clinical impairment of 
judgment. This appears as a definite gain 
in ego strength, which is associated with the 
stripping away of the superficial ego defenses, 
so that the basic neurotic structuring is 
clarified. With the alteration of the ego de- 
fenses, preconscious material, and also pre- 
viously unconscious memories and affects, 
can be admitted to the reinforced ego. This 
process is, of course, a piecemeal affair, but 
Methedrine appears to speed up the usual 
tate of progress in psychotherapy, and short- 
ens the period of treatment. The loosening 
of the inhibited state, the emotional release, 
and the elevated affect make methamphet- 


amine useful also in the management of the, 


mildly depressed patient(5). In the attempt 


to clarify more precisely the mechanism of 
action of this drug and its effects on person- 
ality structure, a series of Rorshach records, 
prior to and after Methedrine, is being done. 
Thus far only a small number of patients have 
had such records in a preliminary evaluation. 
Tentatively, this confirms the clinical in- 
crease in spontaneity and there is a lessening 
of the use of repression, and less constriction. 
Further studies of this sort are being carried 
out(6). At present, one can state that Meth- 
edrine has earned a definite place in the thera- 
peutic armamentarium, as a useful adjuvant 
to psychotherapy. 


SUMMARY 


1. Methamphetamine hydrochloride, a 
sympathomimetic drug and a central stimu- 
lant, is described as a facilitating agent and 
adjuvant to psychotherapy. 

2. The brief literature is reviewed and the 
physiological and psychological effects are 
described, both immediate and remote. 

3. Sixty-six patients were treated with 
Methedrine in office practice, and the results 
were beneficial in selected cases. 

4. Complications were encountered rarely ; 
they consist of headache and the risk of pre- 
cipitating an acute psychotic reaction. 

5. The clinical resplts are ascribed to the 
stimulating properties of methamphetamine ; 
the effect is an inciease of ego strength and 
self-esteem, together with the stripping away 
of superficial ego defenses and the partial 
dissolution of the resistances. 
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THE EFFECT OF CURRENT EDUCATIONAL PROGRAMS ON 


PERSONALITY DEVELOPMENT: 
ERNEST O. MELBY, Px. D.,? New York, N. Y. 


One of the first stubborn facts we confront 
in examining the effect of current educational 
programs on personality development is the 
kind of educational philosophy presented by 
the school or the teachers. The older con- 
ception of education moves forward on the 
assumption that there is in existence a body 
of subject matter the mastery of which con- 
stitutes an education. Under this concept the 
educational program, the methods of teach- 
ing, teacher attitude, and means of evalua- 
tion, all are based on the assumption that 
knowledge is power. If the pupils learn the 
facts and acquire the skills as measured by 
examinations, the teacher judges himself to 
be successful. He takes no account of the 
impact of the teaching on the personalities 
of the pupils. That the effects of such an 
education on personality development are 
often bad would be no surprise to a conven- 
tion of psychiatrists. 

The more modern conception of education 
conceives education to be a process whereby 
the individual becomes all he is capable of 
becoming. The teacher accepts the unique- 


_ hess of the individual human personality. 
He looks upon teaching as a process of releas- ` 


ing the creative talents of the individual. 
Under this concept the learning of practical 
skills becomes a means to an end and is not 
seen as an educational end in itself. Under 
this philosophy of education any knowledge 
acquired at the expense of personality malad- 
justment would be viewed as an educational 
acquisition for which too high a price has 
been paid, 

If we examine our current educational 
Programs we shall find the modern concep- 
tion far more widespread in the kindergarten, 
nursery, and lower schools than in the upper 
grades, high schools, and colleges. Generally 
speaking, the higher we go on the educational 
ladder, the more damaging is the effect of 


_ 1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

: ? Dean, School of Education, New York Uni- 
versity. : 
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our educational process upon the personalities 
of the individuals involved. We give the most 
attention to personality factors in the nursery 
schools, kindergartens, and in our lower 
grades and the least in our colleges. In mak- 
ing such a sweeping generalization we must, 
of course, remember that there are many 
exceptions to general rules. 

I often feel that medical men have diffi- 
culty in understanding the reasons for the 
sharp lag in education between our best 
knowledge and current practice. In medical 
practice it is often to the professional and 
even financial advantage of the practitioner 
to utilize the latest devices, In teaching, how- 
ever, it takes a good deal of courage to adopt 
the newer methods and often the teacher 
who does will be in serious trouble as a result. 

There are several reasons why it is difficult 
to introduce newer methods in education. 
The same parent who insists that the doctor 
must use aureomycin rather than penicillin 
(or perhaps even some later drug if one is 
available) will have a feeling that the teacher 
should maintain a school very much like the 
one that he attended as a child. We are all in 
a reminiscent mood with regard to our own 
education and this is the trickiest of all the 
moods into which we human beings can fall. 
The education we enjoyed or suffered as 
children and young people was not as good 
as we now think it was. Probably all of us 
as teachers should be thankful for the fact 
that this is the way it works out. It does, 
however, tend to make us conservative with 
regard to educational practice. 

Currently, the situation is more tense than 
ordinarily, Progressive education, which 
really started to translate good mental hy- 
giene and personality development principles 
into educational practice, is currently under 
widespread attack. I fear that as a result of 
these attacks we shall be slipping very seri- 
ously in our general treatment of children. 
Here is one place where we need your help 
very badly. 

We witness a very interesting phenomenon 
in connection with attitudes of parents and 
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public toward teachers and medical men, 
particularly pediatricians and psychiatrists. 
If a pediatrician, for example, tells a young 
mother that she should be kind to her baby 
and that the child needs love and security, she 
will follow the advice and think it is good. 
If, however, an educator advocates that 
teachers should teach the children with kind- 
ness and consideration, he is likely to be 
thought of as a soft and, even worse, a pro- 
gressive educator who ought to be carefully 
watched. I hope that all of you will speak 
up in defense of what you believe with re- 
gard to the treatment of children in schools 
and communities. During this period we 
really need your help. 

It is, of course, unnecessary in this group 
to argue that the most important way of 
bringing about desirable personality develop- 
ment is to maintain good human relationships 
between teachers and pupils. It is, however, 
difficult to see how we are going to get these 
good human relationships if the teacher’s 
own mental hygiene is bad. Here we are 
forced to consider the effect of our present 
educational administration upon the person- 
ality development of teachers. If I had the 
time, I could spend a good deal of it on the 
problems of educational administration and 
their impact on the personalities of teachers 
and in turn on teacher-pupil relationship. 
However, I shall only pinpoint a few of our 
difficulties. 

Concentration of population in large cities 
and the development of large city school sys- 
tems have made both community and school 
relationships more remote. The cement that 
once held us together at the community level 
in the little communities is largely lacking. 
In the big cities the relationships between 
school administrators and teachers are rather 
cold and distant, and the teacher is apt to feel 


that she is a mere cog in a vast educational 
machine. I.do not see how this difficulty can 
be overcome unless we can bring about some 
kind of administrative decentralization in our 
larger cities. The city of New York, for 
instance, has about as many teachers as the 
states of Wisconsin, Iowa, and Minnesota 
combined. Who would in his right senses 
think of administering the educational pro- 
grams of those three states from a single 
office? Yet that is what we attempt to do in 
New York. What I have said about New 
York City applies with almost equal force to 
Chicago, Philadelphia, Los Angeles, and 
Detroit. Even the school system of a city of 
a half-million population is probably too large 
to be operated from a single office. 

One of our great difficulties in education 
comes from our failure to realize the peculiar 
character of the educative process. Our 
profession is, perhaps, the only one in which 
the practitioner can know all he should know 
and do everything he should do and yet fail. 
You can be an authority on the various kinds 
of knowledges, in teaching and yet have a 
bad impact upon the personalities and their 
development of the children with whom you 
come in contact. For in teaching, knowledge 
is of little value without understanding, skill 
will avail you little without love, and com- 
petence is of slight value without a sincere 
dedication to human welfare, Our problem 


in relation to the impact of educational pro- 


grams on personality development is largely 
that of equipping a generation of teachers 
who in addition to professional knowledge 
and skill have a keen awareness of the 
uniqueness of human personality, a great 
faith in children and people generally, a fun- 
damental attitude of search for truth, and a 
deep love of their fellow men, 
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GROUP DIFFERENCES IN ELECTROCARDIOGRAPHIC RESPONSE: 
PAUL KIVISTO, M. A. Ausurn, CALIF. 


Potential use of the electrocardiograph for 
psychological investigation has been obscured 
by the complexity of the instrument and the 
intensive technical knowledge required to in- 
terpret the pertinent features of the individ- 
ual curves. The electrocardiograph curve, 
or QRS complex, has been considered to 
represent differences of electrical potential 
and consequent currents in the saline mass 
constituting the body. Characteristic forms 
in the complex have been associated with 
specific functions in the cardiac cycle, e.g., the 
QR dimension as representative of the rela- 
tive force of the ventricular contraction of 
the heart. Cardiographic changes involved 
in the emotion of fear have been studied by 
Blatz(1). Hyde and Scalapino(2) were 
concerned with the influences of music upon 
electrocardiograms and blood pressure, Lan- 
dis and Slight(3) observed electrocardio- 
graphic characteristics of normal and dis- 
turbed subjects. They found less alteration 
after stimulation in the T-P/P-T ratio in 
the records of melancholic, postencephalitic, 
and dementia præcox subjects as contrasted 
with normal subjects and those with anxiety 
states. 

The present effort was aimed at a statisti- 
cal examination of the curves of 40 subjects. 
Sex differences, differences between normal 
and-mentally abnormal subjects, and stimuli 
differences were evaluated. 


METHOD 


A series of 10 stimuli, successively rotated, 


_ Were given to 20 psychotics diagnosed as 


dementia preecox-paranoid, and to 20 non- 
psychotic: subjects. In each group Io were 
men and 10 were women so that there were 
really 4 groups compared, i.e., the normals 
vs. the abnormals, the males vs. the females. 
The average age of the 40 subjects was 34.2 


| 1 From the De Witt State Hospital. 

The writer wishes to express thanks to Dr. G. 
D. Tipton, Medical Superintendent, Dr. C. R, Jack- 
son, Clinical Director, De Witt State Hospital, for 
their encouragement and assistance; and Professor 
F. M. Henry, University of California, for his 
valuable suggestions. 
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years. The stimuli were as follows: No. 1; 
a 30” rest period; Nos. 2-5 were “pleasant” 
words (demonstrated in the California Ado- 
lescent Study(4)); Nos. 6-9 were “indif- 
ferent words;” and No. 10 was the sudden 
crash of a metallic ash tray against the grill 
of a radiator. i 

Number one lead on a Sanborn ECG was 
used, and the subject sat in a chair during the 
experiment. The stimuli, except No. 1, were 
given at 10-second intervals, and the signal 
marker pressed on a 10” stop-watch reading. 
Except for the psychotics, who were tested 
together, the records of the normals were 
gathered over a period of a year. : 

The records were then quantified in 4 di- 
mensions: (1) rate—as the number of QR 
peaks in a given time period after the stimu- 
lus, (2) amplitude—as the height of the QR, 
(3) irregularity—a subjective rating of 1 to 
3, and (4) on the basis of expert advice, the 
duration of the S-T segment was included.’ 

Differences were then sought through the 
use of the statistical instrument known as the 
F ratio.* The normals were compared, in a 
2x2 table, with abnormals; the males were 
compared with the females, in the same man- 
ner, for each of the 4 measures used. After 
a significant difference was found in the 
measure of the S-T segment, the values of 
the ro stimuli were broken down into A 
groups: t.e., the “rest” period ; the “pleasant 
word period; the “indifferent” word period, 
and the “ash-tray” period. Such a procedure 
permitted the evaluation of the stimulus areas 
responsible for the difference. 


RESULTS AND DISCUSSION 


Of important consideration was the prob- 
lem of how reliable were the individual 
records. In other words, what probability 
was there that the individual curves woul 
consistently reflect the individual differences 
concerned; or that, tested again, would the 
individual differences appear as before. To 
answer the question, the total test items were 


2J. J. Sampson, M.D. Personal Soe 
3 For a discussion of the F ratio see reference 5- 
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divided into half and the individual sums for 
each half were correlated against each other. 


A product-moment coefficient of .85 was 


found. Such a value pointed to definite in- 
dividual differences in the persons tested; 
and, though below ideal expectations, was on 
a sufficient level of significance to make fur- 
ther statistical investigation of importance. 
Examination of Table 1 indicated that sig- 
nificant differences were to be seen in certain 
aspects of the cardiac cycle, chiefly in the 


parison was made. It was seen that no sig- 
nificant sex differences were found in 3 of 4 
stimulus areas. The “rest period,” the “in- 
different words,” and the area of “pleasant 
words” failed to elicit significant differences 
between the sexes in the duration of the S-T 
segment. However, the sudden crash of a 
metallic ash tray against the grill of an iron 
radiator distinguished the sexes on a high 
level of statistical significance; the females 
showed considerably more reaction than the 


TABLE 1 


STATISTICAL ÅNALYSIS or DIFFERENCES Founp IN COMPARING GROUPS 


General ECG values 


Q.R.S. irregularity F-value 
Normals vs. abnormals .. 3.30 
Males vs, females ....++++se+eeeereere 0.00 
O:R.S. rate 

Normals vs, abnormals .....--..«++++++ 1.37 
Males vs. females .......seeeeeereeress* 0.38 
Q.R.S. amplitude 

Normals vs. abnormals .....+.+++++++++ 0.86 
Males vs, females ........++es+seseeere+ 0.02 


S-T values 
Normals vs. abnormals 
Males vs. females ......- 


{ Significant at the 1% level. 
Significant at the 5% level. 


time characteristics of the heart action, 
whereas other aspects, such as irregularity, 
rate, and amplitude, were found to be not of 
as much consequence. “Irregularity” con- 
formed to earlier experimental findings on 
Psychotics; i.e., the psychotics showed less 
measurable fluctuation to provocative stimuli 
than the normals. 

The S-T segment showed considerably 
More experimental significance in distinguish- 
ing the normals from the abnormals, espe- 
cially in the area of “pleasant words.” The 
/abnormals indicated, as a group, longer S-T 
Segments, Such a finding had no immediate 
explanation to the writer ; yet it seemed that 
the nonreactivity of the psychotic could be 
hypothesized as a possible explanation that 
could be further investigated. The latter hy- 
Pothesis was strengthened by the fact that no 
Significant difference was found in the re- 
Sponses of the abnormal and the normal 
groups to the area of the “indifferent” words. 

Sex differences were not of primary con- 
cern; but, as a matter of interest, the com- 


Stimulus area (S-T segments) 


Rest period F-value 
Normals vs. abnormals .....-s.sses+eeeee 2.07 
Males vs. females ........-+++seeeeeeees 2.76 


Pleasant words 

Normals vs. abnormals .....+..-0+++00++ 47.71 
Males vs. females ........+++s0eeeeeeees 
Indifferent words 

Normals vs. abnormals ... 
Males vs. females ........ 
Ash tray falling 


Normals vs. abnormals 
Males vs. females 


men to this startle stimulus. It was impos- 
sible to say whether constitutional or cultural 
differences were responsible for the differ- 
ences found. The greater reactivity, as dem- 
onstrated by the females, raised the question 
of whether reactivity, as such, was an ade- 
quate differential between the normal and 
the psychotic. 

Future research in thearea of electrocardio- 
graphic response to emotionally provocative 
stimuli could utilize the routine ECG findings 
prior to electroshock therapy in estimating 
the emotional recovery of the patient. Space, 
for key stimulus areas could be provided with 
the signal marker at the end of the cardiac 
examination. Although “pleasant” words 
seemed appropriate as a key stimulus area, 
further experimental refinement is in order. 


SUMMARY 


Group differences between psychotics and 
normals, males and females, were found in 
4o subjects in one area of heart action. 


ADEE HSS Nha z festa A 


sychotics, whereas a startle stimulus dis- 
ae the sexes. 
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CULTURAL PROBLEMS ENCOUNTERED IN USE OF THE 
CORNELL INDEX AMONG OKINAWAN NATIVES 


LUDWIG G. LAUFER, M.D.: Wurestong, N. Y. 


Despite the fact that Americans have had 
intermittent contact with the Ryukyu Islands 
since the time of Commodore Perry, and con- 
siderable more since Pearl Harbor, few 


psychological studies of the people them- 


selves have been made. The Japanese who 
controlled the islands apparently were not 
interested, and deemed the Ryukyu islanders 
“country cousins.” Some anthropological 
and geographical studies are currently in 
progress, but the only work of much signifi- 
cance now available, other than infrequent 
periodical articles describing the terrain or 
berating military ineptness, has been that of 
James Moloney. No psychological study 
per se had been completed, for Moloney’s 
efforts apparently were confined to personal 
observations and interpretation. We decided 
our principal interest and limitation would 
be to learn the extent of neurosis among 
Okinawans. It was hoped we might do so 
in such a way that results could be com- 
pated with groups in the United States. 
After considering various psychological 
tests, we selected the Cornell Index (Form 
N2) because it satisfied a number of the 
Obvious criteria. It was designed as a group 
test for “the rapid psychiatric and psychoso- 
matic evaluation of large numbers of persons 
in a variety of situations.” That description 
fit many of the needs, for we ourselves were 
Professional people whose primary responsi- 
bility was to the military, and who did not 
have sufficient time for extensive individual 
testing. We were interested in testing a 
telatively large number of people, sufficient 
to constitute a valid sample of the population. 
The psychiatric and psychosomatic evalua- 
tion was our primary aim, and certainly 
Okinawa constituted one of the “variety of 
Situations,” That we were unsuccessful is no 
indictment against the Cornell Index, whose 
validity and reliability are well established, 
and whose use by the Armed Forces during 


the war was extensive. No other, single 
PANE 


1 Former: Chief, Ni sychiatric Section, Ryu- 
kyt y ver, Neuropsy 
rmy Hospital. 


psychological test designed for group dis- 
semination seemed to satisfy the needs of 
the situation so well. Unfortunately, the 
cumulative difficulties became so large that 
even potential validity was destroyed. 

The initial and obvious difficulty was one 
of translation, which we recognized, but did 
not consider insurmountable. The Okinawan 
language has never been established as such, 
and can be written only phonetically. For 
written communication, the Japanese lan- 
guage is utilized, and it also supplements 
the Okinawan tongue, particularly for the 
technical and the more abstruse terms. The 
test then had to be translated into Japanese, 
in which nuances of caste are integral but 
confusing. The Japanese language varies 
among the larger islands, as it also does when 
spoken by American Nisei or Hawaiian 
Japanese. Since the geographic and political 
affinity to Japan was obvious, the decision 
to use Japanese as spoken on Honshu, the 
largest of the Japanese islands, was not 
difficult. Whether to use a scholarly or a, 
colloquial language approach, whether to 
write as a pedantic grandfather or as a 
school chum of equal status, was considerably 
more so. We compromised on a “journal- 
istic” style, which is relatively impersonal, 
though friendly. The translation was done 
and re-evaluated by a number of translators. 
Kanji printing (with a base of perhaps 1,000 
figures) was used, and mimeographing 
proved no problem. 

Since we wished to learn about Okinawa 
as a whole (Okinawa is the largest, most 
populous, and most politically significant of 
the Rytukyuan chain), rather than any one 
specific group, an adequate sample had to 
pe established. Through the helpful cooper- 
ation of the Program and Statistics Section 
of the Civil Government, this seemed pos- 
sible, until we began to consider social struc- 


ture. The Cornell Index is an individual 


test, but we learned Okinawan people do not 
ordinarily make individual decisions: they 
make family ones, to which each individual 
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contributes, Even a tactful and understand- 
ing Okinawan interviewer would be unable 
to elucidate individual reactions upon visit- 
ing an Okinawan home. Instead, questions 
would be considered by a cooperative family 
group, who would discuss at some length 
the meaning and nuances of the questions, 
and reach a group decision. The Index is 
individually, not group oriented, and when 
faced with a group reaction, loses validity. 
School-room testing was almost as difficult. 
In the first place, restricting the test to one 
group denied the potentiality of a sample for 
the island as a whole. And too, when sep- 
arated from his immediate family, the usual 
Okinawan student replaces the family with 
his school group, who again could be ex- 
pected to give a group decision. Though each 
student in a class of 30 might be given his 
own blank copy of the Index, a group deci- 
sion could be anticipated, and we were faced 
with the possibility of 30 neatly completed 
questionnaires, all precisely identical. The 
other obvious restriction of “no talking” was 
so artificial that results would be similarly 
dubious. 

The length of the Index, which to Ameri- 
cans accustomed to questionnaires is not 


„unduly long, and can commonly be com- 


pleted within 15 minutes by even those who 
have not completed grammar school, was 
to the Okinawans appallingly great. The 
effort to reach group decisions was poten- 
tially so fatiguing, and finally so enervating, 
that results were questionable. 

One of the most curious facets, and one 
we had not anticipated, was the difficulty 
that arose because the Index is phrased in 
question form, the majority of answers being 
in the negative. To Okinawans, it is im- 
polite to make such answers, for courtesy 
entails the positive. Since the degree of 
neurosis on this test is determined by the 
number of “yes” answers, it became patent 
that rather than testing the extent of neu- 
roses, we would learn the degree of Oriental 
courtesy. 

Another factor of which we quickly be- 
came aware was the extensive use in the 
test of qualifying adjectives and adverbs, 
Such words as “ever, frequently, always, 
completely, slowly, usually, often, entirely” 
create no undue barrier to the American 


mind, but to the more precise (?) Okinawan — 
thinking, these caused much confusion, Of 
the 100 questions, more than half ( 
counted 65) are so qualified, and to a di 
disqualified for use among the Okinawans. 
Many of the individual test questions were 
inappropriate from the standpoint of differ- 
ent cultures and habits. Nearly all the “stop” — 
questions, designed to screen especially sig- ` 
nificant disorders (and given special signifi- 
cance in one method of scoring), are ineffect- 
tive for that purpose among Okinawans. 
For example, the question, “Do you often 
drown your sorrows in drink?” loses mean- 
ing when one considers that the Okinawan 
pattern for drinking saki (the native an 
widely used alcoholic drink) involves the 
intentional consumption in as brief a time 
as possible of sufficient saki to become 
thoroughly drunk. At parties, only the men 
drink; the women talk among themselves; 
but drink tea. This was the traditional pror 
cedure, now somewhat modified by the con 
temporary group, following a number of 
years of direct contact with Americans. — 
Other “stop” questions, such as “Are you” 
a bed wetter?” are also unusable. Bı 
wetting is practically unknown to Okinai 
wans, who begin toilet training only after l 
the child is fully able to cooperate, and for i 
whom the excretory functions sometimes” 
seem a casually social function. “Do a 
suffer badly from frequent loose bowel move 
ments” loses meaning when one constati 
the high prevalence of endamebiasis at 
intestinal parasites among these people, 
whom the difficulty is chronic (though anti 
immunity may be partially established) and 4 
often untreated. “Did you ever have a netv 
ous breakdown ?”, “Were you ever a patient i 
in a mental hospital ?”, or “Has any doctor | 
ever told you that you had ulcers of the 
stomach?” lose pertinency when one COR” . 
siders that before the war, there was #0 — 
psychiatrist and no mental hospital on 1 | 
island ; though psychotics are found on OF A 
nawa, the number (among a population 0? t 
900,000) can be counted in the hundfeds: 
The mental institution currently has a bet 
capacity of 80 (there is no outpatient treat 4 
ment), and houses aments and epileptics 25 
well as psychotics and seniles. Obvious 
the incidence is so slight that the connotaue® 
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is tremendously different from that existing 
in the United States, where roughly 4 of 
every 1,000 persons are hospitalized for 
mental disease, epilepsy, or mental deficiency. 

Not only the stop questions proved inap- 
propriate for this group. Others such as 
“Do you wish that you always had someone 
at your side to advise you?” again brought 
up the different structure of the family, caste, 
and status. To the Okinawan, to the ques- 
tion “Do you have to do things very slowly 
in order to be sure you are doing them 
right?” the socially correct answer would 
be “Yes,” though we construe such an an- 
swer as neurotic; to them, it is important 
to be meticulous, and a job done with infinite 
care and patience is that well done. “Do 
you usually feel cheerful and happy?” is 
dificult to estimate, for though the people 
on the whole genuinely do seem more gay 
and less filled with care than Americans, 
their answer to people outside their family 
group, and particularly to dominant for- 
eigners, has questionable validity. Similarly, 
‘Do strange people or places make you 
afraid?” and “Do you get all nervous and 
shaky when approached by a superior ?” must 
have different connotations to people incul- 
cated in a society sensitively attuned to caste 
and status. Answers must also be highly 
conditioned by the unseen presence of the 
114,000 Okinawan casualties during the war, 
whose relatives (those answering the ques- 
tionnaire) are in many instances financially 
dependent upon the conquerors. “Do you 
tremble or feel weak every time some one 
shouts at you?” may not be a neurotic trait 
to an Okinawan laborer whose most direct 
contact with the Voice of America is a shout. 

Even climate was found to make a differ- 
ence in response. “Do you sweat a great 
deal even in cold weather” means little to 
the untraveled Okinawan, whose habitat is 
uncomfortably near the equator. Allied is 
the question “Are you repeatedly bothered 
by severe itching?” which has an unduly 
Pertinent weight to the Okinawan, for der- 
Matitis is prevalent among many Oriental 
and tropic areas, and treatment for even 
Contagious infections is limited. 

Economics makes a difference, too. “Is 
Your appetite good?” is somewhat sardonic 
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at Okinawa, a poor island that needs im- 
portations of even rice to supplement a diet , 
limited by quantity as well as diversity. The 
obese Okinawan is an extreme rarity. 

Some of the questions created intriguing 
problems, and suggested other lines for in- 
vestigation. “Are you troubled by stutter- 
ing?” is a question we had difficulty evalu- 
ating. Stuttering and stammering occur, 
but are apparent to Caucasians only when 
the Okinawan is under considerable stress ; 
how extensive they may be among Okina- 
wans in general has not been determined, 
and would be a curious factor to determine. 
Others such as “Is the opposite sex un-- 
pleasant to you?” are difficult to construe 
because of the different courting customs. 
Until recent years, “dates” were not known, 
and marriages were arranged by family in- 


_termediaries; even late adolescents enjoyed 


amusements in groups of their own sex. 
That there were some premarital sex rela- 
tionships is confirmed by the prewar attitude 
toward pregnancy before marriage ; this was 
not condoned, but the child was welcomed. 
The mother apparently lost little or no status, 
and her fertility was confirmed, which may 
have enhanced her value as a fecund wife. 

Even such factors as distribution of pop- 
ulation caused potential difficulty. More 
than 50% of all Ryukyus nationals are under 
the age of 20, compared with a United 
States grouping of about 33%. Illiteracy 
among Ryukyuans above the age of 15 is 
27.73% ; in the United States, according to 
1947 data, 2.7% of the population who were 
14 years of age or over were unable to read ' 
and write, either in English or any other 
language. While these factors would affect 
the comparison value of any psychological 
testing, they obviously restrict the meaning 
of test results, unless properly weighted. We 
found it a very real problem. 

Because the Cornell Index was designed 
and validated for so very different a group, 
we found it unusable for the purpose we 
intended among Okinawans. Perhaps other 
individual or nonverbal tests would prove 
helpful learning devices. Certainly varia- 
tions of block or maze tests would be effec- 
tive to learn of individual psychological abili- 
ties, and the Rorschach might prove useful, 
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4 aee can be encompassed, — 
3) aaa much question arises about the basis 
_ for standardization among Oriental peoples, 
The primary difficulty we found in this 
attempt at psychological testing was that we 
did not know enough about the Okinawan 
-or his culture to define what was a neurosis, 
} . much less determine the degree of it. Per- 
= ‘haps it may be more feasible to gain greater 


socio-anthropological knowledge, a 
test work on an individual basis 


- specific traits. To cope with a lar, 


known culture, and with the fears a 
prehensions (covert and otherwise) of 
conquered people, as well as a dual lang 
barrier was more than we (with the limit 
time available) and the Cornell Index could 
accomplish. 
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EGO BOUNDARY IN CHILDHOOD AND IN SCHIZOPHRENIA 
MAX LEVIN, M.D.,1 New York, N.Y. 


Some schizophrenics complain that their 
mind can be read by other people, who are 
instantly aware of their thoughts, This is 
an example of regression to an infantile 
pattern of thinking. 

The child at first does not appreciate that 
he is an entity distinct from other people, 
and this is something he must learn with 
time and experience. This sense of the 
“boundary of the ego” comes first in respect 
of the physical self, and only later in respect 
of the mind. In other words, the child learns 
first that physically he is distinct from other 
people, he being one person and his sister 
quite another, and not till later does he ap- 
preciate that his mind too is distinct. Till 
then he is under the illusion that other people 
share his thoughts, Following are 2 ex- 
amples. 

The first example comes from my brother, 
who is 4 years younger than I. The incident 
cannot be dated precisely, but I think he was 
about 5 years old. One night we slept in 
the same bed, and in the morning he led 
off with the remark, “Max, wasn’t that a 
funny dream we dreamt last night?” 

When my son was 4 years and 10 months 
old, he and I were listening to a radio pro- 
gram (a man talking to his children). David 
Was puzzled as to the origin of the voices 
and asked, “Are those real people in the 
radio?” (The radio was a large cabinet 
model.) He knew there were no actual per- 
sons hidden in the piece of furniture but he 
couldn’t imagine just where they were. I 
answered that of course there was no one 
in the radio, but there was a studio where 
actors produced a play, and their voices were 
sent out and received in our set. David then 
asked, “How do the actors know that we've 
turned the radio on?” Later in the discus- 
sion, still puzzled, he remarked, “If they 
[the actors] were resting when we turned 
e 
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the radio on, we wouldn’t hear them.” (He 
meant, When we turn the radio on, how do 
the actors know they now have an audience 
and must get back to work?) 

This infantile indistinctness of ego bound- 
ary is easy to understand. A child pictures 
the world in terms of his experience. A 
child in an English-speaking environment 
is surprised to discover that there are other 
languages too. In his egocentrism he as- 
sumes that his feelings are universal. When 
he is conscious of the actors in the play, he 
feels that they must therefore be conscious 
of him. 

The ostrich is supposed to bury his head 
in the sand when he wants to go into hiding. 
This may be legendary as to the ostrich but ` 
not as to man, for children believe they are 
unseen when they close their eyes. 

This infantile conception is more than 
just a source of cute stories about children ; 
it is important in practical adult life too. I 
know a successful small town rabbi whose 
habit it is, when he takes his morning walk 
and passes the home of a parishioner, to 
wave his cane in greeting even when he can- 
not see anyone through the window. He thus 
averts the possibility that the parishioner in- 
side, seeing him pass, will salute him and 
wonder why the salute isn’t returned. With 
his insight into human nature the rabbiknows 
that a man sitting in his front room who sees 
you pass by outside is going to feel that you 
too see him, and if you should give him no 
sign of recognition he would not easily escape 
the feeling of having been snubbed. i 

In schizophrenia there is regression to 
earlier and more primitive modes of thought. 
Of the many manifestations of this regres- 
sion, none is clearer than the mind-reading 
delusion, wherein the patient feels that he 
is no longer an independent being and that 
the thoughts that cross his mind are instantly 
and automatically known to other people. 
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The clinical value of crystalline insulin, in 
a concentration of 500 units per cc. (U 500), 
in producing deep insulin coma for the treat- 
ment of mentally ill patients, has recently 
‘been studied at the Boston Psychopathic 
Hospital. 5 
_ The study is based on observations on 42 
patients during a 44-month treatment period 
in the insulin unit. During this interval, there 
were 1,385 treatments, with 785 third stage 
comas (56.9%), which were considered 
therapeutic in depth. U 500 insulin was used 
on 123 occasions (8.9%), either alone or 
combined with another type of regular crys- 
talline insulin. In the other 1,262 treatments, 
regular crystalline insulin, U 40, U 80, and 
U 100, was employed. With few exceptions, 
U 500 was given to patients who required 
500 or more units of insulin to produce coma. 


RESULTS 


I. U 500 insulin was not more successful 
in achieving therapeutic comas than other 
forms of insulin. Of the 123 treatments with 
U 500 insulin, 56 therapeutic comas were 
obtained (45.5%); of the remaining 1,262 
treatments with other types of insulin, 729 
comas occurred (57%). 

2. The time necessary for the development 
of the therapeutic coma was not altered by 
the use of U 500 insulin. Patients reached 
coma levels in 3 to 4 hours after the injection 


1 From the Department of Psychiatry, Harvard 

_ Medical School and the Boston Psychopathic 
Hospital. 

The Eli Lilly & Company and E. R. Squibb & 


Sons generously supplied U 500 insulin for experi- 
mental purposes, 
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THE USE OF U 500 INSULIN IN DEEP INSULIN COMA? “a 
G. DONALD NISWANDER, M.D. AND MURIEL C. NELSON, R. N., Boston, Mass. í 


of U 500 insulin, as with the conventional 
sulin concentrations. i 

3. Delayed or late insulin reactions, i ¢ 
reactions occurring in the afternoon or € 
ning long after recovery from the init 
hypoglycemia, were more common in patient 
who received initially high doses of i 
than in those who received low doses of it 
sulin, For example, out of 69 reactions, 
or 63.7% occurred in patients who re 


reactions (30.5%) occurred in patients y 
received dosages from 100 to 300 units 
reactions (5.8%) in patients who rece? 
dosages ranging from 20 to 100 units, 
4. Patients who received large dosages ¢ 
U 500 insulin likewise were more inclin 
develop secondary reactions than pati 
who received small doses of U 500. All 
patients who developed insulin reactions ¥ 
U 500 received more than 500 units of 
sulin—the dosages ranging from 500 to T; 
units. No insulin reactions occurred in 
U 500 treated group where the insulin 
was less than 500 units. i 


SUMMARY 


comas more readily than other conventio 
concentrations of insulin. The time requi! 
for the development of the therapeutic comi 
was not altered by the use of U 500. Delaye 
insulin reactions were not more frequent y 
U 500 insulin than with other types provi 
the total dosage was equivalent. No untow 
clinical effects were noted when U 500 

employed. U 500 insulin can be rect 
mended for deep insulin coma in the treats 
ment of mentally ill patients, d 
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GROWTH OF THE ASSOCIATION 


The present membership of The American 
Psychiatric Association is 7,125. For the last 
4 years the membership has increased by 
roughly 600 a year. Before that, 300 a year 
was a maximum figure. The total member- 
ship in 1946 was 4,010, so that in 6 years’ 
time there has been an increase of 3,105 
members. Not only has the Association 
shown a tremendous growth in total mem- 
bership, but there have been a few places that 
have shown proportionately a much greater 
increase of membership than others. The 
membership outside of the United States has 
increased and many countries that did not 
have any members at all 10 years ago now 
have some members. If one takes the 1943- 
44 membership list prepared in 1943 and 
compares it with the 1952-53 membership list 
he has a record of what has happened during 
the last 9 years. Canada has, of course, been 
an important and integral part of the Associ- 
ation and a number of our presidents have 
come from Canada. However, it is worth 
pointing out that the total membership from 
Canada at present is only 189, although there 
has been a slow and steady increase through- 
out this period. The membership in Canada 
Is scattered throughout the country, but the 
2 large cities of Toronto, with 39 members, 
and Montreal, with 40 members, have about 
two-fifths of the total membership. Mexico 
now has 9 members, whereas 9 years ago 
there were only 2. Central and South 
America furnish a total of 34 members, while 
foreign countries, beginning with Australia 
and ending with Thailand, total 65 members. 

The membership of the Association is over- 
whelmingly in the United States and, al- 
though Canada has played such an important 
role in the Association and its affairs, this is 
not due to any large number of members. 
Central and South American and foreign 
Countries have about half the membership 
of Canada. Actually Canada’s membership 
is only about 2.6% of the total membership 
of the Association. In the United States the 
Membership at present is largely in propor- 


tion to the population of the state itself. It 
is of interest to take the 15 states with the 
largest membership and to list their present 
membership now and 9 years ago: 


1952 1943 

1. New York .........--- 1,649 577 
2. California 712 100 
3. Pennsylvania . 468 178 
4. Massachusetts 377 159 
136 

. 83 

H 85 

h 77 
9. 47 
10. New Jersey ...--+-+5+> 191 52 
II. Texas s.s.s». 186 39 
12. Connecticut . 168 75 
13. Virginia ..... 120 42 
14. Missouri . 119 40 
15. Kansas .--.seeeeeeeeee 117 17 


From this it will be seen that there are 15 


‘states that have a membership of over 100; 


8 states with a membership of over 200; 5 
with a membership of over 300; 3 with a 
membership of over 400; 2 with a member- 
ship of 700; and one state with a membership 
of over 1,600. Looking down this list we see 
that this is to quite an extent in proportion 
to the present population of the country, but 
witha few exceptions. According to the 1950 
census the population of the United States 
was 150, 697, 361. On this basis New York, 
with the largest population of any state, has 
approximately 10% of the total population 
of the United States, but has approximately 
22% of the membership of the American 
Psychiatric Association. New York State 
had a population of 14,830,192. California 
had a population of 10,586,223 or roughly 
7% of the total population and 10% of the 
total membership. Pennsylvania is the third 
state in population and ranks third in mem- 
bership. From then on we see a number of 
exceptions—Massachusetts is fourth in mem- 


` pership, although nowhere near that in popu- 


lation. 
The growth in membership during the last 
g years is also of interest. New York State 
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had the largest total growth of membership, 
its membership having increased 1,072. Cali- 
fornia was next in total increase of mem- 
bership, having increased 612. The greatest 
` percentage of increase is in California, which 
has jumped from 100 members in 1943 to 
712 members in 1952—an increase of over 
7 times. Kansas is a close second, having in- 
creased in membership from 17 in 1943 to 
117 in 1952. New York and Pennsylvania 
have roughly tripled in size during this 
period. No states in the top 15, except Cali- 
fornia and Kansas, have quadrupled their 
membership, although the District of Colum- 
bia and Texas have more than tripled in 
population. The increase in membership in 
the United States is, on the whole, a fairly 
even one throughout the country, with a few 
notable exceptions in some of the states with 
very small membership where the figures are 
less meaningful, It is of interest that Alaska 
now has no members, as compared to one 9 
years ago. Wyoming now has 4 members, 

whereas it had 6 members 9 years ago. 
In the United States we see that there is 
a very heavy membership population along 
the Atlantic seaboard, running from Massa- 
chusetts down through Virginia. Then there 
is a second group in the Middle West with 
a nucleus in Illinois, Michigan, and Ohio. 


The South generally has a fairly sparse, 


membership, but Virginia, which is also east- 
ern seaboard, is an exception and Texas also 
is the eleventh of the states in membership. 
Beyond the so-called midwestern states we 
find Missouri and Kansas with a small nu- 
cleus around them. Colorado has 70 mem- 
bers, but that is almost a part of the Kansas- 
Missouri grouping. Then there are very few 
members until one hits the Pacific Coast. In 
making a trip from California to New York, 
Denver is a little over a third of the way and 
Topeka, Kansas is half way, so that geo- 
graphically Kansas is the center of the United 
States. The membership of the Association 
is overwhelmingly in the eastern half of the 
United States. 

All of this may seem rather unimportant, 
but there are a number of very practical 
points that are raised by these facts. If one 
were to say that meetings were to be held 
where the most members are, New York City 
would be the logical place for all our meet- 
ings. If membership to committees is to be 


kept in proportion to membership, then New 
York State would have 237% of all members 
of the committees ; California 10% and Penn- 
sylvania 6.5%. If one were to figure the — 
permanent home of the Association on the 
same basis, New York City would be the 

logical place. One may wish to bring up other 
arguments. There should perhaps be a cer- 
tain amount of geographical representatic 
irrespective of population. Canada, for ex- 
ample, has always held proportionately more ~ 
members of committees, more members of : 
the Council, and has even had more presi- i 
dents than it is entitled to, purely on the basis 
of its proportional membership to the E 


ciation. Of the members who have served 
officially on the AMERICAN JOURNAL OF PS% 
CHIATRY since 1844, 3 have been Canadians, 
The general membership in Mexico, Cent 
tral and South America, and in foreign 
countries raises many further problems. It 
does not appear likely, however, that within 
the next 10 years there will be any increase 
of membership outside the United States that 
is likely to produce any important shift in the 
percentage of membership or raise any sert- 
ous problems. Re 
As regards the meeting of scientific asso- | 
ciations, we find a fairly consistent policy om 
the part of many to vary their meetings regun 
larly and consistently, so that members in the” 
more isolated parts will have some meetings $ 
near to them. The American Medical Asso 
ciation every 3 or 4 years holds a meeting of 
the Pacific Coast, either in San Francisco of 
Los Angeles, It does the same for Chicago 
and for Atlantic City. The American Psy 
chiatric Association in its 109 years of existi 
ence has held only 2 meetings in the weste 
half of the United States and Canada, A 
very practical problem arises in the appoint- ; 
ment of committees. With the large number ‘ 
of committees in the Association it becomes: 
a very expensive proposition to bring all the 
members to a single place for a meeting of i 
all committees. As is the present custom, the 
Council and committees meet in New Yom 
every year in November, and if committee” 
membership is in proportion to membership 
in the different parts of the United States 
and Canada the expense of bringing on 
tees and Council to this meeting is s0 8% 
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that the Association itself cannot afford it. 
One suggestion has been made that certain 
committees be composed exclusively of east- 
erners, another committee exclusively of mid- 
westerners, and still another committee of 
exclusively far westerners. This would en- 
able each committee to meet with a minimum 
of expense. However, most of those who 
have considered this matter feel that it is 
usually unwise to have a committee that is 
not representative of the total geographical 
population. Ata New York committee meet- 
ing it will cost about $400 to bring a member 
from the Pacific Coast. It will cost about 
$4 for a member living in New York City. 
In general it may be said that there has al- 
ways been a great deal of attention paid to 
having the Council geographically repre- 
sentative of the association. However, it also 
has fitted in according to the proportion of 
membership. Of the present 12 members of 
the Council, 7 live in states bordering the 


Atlantic seaboard and 2 live in states border- 
ing the Pacific Ocean. 

No one has worked out a’ solution to this 
problem and there probably is none. There 
is a large percentage of the total membership 
of the Association in close vicinity to New 
York City. It seems clear, therefore, that 
the majority of the members can best be 
served by having committee meetings in New 
York City. It seems important to point out, 
however, that both population and member- 
ship of the Association has steadily increased 
in the West. Since the annual meeting this 
year is being held in California it is worth 
while reiterating that one member of every 
to of the American Psychiatric Association 
lives in California and that California has 
shown a higher percentage of growth than 
any state that has any considerable member- 
ship in the Association. Y 

K. M. B. 


FOR A GENERIC CLASSIFICATION OF CERTAIN PSYCHOSES 


Under the 2 main headings, manic-depres- 
sive and schizophrenic reactions, most clini- 
cians include 4 well-recognized diagnostic 
entities: “manic-depressive psychosis” (“cy- 
clothymia,” “affective psychosis”), “inyolu- 
tional melancholia,” “schizophrenia” (“de- 
mentia praecox”) and “paranoia.” The whole 
group accounted for 33,345 first admissions 
to mental hospitals in the United States 2in 
1949; the percentages were approximately as 
follows: manic-depressive 17, involutional 
13, schizophrenia 67, and paranoia 3. When 
this total country-wide figure is broken down 
into states, it is seen that thereis a wide varia- 
tion in diagnoses. In 1o well reported states 
schizophrenia varies from 46 to 75%. The 
greatest variation, however, is seen in the 
diagnosis of involutional cases. For example, 
2 contiguous states diagnosed “involutional” 
as 3% (Maine) and 24% (New Hampshire) 
and “manic-depressive” as 26% (Maine) 
and 14% (New Hampshire). One doubts if 
the state line has any biological significance 
and wonders whether the difference does not 
lie in the diagnostic criteria of the psychia- 
~ 


sa atients in Mental Institutions, 1949- Federal 
Recurity Agency. Public Health Service, National 
nstitute of Mental Health, Washington. 


trists! Farrar ? pointed this out in 1905, and 
in 1927 Elkind and Doering ° showed that 
the variations in diagnosis from hospital to 
hospital in Massachusetts were so great as to 
make questionable the significance of the 
classification as used by staff psychiatrists. 
Another explantion may be more construc- 
tive: if one takes the point of view that the 
4 diagnoses are subdivisions of one large 
group of related mental disorders, the varia- 
tions become understandable. If all cases 
could be plotted on a curve with “pure” 
manic-depressive at the left and “pure” de- 
mentia praecox at the tight, I believe that 
there would be few cases at the extremes and 
many in the middle. That is to say, there 
are more cases that show a mixture of manic- 
depressive and schizophrenic symptoms than 
there are “pure” cases of either. One ex- 
planation. could then be that the psychiatrists 
are not separating different biological phe- 


2 Farrar, C. B. Dementia praecox in France with 
some references to the frequency of this diagnosis 
in America. Am. J. Insan., 52:257, 1905. 

8Elkind, H. B., and Doering, C. R. Work 
quoted by Gruenberg, E. M., in Epidemiology of 
Mental Disorder. Milbank Memorial Fund, New 
York, 1950. (See pages 42 and 43.) 
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nomena, but are trying to pick points on a 
curve that represent variable phenomena in 
one generic type of abnormal human reaction. 

A broad description of the group or genus 
would be that it is composed of persons 
largely 15 to 65 years of age, who are com- 
mitted to mental hospitals because of dis- 
orders of mood and thought, who have no 
demonstrable cerebral or somatic lesions. If 
the disorder is mostly in mood the course 
tends to be self-limited or cyclic and the cases 
go to the left of the curve near the rare 
“pure” mood disorders; if the disorder is 
mostly in content of thought, it tends to be 
less cyclic and more likely to lead to progres- 
sive deterioration. This puts the case at the 
tight of the curve near “pure” thought dis- 
orders, Most cases fall near the middle, but 
the curve is skewed, because there are more 
than twice as many admissions for manic- 
depressive as for schizophrenic disorders. ` 

This concept is not new. Adolf Meyer 
taught at the bedside in 1917 that the mixed 
cases were common and the more they showed 
cyclic mood changes the better was the prog- 
nosis and vice versa, He evidently thought 
of them as related types of reaction. An- 
other important observation made by many 
psychiatrists who have watched patients over 
long periods is that a patient may have a first 
attack of psychosis that is typically manic 
or depressive, with no noticeable schizo- 
phrenic features, but that in subsequent at- 
tacks schizophrenic ‘symptoms appear and 
subsequently become more prominent, until 
the patient is permanently hospitalized with a 
typical deteriorating schizophrenic picture. 
This clinical impression is substantiated by 

| Elkind’s figures.’ 

It not only happens in individual patients 
that an affective psychosis may gradually 
change into'a schizophrenic, but there is evi- 
dence that this may also happen in heredity. 
Myerson ® pointed out that both disorders 
tun in certain families quite strongly and 

` that the general tendency is for a family to 
begin manic-depressive and after a few gen- 


4 Lief, A. The Commonsense Psychiatry of Dr. 
Adolf Meyer. McGraw-Hill Book Gane New 
York, 1948. (See page 325.) 

5 Myerson, A. Inheritance of Mental Disease. 
Williams and Wilkins, Baltimore, 1925. 


erations end up schizophrenic. Other workers 
in genetics do not agree to this.® 

Added to these different pieces of observa- 
tion that point toward a generic relationship 
between the 4 disorders are the recent data 
on mental reactions produced by cortisone 
and corticotropin (ACTH). Brief psychotic 
episodes in these patients often run the gamut 
of the symptoms seen in the whole schizo- 
affective group. A patient may start with a 
euphoria, become manic, in a few days give 
evidence of schizophrenic thinking, become 
catatonic and later depressed and agitated. 
Then the cycle may be repeated with varia- 
tions.” 

Ohe is impressed with the need of a new 
sort of nomenclature for psychiatry, in which 
“disease entities” are less rigid and relation- 
ships are emphasized. The concept of genera, 
species, and subspecies might be used as in 
other branches of biology. In this frame- 
work, one could look upon “manic-depres- 
sive,” “involutional,” “schizophrenic,” and 
“paranoid” reactions as all making up a genus 
composed of 4 species and as many sub- 
species as the acute clinician deems advisable. 
But the emphasis should remain on the ge- 
neric relationship if a useful biological con- 
cept is to be maintained. 

It is important to have a good generic term 
for this group. “Schizo-affective” is too awk- 
ward and “functional” is indefensible. “Para- 
thymic” is suggested, as combining the ideas 
of devious thought in “para” and abnormal 
mood in “thymic.” Perhaps it would be bet- 
ter to use the common word “psychosis,” but 
confine it to this genus of disorders. -It is 
already used by many psychiatrists in that 
way. The broader and (at present) more 
accurate use of “psychosis” is to denote any 
patient legally “insane.” As used at present, 
therefore, the term has no medical significance 


but is a legal classification. 
Ste? 


°Kallmann, F. J. Genetic Theory of Schizo- 
phrenia. Chapter in Kluckhohn, C., and Murray, 
H. A. Personality in Nature, Society, and Culture. 
Alfred A. Knopf, New York, 1948. 

Clark, L. D., Bauer, W., and Cobb, S. Pre- 
liminary observations on mental disturbances occut- 
ring in patients under therapy with cortisone an 
ACTH. New Eng. J. Med., 246: 205, 1952. 
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NEWS AND NOTES 


GERMAN PSYCHIATRIC RESEARCH INSTI- 
rute, Municu.—Dr. W. Scholz, acting di- 


rector of the Max-Planck Institute, in reply ~ 


to a letter from President Cameron, extends. 
a warm invitation to any members of the 
American Psychiatric Association when trav- 
eling in Europe to visit the Institute, of which 
Kraepelin was the first director. Dr. Scholz 
and Dr. Wagner, chief of the clinical depart- 
ment, will welcome the opportunity of giving 
information and of discussing with American 
colleagues their scientific and practical prob- 
lems, Dr. Wagner made a visit to the United 
States in 1949, and Dr. Scholz mentions his 
20 years of personal connection with A.P.A. 
members doing neuropathological work. 

The research program of the Institute is to 
be reorganized to include neurophysiology, 
neuropathology, serology, biochemistry, gene- 
alogy, and clinical research including psycho- 
therapy. 


PROCEEDINGS OF MEXICAN CONGRESS.— 
The Proceedings of the Fourth International 
Congress on Mental Health, held in Mexico 
City, December 1951, have been published in 
English and Spanish. The English edition 


_ is available from the Columbia University 


Press; the price is $5.00. Proceeds of the 
sale of the English edition will be contributed 
to the World Federation for Mental Health. 


THE SETON INSTITUTE, BALTIMoRE.—On 
March 15, 1953, a new constitution and by- 
laws of the Seton Institute were drawn up 
establishing a new Executive Coordinating 
Board, whose present members are Drs. 
Nicholas L, Ballich, Mary McKinniss Cush- 
ing, Jacob E. Finesinger, Manfred S. Gutt- 
macher, Paul V. Lemkau, and the chairman, 
Dr. Frank J. Otenasek, and secretary, Dr. 
James S. Whedbee, Jr. Ex officio members 
are the medical director, clinical director, ad- 
Ministrator, director of nurses, and director 
of social service. 


Dr. Henry Armen BUNKER—On 
March 19, 1953, occurred the death of Dr. 
Henry A. Bunker at his home in New York 


City at the age of 63. He had suffered from 
a prolonged illness. 

Dr, Bunker was a graduate of Harvard 
University, having received both his A.B. 
and M.D. degrees from that institution. 
After interning at Boston City Hospital he 
served for a period at the Boston Psycho- 
pathic Hospital. He enlisted in the army 
medical corps during World War I and later 
joined the staff of the New York State Psy- 
chiatric Institute on Ward’s Island. In 1926 
he took up the private practice of psycho- 
analysis and was later appointed to the teach- 
ing staff of the New York Psychoanalytic 
Institute. From 1933 he was an associate 
editor of the Psychoanalytic Quarterly. He 
contributed also to the volume, “One Hun- 
dred Years of American Psychiatry,” com- 
memorating the 1ooth anniversary of the 
founding of the American Psychiatric Asso- 
ciation. Dr. Bunker had been a Fellow of 
the Association since 1942. He was also a 
member of the New York Academy of 
Medicine. 


Dr. SamueL Feicin.—The death of Dr. 
Samuel Feigin of New York City occurred 
March 20, 1953, at Palm Beach, Florida. He 
had suffered a heart attack earlier in the year 
and had gone south for a period of rest and 
recuperation. His age was 58. 

Dr. Feigin received his medical degree 
from the New York University College of 
Medicine in 1920, and had psychiatric train- 
ing at Bellevue Hospital and Manhattan 
State Hospital, with further graduate work- 
in neurology at the National Hospital, Lon- 
don. For some years he was assistant pro- 
fessor of psychiatry at the New York Uni- 
versity College of Medicine and head of the 
psychiatric clinic at that institution. 

In addition to a large consulting practice 
Dr. Feigin devoted much time to forensic 
work, He served as psychiatric consultant 
and expert for the State of New York in 
many court cases and had been consultant 
to the board of education and for the police 
department of the city. Dr. Feigin was a 
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Life Fellow of the American Psychiatric 
Association. 


Dr. Wituiam Drayton, Jri—At the age 
of 72, Dr. William Drayton died at the Vet- 
erans Hospital, Coatesville, Pa., March 18, 
1953, following a long illness. He was a 
native of Philadelphia and a graduate in 
medicine from the University of Pennsyl- 
vania. He served with Base Hospital No. 10 
in France during World War I. 

Dr. Drayton was visiting psychiatrist to 
Philadelphia General Hospital and associate 
professor of neurology at the Graduate Hos- 
pital of the University of Pennsylvania. He 
was appointed psychiatrist to the Municipal 
Court in 1926, and as such took part in many 
trials in which mental health was in question. 
He was an officer of the Society for the Pro- 
tection of Children and of the Pennsylvania 
School for the Deaf. Dr. Drayton was a Fel- 
low of the College of Physicians of Philadel- 
phia and of the Pennsylvania State Psychi- 
atric Society, as well as a member of other 
professional organizations and clubs. 


Dr. BaLrazar Caravepo.—News is re- 
ceived from Dr. Caravedo, Jr., of the death 
of his father, Dr. Baltazar Caravedo of Lima, 
Peru, on January 14, 1953. Dr. Caravedo 
had been a Corresponding Member of the 
American Psychiatric Association since 1945. 
For many years he held the position of medi- 
cal director of the Hospital “Victor Larco 
Hererra,” Magdalena del Mar. Dr. Jook: 
Valega succeeds Dr. Caravedo as medical 
director. 

Dr. Caravedo was responsible for the in- 
stitution in Peru of reforms in the care of 
mental patients and also the abolition, in 
1917, of the use of all methods of restraint in 
the treatment of such patients. He founded 
in 1930 the Liga Peruana de Higiene Mental 
(Peruvian League of Mental Hygiene). The 
mental hygiene law in the Republic of Peru 
is attributable to his initiative. 

Two weeks before his death Dr. Caravedo 
Opened the sessions of the Consejo Nacional 
de Salud Mental (National Council for 
Mental Health), in his capacity as President, 
this having been his last activity. 


KAHN Test or SYMBOL ARRANGEMENT. 
—A revised ahd enlarged edition of the Man- 
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ual for this test is now available. The t 
a projective device making use of plast 
shapes on the assumption that form prefer- 
ence can be diagnostic of personality dy- 
namics. For information write Major T.( 
Kahn, Medical Gr., N.P. Service, Parks AF | 
Base, Calif. ae 


GENERAL SEMANTICS SEMINAR,—The ; 
Toth summer seminar-workshop sponsored 
by the Institute of General Semantics, Lake- 
ville, Conn., will take place August 15-30 at 
Bard College, Annandale-on-Hudson, The i 
seminar will be conducted by Institute staff 
and associated co-workers from other insti- 
tutions and will offer intensive training in the 
theory and techniques of Alfred Korzybskis 
nonaristotelian discipline. A 


COMPREHENSIVE COURSE IN PsycHo« 
ANALYsIS.—On April 24, 1953, the students, 
faculty members, and alumni of the Compre- — 
hensive Course in Psychoanalysis, a graduate 
Program of the department of psychiatry, 
New York Medical College, celebrated the 
tenth anniversary of the existence of the 
course by a dinner-dance at the Croyden 
Hotel, New York City. Theoccasion honored 
Dean J. A. W. Hetrick of the New York 
Medical College for his “pioneer role in in- 
troducing for the first time in the history of i 
medical education a full training course in 
psychoanalysis into the postgraduate curricu- 
lum of a medical school” and Dr. Stephen P. i 
Jewett, professor of psychiatry, for “his fore- 
sight in seeing that psychoanalytic training 
was an integral part of medicine.” A 

Forty-four students are presently enrolled 
in this 3-year course. í 


SOUTHERN CALIFORNIA PSYCHIATRIC S0- 
CIETY.—This new Society has been approved 
by the Executive Committee of the American 
Psychiatric Association as a district branch 
of the Association; the application will be 
further considered by the Council and mem- 
bership at the annual meeting in Los Angeles. 
Officers of the Association are as follows! 
president, Dr. Mathew Ross; president-elect, 
Dr. Charles W. Tidd; secretary, Dr. Jerome 
M. Kummer; treasurer, Dr. Leo Rangell. 
Councillors are as follows: 3-year term, 
Drs. Allen J. Enelow, Samuel Futterman, 
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Harry Nierenberg, Jack B. Lomas; 2-year 
term, Drs. Judd Marmor, Ralph R. Greenson, 
Eugene Ziskind, Robert E. Wyers; 1-year 
term, Drs. Eugene Pumpian-Mindlin, Ro- 
berta Crutcher, Norman A. Levy, Clarence 
W. Olsen, 


AMERICAN ACADEMY OF CHILD PsyCHIA- 
try.—At the meeting of the Academy in 
Cleveland, Ohio, February 22, 1953, the fol- 
lowing officers were elected: president, Dr. 
George E. Gardner ; president-elect, Dr. Fred 
Allen; secretary, Dr. Frank J. Curran; treas- 
urer, Dr. Mabel Ross. Council members are 
as follows: 3-year term, Drs. Hyman Lipp- 
man and Stanislaus Szurek; 2-year term, 
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Drs. James Cunningham and Cotter Hirsh- 
berg; 1-year term, Drs. Edward Liss and 
Othilda Krug. Dr. Leo Kanner is chairman 
of the program committee, and plans are 
under way for a scientific program in Los 
Angeles on May 4, 1953. 


WasHINGTON (D.C.) PsycuiaTric So- 
ciIETY.—The following were elected officers 
at the annual meeting of this Society on 
Marcho: president, Dr. Henry P. Laughlin; 
president-elect, Dr. Douglas Noble; secre- 
tary, Dr. Seymour J. Rosenberg; treasurer, 
Dr. Marshall D. Ruffin. Dr. Henry A. Da- 
vidson and Dr. Mary J. White were name 
to the Council. $ 


BOOK REVIEWS 


CHRONIC DISEASE AND PSYCHOLOGICAL INVALIDISM : 
A PsycHosomatic Stupy. By Jurgen Ruesch. 
(Berkeley and Los Angeles: University of 
California Press, 1951. Price: $3.50.) 


_ This study attempts to subject to critical scrutiny 
the fact that people differ markedly in their re- 
covery from the “same” physical pathology, or in 
their adjustment to the same chronic illness, and 
it examines some of the psychological, social, cul- 
tural, and economic determinants of convalescence. 
It is-well written in a lucid fashion, and it can be 
read with profit not only by psychiatrists and other 
physicians, but also by people in such related fields 
as nursing, social work, and occupational therapy. 

Dr. Ruesch and his collaborators turn their at- 


‘tention to those patients who, having had an acute 


illness, continue to have symptoms after the disap- 
pearance of demonstrable clinical and laboratory 
findings; to those who have failed to come to terms 
with a chronic illness or defect and are unduly in- 
capacitated ; to those who have physical symptoma- 
tology without abnormal physical findings. “Com- 
plaints and symptoms, however, are in part the 
result of the individual’s deliberate selection and 


reinforcement of peripheral stimuli. What makes 


an individual suffer is determined by the manner 
in which he perceives his real or imaginary disease 
and not by the magnitude of objective, pathological 
findings. . . The focus of interest thus shifts 
from disease to personality.” 

The chapter entitled “Social and Cultural Factors 
in Delayed Recovery” and the conclusions arising 
therefrom and embodied in the chapter on “Survey 
and Interpretation of Delayed Recovery” ought to 
be particularly provocative to psychiatrists, who, 
although they are aware of psychological aspects, 
all too often are insufficiently concerned with social 
and cultural factors as they relate to patients. In 
this area an attempt is made to deal systematically 
with data that, while they have frequently led to 
personal observations and anecdotes, have rarely 
been treated as important determinants in psycho- 
somatic constellations. It is quite illuminating to 
find, for example, that the outstanding feature of 
lower middle class ideology is the importance of 
conformance, that psychological awareness varies 
inversely with the need for conformance, and that, in 
consequence, the middle class person is likely to 
conclude that feeling bad is indicative of (physical) 
disease. 

Although the prevalent epistemological and ther- 
apeutic orientation of the book is that of psycho- 
analysis, there is a curious preoccupation with con- 
ditioned reflex theory. For example, the statements 
are made that: “The importance of time-linked 
events in the life of a patient can be clearly under- 
stood in the light of the theory of conditioned re- 
flexes. . . . Thus it becomes apparent that psycho- 
logical experiences may perpetuate physical symp- 
toms, even if the two events have no connection 
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other than the fact that they occur in the same 
period of time.” Again, in speaking of ambivalence 
it is stated, “If a boy is told by his father to be 
aggressive and to fight, while his mother asks him 
to be submissive and overprotects him, the child is 
confronted with an unbearable situation. Which- 
ever parent he follows, he is going to offend the 
other. In his attempt to please both parents he will 
be unable to make his final choice of whether to be 
aggressive or to be submissive. These ambiguous 
childhood situations resemble closely the experi- 
mental situations produced in the study of animal 
neuroses in which inconsistency of conditioned 
stimuli may lead to the breakdown of an animal.” 
Such an oversimplification ignores such factors as 
problems of identification, stage of psychosexual 
development, and the role of the Oedipal situation 
and the way in which it has been resolved. ` 

In speaking of short-term psychotherapy of in- 
dividuals with problems of chronic illness, the 
author states, “In order to have the patient accept 
psychological treatment, it seems to be wise. . ie 
to block the use of defense and escape mechanisms. 
. . .” Such a thesis seems questionable because (1) 
this approach may lead to an apparent submission 
on the part of the patient with an attitude that 
might be expressed—‘“convinced against my will, 
Tm of the same opinion still,” and (2) it views 
defenses as undesirable impediments, instead of 
economically and dynamically important functions 
of the personality. In fairness to the author it must 
be stated, however, that a few paragraphs later it 
is said, “. . . the defense mechanisms of the patient 
and his conflicts are the subject of discussion.” 

The group of patients with prolonged periods of 
convalescence or invalid reactions are said to con- 
stitute the bulk of medical practice, and inasmuch 
as they often receive physical treatment for funda- 
mentally psychological difficulties, and fail to profit 
therefrom, they constitute an important social prob- 
lem. Dr. Ruesch stresses the importance of making 
all practitioners and specialists aware of the socio- 
psychological aspects in their own field, and recom- 
mends the incorporation of departments of socio- 
psychological medicine in medical schools, and the 
exposure of students and practitioners to about 6 
months of intensive training in this discipline. “The 
teaching should be revised in such a manner that 
consideration of psychosomatic aspects becomes a$ 
frequent as consideration of surgical intervention. 
Amen! 

Cyrus R. Friepman, M. D., 
Austen Riggs Center, 
Stockbridge, Mass. 


Bovy, Minn, Anp Sucar. By E. M. Abrahamsom 
M.D., and A. W. Peset. (New York: Henty 
Holt and Company, 1951. Price: $2.95-) 

The object of this book, as outlined in the intro- 
duction, is to show that apparently unrelated phys! 


1953] 


BOOK REVIEWS 


875 


cal, emotional, and mental pathological conditions 
actually have a close relationship and a common 
background, namely, hyperinsulinism. Most physi- 
cians, the authors believe, are not sufficiently fa- 
miliar with this fact and this would account for 
errors in diagnosis and treatment that could be 
avoided. However, in referring to our-insufficient 
knowledge in many a field of medicine, the authors 
are particularly critical of psychiatrists: “They 
have invented words and phrases—neurosis, neu- 
rasthenia, and psychoneurosis with depression— 
to hide their ignorance from the layman and from 
themselves.” ; “The word psychosomatic, in which 
the psychic is placed before the physical only for 
reasons of euphony, is misinterpreted to give the 
psychic precedence over the physical.” J 

The subject matter of this book comprises the 
following chapters : “Diabetes”; “Sneezes, Wheezes, 
Aches, and Pains”; “Alcohol and Alcoholics”; 
“The Glandular Jazz Band”; “Body, Mind, and 
Sugar”; and “Hyperinsulinism—Key to Many 
Doors.” 

The chapters on diabetes and hyperinsulinism 
are thorough clinical studies and laboratory investi- 
gations of the carbohydrate metabolism. The dis- 
cussion of alcohol and alcoholics is also replete with 
pertinent information and stimulating ideas. 

The other chapters dealing with somatic mani- 
festations offer refreshing material on the respective 
subjects, 

I wish I could extend my favorable comment to 
the authors’ handling of the psychiatric aspect. 
Here, I am compelled to state, they show either 
lack of knowledge or deliberate misuse of what they 
do know about psychoneuroses and psychoses. As 
a matter of fact, all their references on the subject 
appear to have the purpose of showing how igno- 
rant and wrong psychiatrists are in making use of 
Psychological concepts instead of æ priori attribut- 
ing any psychosis or neurosis to a physical cause. 

To prove their thesis, the authors cite cases in 
which the psychotic reactions proved to be due to 
uremia or the psychoneurotic manifestations were 
caused by hyperinsulinism. Such cases only show 
that the psychiatrists who handled those patients 
Were careless in not carrying out adequate physical 
and laboratory examinations. On the other hand, 
the authors must be familiar with the fact that 
Psychiatric hospitals are equipped with laboratories 
for clinical pathological studies. 2 

Another point impressing the reviewer is the 
widespread finding of clinical signs, symptoms, and 
abnormalities in the blood sugar tolerance test, 
Which leads the authors to conclude that hyperinsu- 
linism is a very frequent cause of psychoneurotic 
Conditions. From my own clinical and laboratory 
Studies of the carbohydrate metabolism in psy- 
chotic and psychoneurotic patients, my feeling is 
that it is the emotional disturbances that provoke 
disorders in the carbohydrate metabolism, as they 
Cause other somatic reactions. 4 
ae book is easily readable and, in parts, quite 
ee ee with its quips at the expense of psychi- 


Sotomon Karzenetzocen, M.D., | 
Saint Elizabeths Hospital, 
Washington, -D. C. 


CHILDHOOD EXPERIENCE AND PERSONAL DESTINY. 
By William V. Silverberg, M. D. (New York: 
Springer Publishing Co., Inc., 1952. Price: 
$4.50.) 


The name of the book points to its main thesis 
that mental illness originates in the adaptations 
made to traumatic experiences (sexual and other- 
wise) in the first 6 years of life. 

It is based on 30 years’ experience in psychiatry 
and the lessons learned from participation in human 
relationships of all kinds. 

Besides Freud the author leans heavily on Harry 
Stack Sullivan, who stressed the concept of the hu- 
man personality as a social product and self-esteem 
as the nuclear factor in human psychology. How- 
ever, the author does not refrain from sharp critical 
evaluation of Freud’s theories: “He has left a 
legacy of confusion and bewilderment in the concept 
of an ego which must function executively but 
lacks the wherewithal for this task” (p. 8). He 
therefore argues that the ego possesses an energy 
of its own, different from libido, and its main char- 
acteristic is striving toward survival and achieve- 
ment. The ego is thus not merely a defense insti- 
tution against the id and deserves a more propor- 
tionate role in the affairs of the human psyche. 
This is in accordance with present trend in psycho- 
analysis. 

The stages of libido development described by 
Freud as oral, anal, phallic, and genital are related 
to the succession of areas of experience in our 
western culture and are therefore considered as not 
necessarily universal. The experiential areas are 
identified as those of (1) orality and deprivation, 
(2) discipline (including toilet training), and (3) 
rivalry and genitality. The author draws on his 
experience as therapist and teacher to give a lucid 
portrayal of the effects of the “experiential areas” 
on the nature of personality and its pathology. 

Dr. Silverberg tends to coin new terms. How- 
ever, he does not get lost in semantics and adheres 
to his aim to share with his readers his broad con- 
cept of mental health and neurosis, 

PauL Goorxer, M. D., 
New York, N. Y. 


PSYCHOANALYSIS AND GROUP BEHAVIOR. By Saul 
Scheidlinger. (New York: W. W. Norton & 
Co., 1952. Price: $3.75.) 


In his preface Dr. Scheidlinger states that this 
volume is to be devoted to an analysis of the contri- 
butions to the study of group behavior made by 
Sigmund Freud. The first half of the book reviews 
basic concepts of psychoanalysis, first of the indi- 
vidual and later of group phenomena. For the 
latter he draws largely on Freud’s “Group Psy- 
chology and the Analysis of the Ego.” The author 
points out that Freud considered this study only ex- 
ploratory. $ 

The second section of the book, entitled “Implica- 
tions and Applications,” first points out the large 
gaps in group phenomena that are untouched by 
the previous material. He points out, however, that 
workers in sociology and in social psychology, 
either through lack of knowledge or misunderstand- 
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ing of psychoanalysis, have failed to take account 
of the data available from this field. He selects 
Moreno’s “Sociometry” and Lewin’s “Field Theo- 
ries” to illustrate his premise. The conclusion 
drawn is that much more interchange and integra- 
tion between psychoanalysis and the social sciences 
would be useful to both groups. In the last 2 cthap- 
ters the author calls on his own experience as a 
group therapist, psychologist, and psychiatric so- 
cial worker to illustrate the utilization of uncon- 
scious mechanisms in the understanding of the 
group dynamics, 

The first half of the book is a concise and clearly 
written exposition of Freud’s contributions to the 
theory of group behavior. It avoids dealing with 
controversial material, but by not using data that 

‘come from workers in psychoanalysis who have 
added to or differed with classicism, as well as those 
whose orientation may have started in anthropology 
or other social sciences. 

In the second half of the book the limitation the 
author has imposed on himself interferes with an 
adequate discussion of present-day concepts. By 
the choice of his illustrative material the author 
implies that there has been no interchange between 
psychoanalysts and social scientists, 

The book will have real utility for workers in 
‘education, group therapy, and group work, as a 
sound, well-written introduction to psychoanalytic 
theory. 

Rex E. Buxton, M. D. 
Washington, D. C. 


Tae Heaurn or tHe Minp. By J. R. Rees, M.D. 
(New York: W. W. Norton & Co., 1952.) 


This newest interpretation of dynamic psychiatry 
addressed to the lay public is written by Dr. Rees, 
the director of the World Federation for Mental 
Health. It is a valuable addition in many ways. 

The volume is small and compact, the language 
is simple and direct, the style terse and readable. 
The author takes for granted very little knowledge 
on the part of the reader, but manages not to talk 
down to him, The table of contents indicates the 
logical development of material from basic knowl- 
‘edge of body and mind function, their interrelated- 
ness, the dynamic conception of mental illness, on 
to the problems of the different eras of life. The 
chapter on “Mental Breakdown” is good, both in 
its clarity of explanation and the evaluation of dif- 
ferent methods of treatment. It seems to this re- 
viewer that the book is the type that psychiatrists 
might find valuable to answer the many requests 
for “a good book about psychiatry.” 

Rex E. Buxton, M. D, 
Washington, D. C. 


Meptcat Procress—1952: THE Brirrsa ExncycLo- 
PAEDIA OF Mepicat Practice, Edited by Lord 
RaT (London: Butterworth & Co., Ltd., 
1952. 


i This year’s volume though slightly smaller than 
previous issues continues the high standard of the 
others. As before half the book contains careful 
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abstracts from “the literature” on subjects from 
A to Z and if several years of Medical Progress are 
consulted they provide a really useful reference 
library. The other half contains the “Critical Sur- 
veys” of the main branches of medicine and surgery, 
which are always interesting. These are all carefully 
written with a view of presenting those opinions 
and facts that have emerged as sound out of the 
mass of hypotheses and speculative investigations, 
In the section of medicine a summary of the action 
and uses of ACTH and Cortisone is given, and 
the recent studies on atypical pneumonia are men- 
tioned. Carcinoma of the bronchus, coronary artery 
disease, and anterior poliomyelitis are discussed. 
In the surgical section pre- and postoperative care 
in certain aspects is discussed and the surgery of 
the sympathetic nervous system and blood vessels 
is brought up to date. The progress in pathology 
is of interest because of the emphasis on the bio- 
chemical pathology preceding the morphological 
pathology, which necessarily constituted the older 
philosophy of pathology. A part of new concep- 
tions and demonstrations is of course the unraveling, 
little by little, of the explanation of constitutional 
variation in the face of trauma and infection. Other 
surveys of rheumatology, blood diseases, antibiotics, 
nutrition, dermatology, ophthalmology, and indus- 
trial medicine are adequately done and emphasize 
again that these special compartments must never 
stray far from internal medicine else they lose 
themselves in a wilderness. 
Trevor Owen, M. D., 
Toronto, Ont. 


RELATION or PsycHoLocicaL Tests TO PsycHI- 
ATRY. Edited by P. H. Hoch and J. Zubin. 
(New York: Grune & Stratton, 1952. Price: 
$5.50.) 

The subtitle of this book indicates that it records 
the Proceedings of the Fortieth Annual Meeting of 
the American Psycho-Pathological Association, 
held in New York City, June, 1950. It constitutes 
a progress report on current problems in clinical 
psychology and presents a many-sided picture and 
diversity of opinion. Fourteen formal papers by 23 
authors are divided into 4 sections: “The Historical 
Bases for Psychological Tests”; “The Diagnostic 
Use of Psychological Tests”; “Influence of Exog- 
enous Factors on Psychological Test Procedures”; 
and “Influence of the Psyche on Psychological Test 
Performance.” The differentiation of topics, how- 
ever, is by no means so clear-cut. The subject 
matter of the book can be divided into certain gen- 
eral problems, several of which run through almost 
all papers, and an assortment of specific investiga- 
tions that are reported in the latter chapters of the 
book. The general problems are frequently impli 
rather than clearly stated but are pretty well shop- 
worn, e.g., the value and place of the clinical psy- 
chologist, the comparative value of tests versus 
clinical experience, In spite of the staleness of the 
subject, some, but not all, of the discussion is fres 
and stimulating. Intelligence tests, which are fre- 
quently belittled, have their champions and are 
shown to be at least valid and rather specific. Pro- 
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jective tests, which have been so.glamorized, are 
seriously questioned as to validity and reliability, 
but are shown to be versatile ‘and of great value 
as clinical stimuli. Rather marked differences of 
opinion are voiced regarding various tests, but the 
ones that were of particular interest to the reviewer 
were the high evaluation of the M.M.P.I. (by one 
author) and the low evaluation of the various tests 
for deterioration, including the Wechsler Bellevue 
scale. The only general conclusion that one can 
reach is that tests are only the tools of the clinician 
and that the real-measuring instrument is the com- 
petent psychologist rather than the test. The in- 
evitable comparison of the clinical interview versus 
psychological tests comes up again. In one paper, 
the clinical interview suffers by comparison chiefly 
because of the very inadequate type of interview 
rather than the superiority of the Rorschach method. 
One practical point, which comes out regarding the 
function of the clinical psychologist, is the opinion 
expressed by more than one author that a full day 
or more is necessary for adequate psychological 
evaluation of the patient. 

The practical and experimental papers in the 
latter part of the book, which include 2 papers on 
the conditioned reflex, are interesting and provoc- 
ative. 

This book will be disappointing to the reader 
looking for technical information. It is concerned 
rather with an evaluation of psychological pro- 
rures, and more particularly of psychological 
ests, 


B. H. McNest, M.D., 
Ontario Hospital, 
St. Thomas, Ont. 


Dynamic Psycutatry. Edited by Frans Alexan- 
der, M.D., and Helen Ross. (Chicago: The 
University of Chicago Press, 1952. Price: 
$10.00.) 


Rarely do authors attain so harmonious an inte- 
gration of thinking and feeling as that which 
15 distinguished representatives of psychoanalysis, 
Psychiatry, anthropology, and psychology have 
achieved in this outstanding collection of original 
Papers. The multi-disciplines are clearly and ade- 
quately set forth. Owing to their scientific training 
and breadth of view they are able to bring out the 
vital relationships and few essential differences in 
the objectives upon which they are concentrating: 
the study of man as an individual and his difficulties 
of adjustment in a complex social group. 

The book deals with the concepts of dynamic psy- 
chiatry, clinical psychiatry, and the influence of 
Psychoanalysis on allied fields. Franz Alexander 
Contributes the meaningful preface and the brilliant 

rst paper in each of the 3 sections. Although the 
are wrote independently, there is a unity 
hought that marks an advance in our fundamental 
Concepts and presages the development of more 
ae techniques in dynamic psychiatry.. Alex- 
law SAS, “The advent of dynamic psychiatry 1s 

quidating the isolated existence of psychoanalysis. 
T di therapy, psychoanalysis is being reunited with 
edicine, where it originated. Psychoanalysis is 
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becoming recognized as a basic science, both in psy- 
chiatry and in the social sciences.” 

Alexander’s views of the fundamental concepts 
of psychoanalysis, the neuroses, behavior disorders, 
and psychosomatic medicine in themselves consti- 
tute an unequaled exposition of dynamic psychiatry. 
These chapters could be written only by a physi- 
cian who has mastered the concepts of Freud, then 
added to them his original thinking, based upon 
years of experience. In the modern psychosomatic 
approach to medical problems, Alexander is a lead- 
ing exponent of the belief that both the physiological 
and the psychological processes should be studied 
and evaluated by the same scientific standards. Psy- 
chological processes are the function of the central 
coordinator of the organism, i.e., of the highest inte- 
grative centers of the central nervous system, and as 
such lie in the field of medicine. Since, however, 
they are perceived subjectively, they must be studied 
by methods differing from those used in physics, 
chemistry, anatomy, and physiology. “The creation 
of an integrated conceptual system which would 
combine the basic scientific principles of medicine 
and psychological approaches appears to be one of 
the most important goals of present day research in 
psychosomatic medicine.” 

Brosin writes ably of the contributions of psychi- 
atry to organic cerebral disorders, with the predic- 
tion that there will soon be a “productive collabora- 
tion.” 

In “Dreams and Rational Behavior” French gives 
a clear-cut explanation of the more recent psycho- 
dynamic concept of the phenomena of anxiety as 
mental traumatization, with defensive energies mo- 
bilized to check invading stimuli, whether external 
or endogenous. The roles of ego and superego are 
convincingly delineated, with stress upon the fact 
that the superego may assume not only a critical 
and punitive role, but also one that is supportive 
and comforting. Strength of endurance and conso- 
lation as well as anxiety and consequent repression 
are derived from the superego. 

With particular reference to acute neurotic reac- 
tions, but with equal applicability to all neuroses, 
Saul states that the basis of treatment can be ex- 
pressed in 3 words—understand the person. Acces- 
sory methods of treatment, prolonged sleep, electric 
shock, sodium amytal interviews, group therapy, 
rest, quiet, and diversion, are often of great help in 
individual cases. “Fundamentally, however, it is a 
neurotic reaction which is being treated, and the 
same basic type of accurate understanding and 
psychological treatment is required.” 

Whitehorn’s “Psychodynamic Approach to the 
Study of Psychoses” is written from the standpoint 
of “comprehensive medicine,” of psychiatry as a 
basic medical science in the sense of psychodynamic 
understanding of personality functioning. Whether 
organic or functional, Whitehorn believes that the 
psychodynamics of the psychosis should be under- 
stood and full clinical study of the individual pa- 
tient should be made that all practical possibilities 
of correcting or ameliorating any organic factors 
may be utilized. The higher rate of recovery of psy- 
chotic patients in private mental hospitals he at- 
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tributes to the simultaneous treatment of organic 
disorders and the application of dynamic-genetic 
principles of individualized psychotherapy. 

<. It is gratifying that the authors do not merely 
describe mental illnesses, but devote a large portion 
of their consideration to treatment. In addition to 
each author’s personal view as expressed in his 
specific paper, there is a full chapter by Maurice 
Levine on “Principles of Psychiatric Treatment.” 
He applies to the treatment of mental illness these 
basic precepts of all medical practice: Treatment 
should be based on adequate diagnosis; diagnosis 
should include an understanding of etiological fac- 
tors; treatment should be individualized, be adapted 
to and governed by the specific needs of the indi- 
vidual patient, 

Relevant physical studies should be made before 
treatment is begun or during the exploratory pe- 
riod. If the disorder is primarily psychogenic, the 
therapist can feel- confident of his orientation and 
can stand the pressure of patients to return to the 
defense of attributing their problems to physical 
disease. 

In a comprehensive chapter, “Emotional Disor- 
ders of Childhood,” Margaret W. Gerard brings out 
the need for therapy for the mother to enable her to 
Overcome her own neurotic reactions. There is a 
pertinent comparison of the neuroses of children 
and adults and the similarities in the dynamic 
mechanisms involved in their production. Although 
brief, the discussions of retention of infantile habits, 
motor disorders, and conduct problems and their 
treatment form an excellent treatise that should 
Peeve valuable to all therapists who deal with chil- 

ren, i 

(Space prevents individual recognition of each 
author’s contribution except to say that a high 
standard is majntained throughout the volume. 
The book is uniformly interesting, thought-proyok- 
ing, and encouraging as to the future of dynamic 
psychiatry, 

The format is attractive and there are full author 
and subject indexes. An extensive bibliography of 
current literature accompanies each chapter, adding 
greatly to the valuet of this book and the place it 
should have in every medical library. 

Wurm B. Trruune, M. D., 
New Canaan, Conn. 


UNDERSTANDING Cuipren’s Pray. By Ruth E. 

_ Hartley, Lawrence K, Frank, and Robert M. 
Goldenson. (New York, Columbia University 
Press, 1952, Price: $3.50.) 


This book is primarily addressed to the teaching 
Profession, specifically to nursery school and kinder- 
garten groups. It is the result of a project that was 
undertaken “to explore the potentialities of play 
materials and expressive activities both for under- 
standing young children and for Providing them 
with opportunities for discovering and expressing 
themselves,” The Project extended over a period 
of 2 years, in which 180 children, Tanging in age 
from 2 to 6 years, were observed. The authors 


\ cover the uses of specific play material: dramatic 


play, blocks, water play, clay, use of graphic m: 
rial, and music and movement. Various play mi 
are described in minute detail, interspersed 
illustrative case material recorded in intensive dia 
form. It probably would have provided more inti 
esting reading, more clarity and usefulness, 
there had been less detailed case material to em: 
phasize specific points. 3 
Much criticism has been directed toward ed 
cators’ failure to recognize the need for individual 
ization and understanding of the total child. Th 
book’s especial contribution is that it emphasi 
the individual child who brings his total reaction to 
life and living to the school situation. The authors 
discuss the therapeutic values in allowing a child i 
to express his normal aggressive drives; also the 
encourage the teacher to be alert to deviations from 
the normal. One of the debatable areas is the wal 
the authors far too superficially suggest ways 0 
encourage the child to express his feelings and to 
reveal his conflicts. Such exploration demands con 
siderable orientation and skills beyond the scope of 
this book’ and belongs in the hands of the experts, 
There is little value in this material for the psy- 
chiatrist and clinical psychologist. It uses estal 
lished media and concepts in the school setting b 
contributes nothing new to the field of child de 
velopment. It may be mentioned that 2 booklets 
are published in conjunction with the book: “Grow- 
ing through Play: Experiences of Teddy and Bud” ~ 
and “New Play Experiences for Children: Planned 
Play Groups, Miniature Life Toys, and Puppets.” 
Cuartorre H. Wasxowitz, M.A, 
Johns Hopkins University 
School of Medicine: 


S. Wem MircHELL as a Psycrtaretc Novelist. — 
By David M. Rein, Ph.D. (New York: In- 
ternational Universities Press, Inc, 105% 
Price: $3.50.) 


“When somebody, if ever, comes to review my) 
books as a whole, he will probably recognize with 
astonishment that they include a clinical study of 
various forms of psychic disorder.’ Thus wrote” 
Weir Mitchell to Dr. Thayer in 1910. Dr. Mitchell's 
Prospective “somebody” is the author of the pres- 
ent volume. 2 

The book may be regarded as a companion piece 
to Oberndorf’s The Psychiatric Novels of Oliver 
Wendell Holmes, published in 1943. The treatment, 4 
however, is quite different. Oberndorf abridged the 
text of Holmes’ 3 novels depicting abnormal person- — 
alities, using the author’s own words, and supplying 
running annotations from page to page from the ] 
standpoint of psychoanalysis. Rein is not a medi A 2; 
man but a professor of English literature, and this, 
as Oberndorf expresses it in his sympathetic and 
informative introduction, is perhaps just as well, as 
the author “does not feel obligated to hunt for hid 
den or symbolic implications in Mitchell’s numerot! 
novels, but evaluates them on the level at which they 
were written.” : 

The 2 physician-novelists were contemporary. 
Mitchell was 20 years Holmes’ junior and di 
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TE 20 years after the death of Holmes—both at 85. 
Holmes was professor of anatomy at Harvard; 
Mitchell was a pioneer neurologist in Philadelphia. 
Holmes had given his son, the late Chief Justice of 
the Supreme Court, to fight with the Union Army 
in the Civil War; Mitchell, the younger man, had 
been an army surgeon in that war. 

It is interesting to note that in his literary work 
Mitchell drew upon the writings of Benjamin Rush, 
fellow Philadelphian who had died only 13 years 
before Mitchell was born. In his novels, indeed, he 
introduces the Father of American Psychiatry by 
name, and in one instance at least recapitulates his 
study of a case. Rush’s work, with which he was 
thoroughly familiar, undoubtedly played some part 
in shaping Mitchell’s career. The “nervous diseases” 
in which he specialized included psychiatric as well 
as neurologic disorders, 

But whereas Holmes in each of his 3 psychiatric 
novels traces the history of one central morbid 
personality, Mitchell’s stories are not so dominated 
by single case histories but may sketch in a given 
novel the pathological features of various char- 
acters, 

Of particular interest is a fictional report based 
on Mitchell’s Civil War experience—The Case of 
George Dedlo (1866). The hero, a young medical 
man, lost all 4 limbs in their entirety as a result of 
war wounds, The victim describes with professional 
accuracy his own symptoms and reactions, psycho- 
logical and neurological, including the sensations 
of phantom limbs. Mitchell, who published the 
story anonymously, could not refrain from giving 
it a humorous touch in the ending, making use of 
the occasion at the same time to ridicule spiritu- 
alism. George Dedlo attended a spiritualist séance, 
his missing members paid him a ghostly visit, and 
he walked on his phantom limbs. 

A useful chapter of Dr, Rein’s book deals with 
Mitchell’s clinical experience as the foremost 
American authority of his time on the subject of 
nervous ailments. Here he gives a number of ex- 
tracts from case studies that appear in scientific 
Publications. It was material such as this that 
formed the basis for some of the delineations of 
Personality in the novels Mitchell later wrote. 

In evaluating the patient’s background and his- 
tory, and the psychological as well as somatic 
etiologic factors in his illness, Mitchell was well in 
advance of most of his contemporaries, but Rein 
18 at some pains to point out his “limitations” on 
the Psychological side. True, his methods bore no 
telationship to those of Freud; and his biographer 

‘arnest recalls that he drew from the College of 

hysicians library a Freudian text, after reading 
Which he exclaimed, “Where did this filthy thing 
come from?” and threw the book in the fire. True 
also, Mitchell belonged to the nineteenth century 
ti E Sex was not bandied about as in our more 
es Ogic and less aesthetic epoch. And if he under- 
oaned rather than overestimated sex factors in 

cones to many nervous disabilities, may it not 
Permissible to wonder whether underestimation 
3Y be more unfortunate than the overestimation 
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with which a later generation has not been unac- 
quainted ? 

In an article published in a medical journal in 
1877 Mitchell had written, “The mental attitudes of 
the neryous man demand of his physician the most 
careful attention, nor can we afford to disregard 
anything in his ways of life or his habits of thought 
and action. . . . The careful student of such cases 
will find in the individuality of his cases the need 
for the most minute of such studies, and above all, 
he will learn that the more fully he commands the 
confidence of his patients the moré can he effect.” 
Mitchell’s treatment methods were based upon 
deep insight and common sense; and since there 
have been notoriously many ways of treating neu- 
roses, an important ingredient of any therapy being 
the personality of the therapist, it is understandable 
that the results of treatment by the great Philadel- 
phia physician compared not unfavorably with those 
of psychiatrists both before and after him. 

Mitchell’s first full-length novel, In War Time, 
ran serially in Atlantic Monthly (1884) before 
being published as a book. The author was 55 years 
old. In this novel he traces in the person of Dr. 
Wendell the gradual deterioration of a character. 
It is the old story—a young physician of reasonable 
promise but of weak, unstable nature, defective 
ethical sense, carelessness in financial matters, liv- 
ing beyond income, misuse of trust funds, ineffective 
lying to cover up, finally a craven spirit, broken, 
health, seclusion and opium. This detailed picture 
of psychological disintegration based on constitu- 
tional factors was drawn from life—‘“a piece of psy- 
chology wrought into a production of art,” George 
Meredith called it. 

Weir Mitchell probably had as patients more 
“nervous women who, as a rule, are thin and lack 
blood,” than any other physician of his time. These 
were the “couch-loying invalids” whose treatment 
he described in his classic Fat and Blood (1877), 
which went through many editions. Rein gives 
considerable space to the novels in which these 
neurotic patients are described with extraordinary 
clinical precision. The introduction of case histories 
of this kind was something new in fiction writing. 
There was Octopia Darnell in Roland Blake (1903), 
Constance Trescot in the novel of that name (1905), 
Ann Penhallow in Westways (1914), the latter 
being his last novel, published in the year of his 
death. In a letter (1912) Mitchell had written, “I 
think I know more about women than most people 
do; ...no man knows much about women who 
has not had under his care a good many sick women. 
Nothing differentiates the sex as much as sickness.” 
The portrayal of his fictional characters bears out 
these statements. ` i 

One chapter in the book we are discussing deals 
with several remarkable cases of dual personality ; 
another with cases of dipsomania; and a final chap- 
ter in which 3 cases are described under the caption 
“Insanity’—one an obsessional jealousy with hal- 
lucinations in a Swedenborgian, another a paranoid 
reaction also with conjugal jealousy and persecutory 
ideas, the third an ill-balanced, impulsive personality 
of uncontrolled temper who had killed his victo- 
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rious opponent in a lawsuit, became the victim of 
pathological fear and overwhelming remorse with 
hallucinations of the face of the man he had killed, 
and finally ended his own life. 

Mitchell had stated that his special field was all 
nervous diseases “except such insane as need re- 
straint.” The bulk of his psychiatric practice, how- 
ever, was concerned with a variety of neurotic states, 
and predominantly among women. He was the first 
to introduce into fictional literature accurate clinical 
descriptions of these pathological characters based 
on his own experience. 

Rein’s book, which covers the whole range, re- 
minds us that Weir Mitchell’s psychiatric novels, 
written 40 and 50 and 60 years ago, are worth read- 
ing or rereading today. 

“ CO Bak. 
THE Dream, MIRROR or CONSCIENCE. By Werner 
Wolff, Ph.D. (New York: Grune & Stratton, 
1952. Price: $8.50.) 


As the author describes it on the title page, this 
book is “A History of Dream Interpretation from 
2000 B.C, and a New Theory of Dream Synthesis.” 
In fact the author goes back beyond 2000 B.C. and 
reports that “the Sumerian King of Lagash (about 
2500 B.C.) built his temple in Ur because of a 
dream he had,” 

Wolff's theory of dreams, elaborated in this book, 
he indicates at the outset: “My interpretation of 
dreams is based upon a dream synthesis instead 
of a dream analysis (according to Freud). The 

` unity in the expressions of our organism, the syn- 
thesis which we experience in our perception and 
in our thinking, the psychosomatic unity which we 
observe in the findings of modern medicine and psy- 
chotherapy, are also assumed to be present in the 
dream, the language of the unconscious.” And 
further, “According to my basic hypothesis, dream- 
ing and thinking are not completely different in 
Structure but are different only in degree, form of 
communication, and emphasis of the same thought 
contents in the waking state. While Freud assumes 
a dream censor that distorts the dream images so 
that they do not mean what they picture, splitting 
thought and expression, it is my opinion that the 
dream is not a divider but a synthesizer of thoughts, 
In this dream synthesis reality and imagination, 
past and Present experiences and future expectations 
fuse into one unit. The dream becomes the ex- 
pression of the unity of personality.” 

These quotations suggest the author’s approach 
o his subject. He elaborates further at the end of 
the book by an interesting comparison of a dream 


with a painting. (He points out that many surrealist 
paintings are dream pictures.) Here he compares 
the interpretations of Freud, Adler, and Jung with 
the impressions of the observer of a painting, accord- 
ing to his physical distance from it or according to 
his “psychological distance” (i.e., his subjective 
attitude). In this way he accounts for divergencies 
of interpretation by different observers. 

An initial section of the book is devoted to the 
history of dream theories and methods of interpre- 
tation. Beginning with the beliefs of primitive 
peoples, the author proceeds to outline the role of 
dreams in the Ancient Orient and in Bible narra- 
tives; next in Greek and Roman cultures and in 
medieval times; then in the Age of Reason and the 
19th and 2oth centuries, the latter dominated of 
course by Freud and the post-Freudians. 

Various types of dream are described from the 
standpoints of motives and meanings, with many 
illustrative samples and pictorial illustrations too. 
(There are some 30 of the latter.) Wolff aligns 
dream thinking with waking thinking and sees the 
same operations in both. He calls the dream the 
“Mirror of Conscience” and conscience he defines 
as the individual value system set by education, and 
experience. One further quotation may be given 
to express his idealization of the dreaming process. 
“Many problems in our waking life can be solved 
by mere reasoning, but there are other problems in 
which a solution proposed by reasoning contradicts 
a solution proposed by feeling, these cases involve 
the intervention of conscience. The emotional in- 
volvement is based upon needs and drives which 
compel the individual to act against reasoning, 
against logic, against practicality, and sometimes 
against his better interests. There are physical 
needs, . . . emotional needs, . . . social needs, ..+ 
value needs... . The dreamer uses his dreaming 
activity to solve this conflict of needs which con- 
scious reasoning could not solve, because the con- 
flict usually involves antagonism between emotion 
and reason. Thus a third agency is needed to decide 
this struggle. This is conscience. And since con- 
science needs reflection and meditation, usually not 
offered in waking life, the dream is used to revieW 
the thoughts in a play that enacts the conflict. In 
this dream play the dreamer . . . confronts his 
thoughts with his values and brings them before the 
mirror of his conscience.” x 

The book is artistically gotten up and is printed 
throughout on glazed paper, which brings out tO 
advantage the striking illustrations. 

The bibliography contains 338 ren 
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DORMISON, A NEW TYPE OF HYPNOTIC 
Irs THERAPEUTIC Use IN PSYCHIATRIC PATIENTS * 
PHILIP R. A. MAY, M.D. anp FRANKLIN G. EBAUGH, M.D., Denver, Coto. 


Dormison (methylparfynol) is a new type 
of hypnotic that, unlike other hypnotics in 
common use with the exception of paralde- 
hyde, contains only carbon, hydrogen, and 
oxygen and is not related to the opiates, 
the barbiturates, or chloral hydrate. It re- 
sembles paraldehyde in being a liquid ali- 
phatic nonhalogen compound with the same 
number of carbon atoms, but is otherwise not 
related to it. Pharmacologic studies(1) show 
that Dormison has a high margin of safety 
—the lethal dose in rats (L.D.50) is approxi- 
mately 8o times the effective dose in man, 
and respiratory depression is not produced 
in dogs by doses corresponding to 70 times 
the effective dose in man. It is short acting 
and rapidly metabolized (after intravenous 
administration to dogs no drug could be de- 
tected in the blood after 2 hours), readily in- 
ducing a calm, peaceful sleep without after- 
effects. Hirsh and Orsinger(2) suggest 
that in view of its rapid metabolism by the 
tissues Dormison must produce its effect pri- 
marily by initiating natural sleep and that the 
duration of sleep depends upon other factors ; 
however, this cannot be the entire story, as 
they report that increased dosage produces 
longer sleep. In acute and chronic toxicity 
tests no organic tissue or metabolic pathology 


due to the drug could be detected and no un-~ 


desirable effects were noted. Dormison has a 
highly specific hypnotic effect: even large 
doses did not produce anesthesia, analgesia, 
antispasmodic activity, vasomotor, cardiac, or 
Tespiratory depression, However, animal ex- 
Periments have shown that Dormison has a 
tremendous potentiating effect on sodium 
Pentobarbital. When the 2 drugs were given 
Simultaneously, the animal remained in deep 
sleep for 24-48 hours, whereas with the same 

lose of sodium pentobarbital without Dormi- 
Son the effect would last only 4-6 hours. Not 
Only were the hypnotic and anesthetic effects 
enact a 


1From the Department of Psychiatry, University 
of Colorado School of Medicine. 
c ormison was kindly supplied by the Schering 
rporation of Bloomfield, New Jersey. 


of the barbiturate increased, but the general 
depressant effect on respiration was also ac- 
celerated. 

Preliminary clinical reports of the use of 
Dormison(1-5) have confirmed its efficiency, 
rapid onset of action, and relative freedom 
from side-effects. Hirsh and Orsinger(2) re- 
port that 78% of 195 patients receiving doses 
of 100-500 mgm. went to sleep within 2 hours 
and that 86% of 120 patients slept for 5 
hours or more. Best results were obtained 
with doses of 300-500 mgm; of those given 
500 mgm., 93% were asleep in 1 hour, and 
97% in 2 hours; 92% slept 5 hours or more. 
Side-effects were noted in only 8 of 195 pa- 
tients: 5 complained of hangoyer, 2 of nau- 
sea, and I of a bad taste in the mouth. There 
were no other toxic effects. They concluded 
that Dormison is most effective in simple in- 
somnia and less effective in anxious, agitated, 
and disturbed patients or in those with pain, 
cough, or a febrile illness. Both they and 
Allen and Krongold(4), who reported simi- 
lar results in an earlier smaller series, used 
doses up to 800 mgm. Gangemi(3) also ob- 
tained good results without toxic effect, but 
found it necessary to give higher doses to 
some of his patients; he gave 1.00 gram to a 
patient with arthritis, 1.25 grams to a drug 
addict, 1.5 grams in 6 cases of nervous ten- 
sion or alcoholism, 1.5 grams to a patient with 
coronary thrombosis, and 2.0 grams to a’pa- 
tient with pyelitis. 

These previous reports have dealt mainly 
with mixed groups of patients with organic 
disease or with milder psychiatric disorders : 
there are few accounts of experience with the 
more severe psychiatric disorders. Hirsh and 
Orsinger(2) gave single doses of 200-800 _ 
mgm. to 81 patients with acute alcoholism, 
delirium tremens, and other acute psychiatric 
or agitated and disturbed states “primarily 
for the purpose of demonstrating the safety 
of large doses of the drug.” All patients 
slept 3 to 8 hours except those with delirium 
tremens, in whom no effect was noted. Gan- © 
gemi(3) obtained good hypnotic results in 2 ` 
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cases of delirium tremens with a dose of 
1,250 mgm., and he also tried the drug in 3 
patients with cerebral arteriosclerosis, aban- 
doning it when 2 of the 3 became excited 
after single doses of 250 mgm. However, he 
noted that the excitement may have been co- 
incidental, as these patients had been excited 
from time to time before they were given 
Dormison. He also used Dormison as a seda- 
tive in 64 patients including 11 with psychi- 
atric diagnoses such as nervous tension and al- 
coholism, employing doses of 250-400 mgm. 
4 times a day for periods of up to 80 days. 

| The results on the whole were variable, 
although satisfactory in the psychiatric cases, 
In particular the drug controlled the severe 
tremors in 2 cases of delirium tremens. Drow- 
siness and dizziness developed in 30% of 
those given Dormison as a sedative, appear- 
ing only in those given the drug for more 
than 4 days, and 6% developed signs of gas- 
tric irritation. 

All the previous reports, with the excep- 
tion of that of Hirsh and Orsinger(2), are 
unsatisfactory for the purpose of comparison 
in that results are recorded as “satisfactory” 
or “good” without any definition as to ex- 
actly what is meant by these terms. Hirsh 
and Orsinger(2) attempted to evaluate the 
quality, rapidity of onset, and the duration of 
the sleep produced but, as they themselves 
point out, the figures they present are open to 
question as they depended essentially upon 
the patients’ own evaluation, although this 
was supported in most instances by the opin- 
ion of a doctor, nurse, or member of the 
family. They defined a good night’s sleep as 
5 to 8 hours and recorded most of their re- 
sults in terms of actual number of hours’ 
sleep ; but they record as “good” the effects of 
500-mgm. doses given to acutely disturbed 
patients in whom sleep lasted 4 to 5 hours 
and they report the duration of sleep in 48 
patients with acute alcoholism as 3 to 7 hours, 
a category that would seem to be too exclu- 
Sive to permit proper evaluation, In none of 
the reports is there any comment on the con- 
sistency of results obtained with successive 
doses. Comparison with other hypnotic drugs, 
apart from comparison of side-effects, is also 
unsatisfactory as neither the doses compared 
nor the conditions of comparison are stated: 
the most precise is that of Hirsh and Orsin- 


ger(2) who compared the effect of Dor 
in 58 instances with 5 commonly used 
biturates and with paraldehyde: they 
ment that Dormison compared favorably 
was found to be superior in 48 of 58 
stances “in the usual doses.” 


PRESENT INVESTIGATION 


COMPOSITION OF THE TEST GROUP 


It is apparent from the preliminary repo 
that short action, freedom from side-eff 
low toxicity, and freedom from stupefaci 
action are potential advantages that mig 
make Dormison extremely useful in psychi- 
atric practice. Accordingly, Dormison 
tested as a hypnotic in those psychiatric 
tients where barbiturate administration 
be regarded as hazardous and where para 
hyde would normally be used by most 
chiatrists, and also in other unselecte a- 
tients. All patients were in a psych; tric 
hospital during the time of administration oi ; 
the drug, a majority being on the disturbed 
wards. Altogether the test group comprised 
150 patients; the average number of tri 
for each patient was 7.5 and the average tota 
dose per patient was 8.97 gm. The dosage 
range tested was from 0.25 gm. to 2.5 gm. 

The drug was also tested as a sedative in 
29 patients where paraldehyde would other 
wise have been used as a sedative (15 patie! 


1) 


with chronic alcoholism with tremors, 8 with, 
delirium tremens, 2 drug addicts with severe 
withdrawal symptoms, 3 disturbed schizo 
phrenics, and 1 severe anxiety state with psy- 
chopathic behavior). The dosage range S 
-25-2.0 gm., and a total of 220 doses va 
given. 


METHOD OF ADMINISTRATION 


5 
Dormison is available in 250-mgm. aH 

sules and as an elixir containing 62.5 mgm./ 
ccm. At present no form is available for Ý 
parenteral administration and this study does 
not include patients who refused to take oral 
medication. Elixir was used almost exclu- fe) 
sively for the following reasons: (1) Itis 
taken more easily than capsules by elderly 
persons. (2) It permits more flexible varag 
tion in dosage. (3) A large dose may be 
_ given as easily as a small one: it is impracti- 
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cable to give large doses of Dormison in cap- 
sule form because of the large number of 
capsules that would have to be taken (e.g., 
2.00 gm. equals 8 capsules). (4) Psychi- 
atric patients occasionally keep capsules in 
their mouth and spit them out later; they 
„may even be saved for a suicidal attempt. Use 
of elixir eliminates these problems. 

Capsules were given only when elixir was 
not tolerated. Orders were written to allow 
“repeat doses” to be given once or twice dur- 
ing the night, as required, but an attempt was 
made to adjust the dose so that an optimum 
result would be produced without them. Table 
2 includes data as to how often repeat doses 
were required. 

Because of the possible danger involved, 
no barbiturates were given to patients taking 
Dormison: an additional study is being made 
at this medical center of the synergistic ef- 
fects of Dormison and barbiturates. 


DETERMINATION OF ONSET AND DURATION 
OF SLEEP 


A “sleep chart” from 9 p. m. to 6 a. m. was 
kept for all patients: a nurse checks every 
half hour and if the patient is awake, the 
corresponding half-hour period is blocked in 
as “awake.” Sleep after 6 a.m. or before 
9 p. m. is not recorded, so that actually a pa- 
tient may be asleep for longer than the hours 
shown in the “sleep chart.” Wherever pos- 
sible, this objective evaluation was checked 
against subjective evaluation by the patient. 


CLASSIFICATION OF. THE HYPNOTIC EFFECT 
OF EACH TRIAL OF DORMISON 


The hypnotic effect of each dose was classi- 
fied as good, fair, or poor according to the 
following criteria: 

I. Good: More than 6 hours’ sleep: if a 
dose was given too late in the night to permit 
6 hours’ sleep, a duration of 53 hours was 
classified as good if the patient went-to sleep 
within an hour and slept without waking till 
6a. m. 

2. Fair: 4 to 6 hours’ sleep. 

3- Poor: Less than 4 hours’ sleep. How- 
ever, if the patient was not asleep within 2 
hours, the result was classified as “poor” re- 
Sardless of the duration of sleep. 
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4. The duration of sleep was measured 
from the time at which the Dormison was 
given, i.e., hours of sleep, if any, before giv- 
ing Dormison were not included. 


CLASSIFICATION OF THE GENERAL EFFICIENCY 
OF A PARTICULAR DOSE OF DORMISON 


In estimating the efficiency of a hypnotic 
drug, one must take into account not only the 
optimum result but also the consistency with 
which this result is achieved. The general 
efficiency of a particular dose of Dormison 
in a particular patient was classified accord- 
ing to the following criteria : 

1. Highly efficient: No poor results: 90% 
or more good results. 

2, Efficient: 80% or more good results. 

3. Moderately efficient: 80% or more 
good or fair results. 

4. Unsatisfactory: Anything less than 
moderately efficient, or any case where the 
action was irregular with varying dosage. 


Dormison AS A HYPNOTIC 
GENERAL COMMENT 


Tables 1 and 2 show the relationship be- 
tween diagnosis, dosage, and effectiveness of 
the drug. As might be expected from ex- 
perience with other hypnotic drugs, larger 
doses of Dormison are required in psychi- 
atric patients, especially in the severely dis- 
turbed, e.g., patients with delirium tremens, 
alcoholism with tremors, schizophrenia, ma- 
nia, and drug addiction with withdrawal 
symptoms. Since 99% of patients respond 
to doses of 2.5 gm. or less, this may be re- 
garded as the maximum dose: contrary to 
expectation, patients over 8o required much 
the same dose as younger patients diagnosed 
as senile psychosis or cerebral arteriosclerosis. 

In general, Dormison proved to be a safe, 
efficient, nontoxic hypnotic for psychiatric pa- 
tients of all types, with distinct advantages 
over other types of hypnotics. In only one’ 
category was Dormison only partially ef- 
fective: in the 5 ‘patients with delirium of 
various causes. These patients were all be- 
tween the ages of 50 and 70, and severely ill, 
4 in what was virtually a terminal delirium 
and the fifth having bilateral lobar pneumonia 
with pleuritic pain. Relative failure in this 
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TABLE 1 


PERCENTAGE oF Cases With Errictent or Hicuiy Errictent RESULTS 


[June 


Note: 
as) The figure in each column shows the percentage in which that dose (or a lower dose) would produce an eff» 
cient or a highly efficient result, based on the maximum dose given to each patient. 


(2) All figures have been reduced to the nearest whole figure kG to facilitate comparison. This in no way indicates 
cl 


that the authors are not aware of the dangers of attaching too mu 


significance to % figures in small groups. 


| (3) The figures have been corrected to allow for those cases where trial over the full dosage range was not possible, 


No. of 
Diagnosis cases 25 $ 75 
Chronic alcoholism ., yet + 0 44 
Chronic alcoholism with tremors awa GA ATs eae) 
Delirium tremens ............. ENIO o 10 
Senile psychosis and psychosis with cerebral ar- 
teriosclerosis ..... - 38 3 5 2 
Schizophrenia .. 21 5 10 24 
Mania, hypomania 6 PAE 5h: 
Depression ..........4.. G nei 0 320 
Delirium of various causes 5 E f 
Epilepsy with psychosis... 4 net fem 2 SO 
Acute posttraumatic psychosis. . 2 AA AU aa 
Drug addiction .............4, sesesee” § o 20 
Psychoneurosis shlacsseeseee” I 0o -0 7 
WAM MiapHoses! Deae OAE oe 150 sare E 
TABLE 2 


1.0 
89 
30 
20 


50 
40 
20 
0 
75 
50 
40 
60 


42 


Dormison dose (gm.) 


1.25 
3 


1.5 
57 
50 
83 


75 

o 
60 
90 
68 


1.75 


93 
70 


80 


2.0 


100 
100 


2.25 25 
.. 100 
100 
Beier 
100s 
97 9 


Dose or Dormison Propucine Errictent or HicHiy Errictent RESULTS IN 50% AND 75% or CASES 


Note: 


Figures were obtained from graphs of % results plotted against Dormison dose, 


Dose producing efficient or 
Highly. efficient results 


A (gm.) 
Diagnosis jensen E E E 

Chronic alcoholism ............ heen 9 78 93 
Chronic alcoholism with tremors. 32 1.40 1.62 
Delirium tremens A SSSASBE Ce eee eam CRE T) 1.50 1.85 
Senile psychosis and Psychosis with cerebral arte- 

rio-sclerosis .... 95 1.33 
Schizophrenia . 1.13 1.61 
Mania, hypomania , 1.25 Lor 
Depression ..... 1.50 LII 
Delirium of various causes.. 7 7 
Epilepsy with psychosis, F5 1.0 
Posttraumatic Psychosis 1.0 sie 
Drug addiction .. 1.25 1.88 

sychoneurosis ....., 9I 1.18 

All diagnoses .... 1.16 1.60 


Repeat dose required for 
optimum result. 


22 
38 
50 


18.4 
14.3 
33 
20 
60 
25 
50 
80 
38.4 
30 


cases % of cases 


No. of nights 
requir 


rin4 
rin23 
Tinl9 


ring 
1in3 
1in7.5 
rin8.5 
1in2 
rinig 
rini 
rini 
ring 
ring 


* Figures in this column should be inter reted as foll i joli: uired a repeat 
dose for an optimum result r night in 4 Gaie as fol ome eg., chronic alcoh lism—22% of ee, reat ul : 
resulta, © ° Cent results; 1.5 gm. produced so% moderately Chega TE 7876 never "produced 75% moderately effective 
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group is hardly surprising; hypnotic drugs 
are seldom very effective in this type of case 
and indeed in 3 of the 5 cases the effect of 
Dormison was compared with that of Sodium 
Amytal and paraldehyde, neither of which 


produced better results. In senile and arte- - 


riosclerotic patients, Dormison produced ex- 
cellent results, with no toxic effects, in strik- 

. ing contrast to clinical experience with 
barbiturates. In our opinion, Dormison is un- 
questionably the hypnotic drug of choice for 
these patients. 


SIDE-EFFECTS 


1. “Hangover” —Two patients (1.3%) 
complained of hangover, without objective 
signs. One patient (.67%), a severely dis- 
turbed 67-year-old man with delirium asso- 
ciated with chronic pemphigus and meta- 
static carcinoma, tolerated single doses of 2.0 


gm. satisfactorily, but was objectively drowsy 


on the morning after it had been necessary to 
give 2 doses of 2.0 gm. to produce a good 
night’s sleep. The next night he was given 


paraldehyde: 2 doses of 8 c.cm. were neces- _ 


sary to produce a good night’s sleep and there 
was the same degree of drowsiness the next 
morning as had resulted from Dormison. 

2. Taste——When capsules were given, no- 
body complained of taste at the time of ad- 
ministration or after. Of those taking elixir, 
approximately one-third liked the taste, one- 
third were indifferent, and one-third found 
it mildly disagreeable, but tolerated it. An 
87-year-old man said the elixir burnt his 
throat, but preferred it to any other hyp- 
notic—he had had extensive experience else- 
where, 

3. Gastric Irritation —Six patients (4%) 
Vomited single doses of elixir: 4 of those 
had vomited on other occasions both before 
and after the particular dose of Dormison, 
and the other 2 had complained of nausea due 
to alcoholic gastritis. All six were able to re- 
tain subsequent doses. One patient (.67%) 
who had not had previous symptoms of gas- 
tric irritation became nauseated when given 
elixir, but did well when given capsules. 


COMPARISON WITH OTHER DRUGS 


The effect of Dormison could be compared 
With that of Sodium Amytal in 57 instances, 


and with paraldehyde in 12 instances. A com- 
parison was accepted as valid only if the 
drugs compared had been given on consecu- 
tive nights or on a series of consecutive nights, 
and if there had been no particular change in 
the patient’s psychiatric condition over the — 
period of comparison. The results of seda- 
tion on the first night in hospital were ex- 
cluded from comparison for obvious reasons. 
Apparent equivalent doses are shown in 
Table 3. 

There was a close correspondence between 
the hypnotic effects of Dormison and those of 
the equivalent dose of Sodium Amytal : how- 
ever, doses of Dormison did not show the 
hangover effects of Sodium Amytal, a fea- 
ture that was especially prominent when large 
doses were compared. Dormison was given 
with good results and without toxic effects to 
elderly, arteriosclerotic, and senile patients in- 

TABLE 3 


Apparent Eguivatent Doses or Dormison, So- 
DIUM AMYTAL, AND PARALDEHYDE 


Dormison Paraldehyde 
(gm.) Sodium Amytal (gm.) (¢.cms.. 
75 2 (P.O.) Ws 
1.0 25 (LM.) 6.0- 
1.5 4 (P.O.) 9.0 
1.75 5 (1LM.) ie 
2.0 .. 12.0 


whom the use of barbiturates would normally 
be regarded as contraindicated or at the best 
hazardous, The dangers of barbiturate ad- 
ministration to these patients are too well 
known to merit further discussion here. 
Comparison between hypnotic effects of 
paraldehyde and Dormison was less consis- 


tent, perhaps because of the smaller number 


of cases and because such comparison was 
invariably made in extremely disturbed and 
difficult patients. The equivalent doses shown 
in Table 3 must therefore be regarded as 
purely tentative. In one patient, a 42-year-old ' 
man with prolonged, severe, posttraumatic 
delirious reaction, Dormison in a dose of 2.5 
gm. (repeated twice) was ineffective: there 
was no response to Sodium Amytal 5 gm. 
(I. M.), repeated once, but paraldehyde in. 
8.0 c.cm. doses was effective, although the 
dose had to be repeated once or twice during 
the night. In another case 8.0 c.cm. paralde- 
hyde had the same toxic and hypnotic effects 


as 2.0 gm. Dormison. On the other hand, in 
the 3 patients in whom comparison was made 
between Dormison 1.0 gm. and paraldehyde 
8.0 c.cm., Dormison was superior. When 
given as a hypnotic, Dormison does not have 
the vile taste or persistent smell of paralde- 
hyde. 

The following practical conclusions may 
be made: 

I. If a patient does not respond to a par- 
ticular dose of Dormison, it is unlikely that 
he will respond to an equivalent dose of So- 
dium Amytal. 

2: Dormison produces less hangover than 
doses of Sodium Amytal with equivalent 
hypnotic effect ; it has no more hangover ef- 
fect than paraldehyde. 

3. Dormison is to be preferred to paralde- 
hyde because of its combination of a similar 
degree of safety and efficiency with the ab- 
sence of unpleasant taste or smell. 

4. In the occasional case where a maximal 
dose of Dormison (2.5 gm.) is ineffective, 
Sodium Amytal will probably be ineffective 


also, but paraldehyde may give a satisfactory 
result, 


DORMISON as A SEDATIVE 


In our experience, Dormison is of no value 
as a sedative in patients with delirium tre- 
mens, alcoholism with severe tremors, and 
drug addiction with severe withdrawal symp- 
toms, or other severely disturbed patients, 

. because it has to be given in toxic or near 
toxic doses to produce a satisfactory sedative 
effect. Cumulative toxic effects—drowsiness, 
ataxia, and slurred speech—were seen in 5 
patients who had taken average daily dos- 
ages of 3.89, 5.5, 5.94, 8.0, and 10.16 grams 
for 6, 4, 4, 2, and 4 days respectively. The 
toxic symptoms cleared completely within 48 
hours after discontinuing the drug: in 2 cases 
where symptoms were detected at an early 
Stage discontinuing the daily sedative dose 
but continuing the regular nightly hypnotic 
dose was sufficient to clear up the symptoms 
in 24 hours. Although Dormison is of no use 
as a sedative in these severe cases, it can be 
used successfully as a nontoxic hypnotic; 
large doses, of the order of 1.75 gm. or more, 
are required, ; 

Dormison was used with fair to good suc- 
cess as a sedative in cases of alcoholism with 
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mild or moderate tremors, in doses of 
1.0 gm. 3 times a day, with a larger hypnoi 
dose at night. Our experience would sugg 
that the total dose in 24 hours should be 
below 5-6 gm. and that there is a dan, 
toxic effects developing if a dosage lev 
5-6 gm. per day is continued for more than: 
or 3 days. A definite aldehyde-like odor, 
faint in comparison with that of paraldehy 
was noted in all patients who were given Dor- H 
mison as a sedative in regular doses for more f 
than 2 days. This suggests that an aldehyde 
is an intermediate step in the metabolism 
Dormison. k 
In general, 
the use of Dormison as a sedative. 


CUMULATIVE Toxic EFFECTS 


One seriously ill 67-year-old patient Wi 
drowsy the morning after the administra 
of two 2.0 gm. doses of Dormison: an equiva- 
lent dose of paraldehyde had exactly the” 
same effect. Otherwise, no tendency to ci- 
mulative effect was noted in any patients 
ceiving Dormison as a hypnotic only, what- 
ever dose was given. One patient was given — 
90.875 gm. in 67 trials over 90 days, a sec- 
ond received 71.665 gm. in 54 trials over 97 
days, and a third 56.75 gm. in 48 trials in 
48 days. ' 

When used as a sedative in large doses, 
drowsiness, ataxia, and slurred speech arpin 
liable to develop (see above): this has the 
additional clinical significance that patients 
who take Dormison as a sedative witho 
proper medical supervision may develop & 
toxic psychosis. We have not actually seen ® 
delirium due to Dormison, but we have ob- 
served a mild confusional state, as reported 
below. d 


Case History of Mrs. X: toxic confusional state 
due to Dormison. This 35-year-old woman had beef 
addicted to various barbiturates for 4 years, and 3 
months before admission she had been in another 
hospital for treatment of addiction to Sodium BE 
tal. At the time of her discharge from this hospital 
she was taking Dormison as a hypnotic, but she be- 
gan to use it in progressively larger amounts as # 
sedative and eventually became irritable, anxious, 
unable to eat or sleep and was admitted to hospital 
The exact amount of Dormison that she had mee 
could not be ascertained: her statement that $ ! 
had taken 40 capsules (10 gm.) over the preceding 
5 days was undoubtedly a gross understatement a 
she admitted that she had taken 1.5-2.0 gm. in @ 
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single dose just before her admission. On admission, 
she thought she was in another hospital, but was 
otherwise well oriented: she was slightly confused, 
irritable, abusive, lethargic, and complaining; there 
was some difficulty in passing urine. There were no 
delusions or hallucinations. The next day, she was 
quiet but shaky and on the third day she had ap- 
parently recoyered. There were no psychological 
withdrawal symptoms and the anxiety and tremor 
should probably be interpreted as toxic rather than 
withdrawal symptoms. 


Dormison AND ANTABUSE 


No adverse reaction was noted in patients 
taking both Antabuse and capsules of Dormi- 
son, which contain no alcohol. Elixir Dormi- 
son contains 2% alcohol, so that the possi- 
bility of an “antabuse reaction” might be 
considered negligible. Five patients received 
elixir Dormison in doses of from .75-2.0 gm. 
when taking Antabuse, and one of them de- 
veloped a mild “antabuse” reaction. 


This patient was given 1.0 gm. of Dormison con- 
taining 0.32 c.cm. alcohol, immediately after the 
initial dose of 2.0 gm. of Antabuse. A mild reaction 
of headache and dizziness developed 20 minutes 
later and lasted 30 minutes or so. It would seem 
that a reaction would not have developed in this 
case if the 2 drugs had not been given at the same 
time, as later on, when this patient was receiving 
05 gm. Antabuse a day, he had no reaction to half 
an ounce of whiskey: a few days later when re- 
ceiving 1.0 gm. Antabuse a day, he had a moderate 
reaction to one ounce of whiskey. 

A much more severe reaction was seen in a 39- 
year-old outpatient alcoholic who was taking 0.5 
gm. Antabuse daily. One day he took one or two 
large jiggers of elixir Dormison that had been pre- 
Scribed for his wife by a private practitioner (2.5- 
5.0 gm. Dormison, with .8-1.16 c.cm. of alcohol). 
Within 5 or to minutes, he developed flushing of 
the face and headache, then pallor and nausea. He 
was brought to the hospital where examination, 45 
minutes after taking the elixir, showed a mixture 
of hypnotic effect and “Antabuse reaction”—he was 
Confused and disoriented, pale and hypotensive. After 
treatment with oxygen and intravenous ascorbic 
acid, he recovered well and was able to go home 2 
hours after taking the elixir. 


Tt seems reasonable to conclude that elixir 
Dormison should not be given to patients re- 
ceiving Antabuse, although the capsules may 
be given. 


ADDICTION AND HABITUATION 


Addiction to Dormison did not occur when 
the drug was used as a hypnotic only; no 
Physiological or psychological withdrawal 
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symptoms were seen when the use of Dor- 
mison was discontinued, nor was there any 
evidence of the development of tolerance to 
increasing doses. None of the 5 cases of drug 
addiction to whom Dormison was given as a 
hypnotic showed any tendency to become ad- 
dicted, but one neurotic with severe insomnia 
who had previously been addicted to various 
barbiturates began to develop the habit of 
asking the night nurse to wake him up for a 
second dose so that he could “be sure to 
sleep through the entire night”; the drug was 
accordingly discontinued. He had never asked 
for Dormison during the day, there was no 
tolerance to increasing doses, and there were 
no withdrawal symptoms, psychological or 
otherwise. 

On the other hand, when Dormison is used 
as a sedative, habituation and some degree of 
tolerance may develop, although certainly no 
more than is seen with paraldehyde or bar- 
biturates.. When used as a sedative, in a pa- 
tient with alcoholism or drug addiction, there 
was no more of a tendency to psychological 
dependence than is found with paraldehyde 
or barbiturates; in fact, 2 alcoholics and 1 
drug addict complained that Dormison did 
not have the “kick” and the “lift” of paralde- 
hyde but just made them sleepy. In short- 
term use, tolerance to increasing doses did 
not develop. In the case of Mrs. X., de- 
scribed above (see “Cumulative Toxic Ef- 
fects”), there was definite habituation, psy- 
chological dependence, and possibly some 
tolerance to increased doses, but no with- 
drawal symptoms. This patient had pre- 
viously been addicted to barbiturates. 

One may draw the practical conclusion 
that if Dormison is used as a hypnotic only, . 
addiction will not occur; if it is used as a 
sedative, there is a definite possibility that 
patients may develop addiction although this 
may be less likely than with other sedative- 
hypnotic drugs because Dormison is ultra- 
short-acting and tends to lack their stupefa- 
cient and euphorigenic action. We believe 
that Dormison should not be given as a seda- 
tive or prescribed as a hypnotic on an out- 
patient basis (unless strict supervision is pos- 
sible) to any patient who has previously been 
addicted to barbiturates or to any other drug; 
however, it may be used as a hypnotic in 
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these patients under hospital conditions with- 


out fear of addiction. 


SUMMARY AND CONCLUSIONS 


Dormison is a drug of a new type that, 
when used as a hypnotic, is highly efficient 
and relatively nontoxic and noncumulative. 
It is the hypnotic of choice in elderly, senile, 
and arteriosclerotic patients and it has defi- 
nite advantages over other hypnotics in other 
types of patients. 

The hypnotic effect is highly specific, and 
Dormison is of little value as a sedative since 
toxic or near-toxic doses are required to pro- 
duce an adequate sedative effect in disturbed 
patients. We have observed cumulative ef- 
fects only when large doses were given as a 
sedative. 

The danger of addiction may be less than 
with other hypnotic-sedative drugs, as Dor- 
mison is ultra-short-acting and tends to lack 
their stupefying and ‘euphorigenic action. 
Nevertheless, Dormison should not be given 
as a sedative to patients who have previously 
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been addicted to other drugs, and it should 
be used as a hypnotic in these cases only 
under hospital conditions. In view of pre- 
vious reports, and our findings on cumulation 
and addiction, barbiturates should not be 
given to patients receiving Dormison until 
such time as extensive data are available on 
the potentiating effect of Dormison on bar- 
biturates in man. 
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Amobarbital sodium (amytal sodium ) is 
a drug with widespread clinical applications. 
Besides its value as a hypnotic and sedative, 
it has produced transitory improvement in 
psychotic patients(1-3), has been used in nar- 
coanalysis(4) and to elicit anamnestic data 
that could not be obtained in ordinary clinical 
interviews. In recent years it has been given 
to schizophrenic patients to provide data of 
diagnostic and prognostic significance(5, 6). 
Amytal sodium has also been useful in the 
study of behavior in diseases of the nervous 
system. In patients who showed denial of 
illness(7) and disorientation for time and 
place(8), it was noted that, after these phe- 
nomena had cleared clinically, they could be 
reproduced by the intravenous administration 
of amytal sodium. 

The purpose of the present investigation 
was to determine (1) whether amytal sodium 
can produce patterns of disorientation and 
denial of illness in patients with brain disease 
who had not previously shown such behavior 
clinically, (2) whether amytal sodium given 
under the same conditions can elicit these 
phenomena in normal individuals without 
brain disease, and (3) whether the procedure 
can be used as a diagnostic test to differentiate 
between patients with and without brain 
disease, 


MATERIALS AND METHODS 


A total of 138 patients was studied. Of 
these, 88 had clinical, roentgenological, or 
anatomical evidence of brain disease. The 
cases were selected on the basis of consecutive 
admissions to the neurological ward of the 
hospital. Patients who clinically manifested 
some disorientation or denial of illness were 
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‘Brain tumor.... 


excluded. Fifty patients used as controls had 
peripheral nerve or radicular lesions, or were 
diagnosed as psychoneurosis after psychiatric 
study and negative medical and neurological 
workup. 

Among the 88 patients with brain disease 
the following diagnoses were made: 


Diagnosis 


Degenerative and myelinating diseases. . 
Cerebro-vascular disease... 
Toxic-inflammatory states. . 
Convulsive states.......+++ 
Post prefrontal lobotomy.. 
Post ECT ...¢ssseete. see 


To understand more fully the rationale of 
the procedure used in this investigation it is 
necessary to review briefly the patterns of 
disorientation and denial of illness described 
in organic brain disease. 

While gross disorientation for place and 
time occurring in patients with brain disease 
or injury or in toxic states is readily recog- 
nized as evidence of altered brain function, 
the various patterns of partial disorientation 
are less well distinguished. These have been 
studied by Paterson and Zangwill(g) and 
Weinstein and Kahn(8, 10). The patient 
may misname the hospital, giving the name of 
another hospital or a nonexisting place. He 
may use a euphemism such as “rest home” or 
“repair shop.” He may give the correct name 
of the hospital but state that he is in a restau- 
rant or hotel. He may name the hospital cor- 
rectly but locate it in another city or another 
part of the same city. He may state that he 
has been in another hospital of the same 
name, having the same personnel but situated 
elsewhere, a phenomenon first described by 
Pick(11) as. “reduplicative paramnesia.” 
Another type of partial disorientation for ` 
place consists of the patient naming and locat- 
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ing the hospital correctly but greatly con- 
densing the distance between his home and 
the hospital. Thus a patient who lives several 
miles away may say his home is in the next 
street. Another pattern is the confabulated 
journey in which the patient confabulates 
having gone on a shopping trip or a visit to 
his home. 

Disorientation for time is expressed by 
errors in the year, month, and time of day. 
Under hospital conditions patients without 
brain disease made errors in the time of day 
but these did not cross a meal time. Only in 


patients with organic involvement were . 


morning and afternoon, afternoon and eve- 
ning, or day and night reversed. It was im- 
portant to ask what part of the day it was as 
some patients give approximately the correct 
time but reverse a.m. and p.m. Patients 
with brain disease also made errors in the 
year and month that were not present in 
normal control groups. 

Denial of illness or verbal anosognosia is 
not uncommon among patients with brain 
disease(7, 12). Thus a seriously incapacitated 
person may state that he is perfectly well and 
deny such disabilities as hemiplegia, blind- 
ness, diplopia, headache, vomiting, loss of 
memory, and the fact that an operation has 
been performed. A patient may deny a major 
incapacity such as a hemiplegia and say that 
his main trouble is constipation. Some pa- 
tients express denial by confabulating situa- 
tions that are obviously incompatible with the 
existence of illness, 


TEST PROCEDURE 


Immediately ‘before and during the ad- 
ministration of amytal sodium each patient 
was examined systematically for orientation 
and awareness of illness using a standard 
Series of questions. These questions were 
selected to elicit the several patterns of dis- 


orientation and denial described above and 
are as follows: 


What is today’s date? What month is it? What 
year is this? What time is it now? What part of 
the day? Where are you now? What is the full 
name of this place? What kind of a Place is this? 
Where is this place located? How far from here 
do you live? Have you been out of the hospital at 
any time since you came here? Where were you last 
night? Have you been in any other hospital of this 
name? Who am I? Have you seen me before? Is 


USE OF AMOBARBITAL SODIUM IN BRAIN DISEASE 


there anything the matter with you? Are you 
Why did you come here? What is your 
trouble? Do you have—(mentioning specific 
toms or disabilities) ? 


The amytal sodium was given intray 
ously, in a solution of 0.5 gm. in 10 
distilled water at a rate of 0.05 gm. per 
ute. As the drug was administered th 


100 to 1. The injection was continued h 
the patient showed rapid nystagmus on la 
teral gaze in both directions, slurred s 


indicators of the effect of amytal. The 
amount of amytal given to a patient depende 
on the appearance of a maximal effect of tht 
drug. The quantity actually given ra 
from 0.1 gm. to 0.5 gm., with the exception 
of 3 cases in which no amytal effect wai 
evident until 0.8 gm. was given. BHE 
As soon as the physiologic effects of the 
drug were manifested, the patient was again 
interviewed with the identical questions used 
in the pre-amytal examinations. When a pa- 
tient made an error the question was repeated 
immediately as well as several times later to- 
determine the persistence of the error. Inany — 
case, all the questions were repeated at least- 
twice during the amytal interview. For an 
error to be considered significant it was 
necessary not only that it be persistent but 
that it be a change from the answer to the 
identical question asked prior to the injection 
of the drug. This made it possible to obser 
the changes in behavior that occurred aS 
result of the action of the drug. Thus, if the 
patient does not know the exact address OF 
distance from his home prior to receiving | 
amytal, such errors when reiterated during 
the injection are not regarded as significant x 
Some patients minimize their symptoms prior 
to amytal but only a change from this mint- 
mization to an actual delusion of not being ill $ 
was considered significant. If a patient who A 
had complained of headache prior to the ad- | 
ministration of the drug states, under amytal, = 
that he feels well, the response is considered 
to indicate denial of illness only if he also 
states that he has not had headaches earlier 
or did not come to the hospital because of , 
them. Once in a while patients answer ques- 
tions with, “I don’t know.” Such an answer 
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is not considered to necessarily indicate dis- 
orientation or verbal denial of illness. 


RESULTS 


CHANGES IN BEHAVIOR FOUND ONLY IN PA- 
TIENTS WITH BRAIN DISEASE 


A—Disorientation for Place. —The follow- 
ing patterns of disorientation were elicited 
under amytal sodium only in patients with 
demonstrable brain disease and in none of 
the control group. 

(1) Unrelated place: the patient stated he 
was home or in a store or night club or some 
other place completely unrelated to a hospital. 

(2) Misnaming : the patient stated that he 
was in a hospital but named it incorrectly, 
either calling it by the name of another hos- 
pital, usually one that he had been in pre- 
viously or that was near his home, or else 
using an apparently nonexistent name. 

(3) Variant of hospital: the patient stated 
that he was in a “rest home” or “sanitarium” 
or “convalescent place.” 

(4) Displacement: although the hospital 
might have been named correctly, the patient 
located it in another city, or else the distance 
between the hospital and the patient’s home 
was grossly in error. 

(5) Reduplication: the patient confabu- 
lated that he had been in another hospital 
with the same name as this one, with the 
same personnel and many of the same physi- 
cal attributes. 

(6) Confabulated journey; the patient 
confabulated going home or otherwise taking 
a trip during the period of his hospitalization. 

Table 1 indicates the incidence of these pat- 
terns of disorientation for place. A total of 
47 patients with brain disease manifested at 
least one of the patterns of disorientation for 
place not found in any of the.control patients. 

B—Disorientation for Time—Two pat- 
terns of disorientation for time were shown 
only by patients with brain disease and by 
none of the control group. The specific in- 
cidence is indicated in Table 2. A total of 19 
of the brain disease group showed at least 
one of these manifestations. bai 

C—Disorientation for. Person.—Misiden- 
tification of the examiner was shown by 24 of 
the patients with brain disease but none of 
the controls. The misidentification consisted 
of describing the examiner as in some other 
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occupation, such as a “lawyer” or “an enter- 
tainer,” by calling him by some other name 
than that given prior to the administration of 
the amytal, or by the patient’s stating he had 
known the examiner previously before com- 
ing to the hospital. 

D—Denial of Iliness—Three patterns of 
denial of illness were shown by the brain- 
diseased patients but were not found in any 
of the controls : 

(1) Complete denial: the patient denied 
that he was sick in any way even when ques- 
tioned specifically about his symptoms. 


TABLE 1 


DISORIENTATION For PLace SHOWN ONLY BY 
PATIENTS WITH BRAIN DISEASE 
Brain 


Controls disease 
Type of disorientation (50) (88) 
Unrelated place.. o 22 
Misnaming ...... +0 19 
Variant of hospital. .0 9 
Displacement ... .0 28 
Reduplication ... +0 6 
Confabulated journey. o 25 


TABLE 2 


DISORIENTATION. For TIME SHOWN ONLY BY 
PATIENTS WITH BRAIN DISEASE 


Brain 

‘Controls disease 
Type of disorientation (50) 8 
Disorientation for year..... a30 15 
Inversion of day and night. . .0 7 


TABLE 3 


PATTERNS OF DENIAL OF ILLNESS SHOWN ONLY BY 
PATIENTS WITH BRAIN DISEASE 


Brain 
Controls disease 
‘Type of denial (50) 88) 
Complete denial.......+++++ eeen o 20 
Denial of major, aware of minor, 
aspects of illness... o 16 
Confabulation o 10 


(2) Denial of major, but aware of minor, 
aspects of illness : the patient denied, for ex- 
ample, that she was hemiplegic but com- 
plained of poor appetite. ` 

(3) Confabulation: the patient denied his 
actual symptoms, but confabulated the pres- 
ence of another illness to account for his 
hospitalization. Thus, a patient said he came 
to the hospital to have a baby, or a patient, 
while denying a craniotomy, confabulated 
that he had an appendectomy. 

The incidence of these patterns of denial 
of illness is indicated in Table 3. A total of 
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46 of the patients with brain lesions showed 
at least one pattern of denial of illness not 
- found in any of the controls. 


CHANGES IN CONTROL PATIENTS WITHOUT 
BRAIN DISEASE 


In 7 of the 50 control patients a type of 
disorientation for place was shown in which 
the address given was inaccurate but related 
to the correct address. While The Mount 
Sinai Hospital is actually located at 100th St. 

, and 5th or Madison Avenues, this type of 
disorientation was characterized by giving 
correctly only part of this address, such as 
“tooth St. and Park Ave.,” or “sth Ave. and 
tosth St.” This type of behavior was also 
shown by 16 of the patients with brain dis- 
case, There were 3 other changes in behavior 
that were each found in only a single control 


TABLE 4 
CHANGES IN PATIENTS Wırmout BRAIN DISEASE 
Brain 
Controls disease 
Type of change (50) (88) 
Disorientation, related address...... 7 16 
Disorientation for month........_. NE Ir 
Disorientation for time of day across 
a r ie Te ORSC A 18 
Denial of illness on general, aware of 
symptoms on specific, questioning.. 1 I 


patient. These were disorientation for month 
and disorientation for time of day across a 
meal time. One patient said that there was 
nothing wrong with him in answer to a gen- 
eral question but admitted his symptoms 
when specifically asked about them. 

In Table 4 the incidence of these errors in 
patients without brain disease is shown and 
1S compared with patients with brain disease, 


DIFFERENTIATING VALUE OF THE CHANGES IN 
BEHAVIOR UNDER AMYTAL SODIUM 


Summarizing the results to date, 12 pat- 
terns of disorientation for place, time, and 
person and denial of illness were elicited un- 


65% of patients with brain disease could be 


e h was highest 
among patients with brain tumors. Twenty- 


of disorientation and/or denial during the 
administration of the drug. There were I0 
positive results among 14 cases with cerebral 
vascular disease. Of 22 patients with clinical 
diagnoses of demyelinating and degenerative 
disease, 13 showed disorientation and/or 
denial. Only one positive result was obtained 
in 8 patients with convulsive states. The pro- 
cedure was positive in all 3 cases following 
prefrontal lobotomy for intractable pain and 
in 2 patients receiving electric shock therapy. 


CASE REPORT 


The following case of a patient with a 
tumor of the third ventricle is presented as an 
illustration of the value of the procedure in 
establishing a diagnosis of organic brain 
involvement, 


A 49-year-old salesman was admitted to the hos- 
pital on October 13, 1950, with a complaint of failing 
eyesight of 3-4 months’ duration and headaches for 
the same period. For the past year he had noted a 
diminution of libido. He had had eye trouble since 
the age of 6 including 2 operations for glaucoma. 
There was a history of consumption of 1 to 2 quarts 
of whiskey per week, 

Routine neurological examination, x-ray of the 
skull, and lumbar Puncture showed no abnormalities. 
There was a corneal opacity in O.D. and vision 
was reduced to fingers at 2 feet, while in O.S. 


it was EEG record was normal. The patient 


had a jovial, restless manner with a tendency to 
boast of sexual activities and the amount of money 
he had made, His family stated that he had always 
been that way. He was completely oriented and 
Prior to the administration of amytal sodium admit- 
ted headache, poor vision, and loss of libido. 

On October 28, 0.2 gram of amytal sodium was 
administered intravenously and the following proto- 
col recorded in part. 


Time elapsed 
from start of injection Amount 


HOO cds FE ERATE 0.05 gm. 
(Patient counting backward.) 

EAL Nae E Eni 0.15. gm. 
(Errors in counting backward.) 
O EAT eNe EPE AA 02 gm. 

ystagmus appeared.) 


Q. What do you call this place? A, I have no idea. 
How long have you been here? 2 or 3 days. 

What sort of a place is it? No. 

Does it have a name? (No answer.) 

Why are you here? To sell furniture. 

Any other reason? No. 

Name of this place? No idea. 

Anything the matter with you? No. 

Sick? No. 

Perfectly well? Yes, sir. 
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"Been in a hospital recently? (No answer.) 
Time now? 7:20. (Actually 4:00 P.M.) 

Morning or evening? Evening. 

Had supper? No. 

Today's date? Thursday, September 20, 1920. 

How old are you? 21. 

When were you born? January 16, 1901. (Correct.) 

Anything the matter with your eyes? Definitely. 

What? Poor sight. 

What is it due to? Drinking. 

Any headaches? No. 

Any sexual difficulty? No. 

When did you have intercourse last? 2-3 months 
ago. (Probably a confabulation.) 

Where? Chicago. 

Where is this place? Have no idea—all the way up 
in the heart of the district. 

How far from your home is this place? 3 miles. 
(Distance of patient’s business address from his 
home.) 

12'15” (Needle removed.) 

What do I do here? You're a doctor. 

What do you call this place? An average lay-in 
hospital. 

What’s it for? For people who have to have things 

1 done for them and so on and so forth. 
f Why are you here? I’m going to have a baby. 
How can you have a baby? Doing the reverse 


dicates abdomen.) 
I think you are kidding. Well, I can’t help that—do 
you really? 
Where is this place? Just below where I live-in the 
William Penn Hotel. 
_ What street? I don't know—give me a cigarette. 
What time is it now? 7:00 (Actually 4:10.) 
Have you had headaches? No. 
What is the name of this 
Ei General. 
iy What city? Pittsburgh. 
Pittsburgh? I hope so. 
. Why are you in the hospital? To give birth., 
“i that unusual? Not my way. (Patient is rest- 
ess.) 
| What time is it now? 8:00. 
Isn't it light for 8:00? Well, we are west of the 
à Alleghenies, I’ve seen`you before. 
Where? On the furniture market. 
But Pm a doctor. There are lots of doctors on the 
i furniture market. y 
A Why did you come to the hospital? To prove I'm 
DOF what? Of attacking a girl 
what attacking a girl. 
Do you know where you are now? Pittsburgh. 
Time now? 7:30. 


English. 
Where does the baby come from? Right here. (In- 
l 


hospital? Pittsburgh 


At 5 p.m., nystagmus was no longer present. The 


| Patient named the hospital correctly, located it 
‘within 10 blocks of its actual site, gave the correct 
date and time and admitted all aspects of his illness 


Without confabulation. 
A pneumoencephalogram was performed. There 
lateral ventricles. 


was marked dilatation of both n 
The third ventricle was also dilated and shifted to 
the right side. On lateral view there was @ large 


filling defect in the third ventricle antero-superiorly ` 
with a slight degree of posterior displacement of the 

iter. The body of the right lateral ventricle was 

elevated. This was suggestive of a large third ven- 

tricle tumor. 

On 11-5-50 the patient received 9.0 cc of normal 
saline intravenously and the routine “amytal” pro- 
cedure was carried out. There was no change in 
orientation, no denial of illness, no misidentification 
or confabulation. 

On November 6, radiotherapy was begun and the 
patient developed a marked disturbance in behavior 
comparable to that manifested in the amytal sodium 
interview. He became disoriented for time of day, 
confabulated trips from the hospital, stated he was 
in Mount Sinai Hospital in Miami, Florida, and on 
other occasions stated that he was in the St. Moritz 
Hotel. He became incontinent of urine and con- 
fabulated having had sexual relations. An EEG 
record taken on 11-17-50 showed bilateral slow wave 
abnormalities at a rate of 4-6 per second, slowest 
over the frontal regions. A similar record was ob- 
tained on 1-16-51. After one month of treatment 
improvement was noted both in his behavior and 
visual acuity and he was discharged on January 16, 
1951. During the following year he showed no overt 
disturbances in behavior., An EEG taken on 
February 28, 1952, was normal. He was then given 
0.45 gm. of amytal sodium intravenously. Under 
the influence of the drug he became markedly dis- 
oriented for place (“Carlton Terrace”) and denied 
ever having had headaches and sexual difficulties. 


Comment: In this patient the routine clini- 
cal examination and the EEG record did not 
distinguish between a hypomanic state and 
structural disease of the nervous system.? 
The positive amytal interview indicated the 
presence of an organic lesion and also served 
as a preview of the type of behavior that re- 
sulted when the patient’s condition became 
exacerbated under radiotherapy. The positive 
amytal interview one year later indicated ’that 
despite clinical improvement the pathological 
process was still present. 


Discussion 


The results indicate that the procedure as 
described is of clinical value in differentiating 
tients with certain types of brain disease 
from those whose symptoms are due to other 
causes. In the cases studied, the greatest 


epee 
2 A study of the findings of this procedure among 

- patients with affective psychoses is in progress and 
will be reported shortly. As in the case described 
in detail, a hypomanic state may occur in organic 
disease as well as in an affective psychosis. The 
results to date indicate that psychotics do not show 
the same patterns of behavior as patients with brain 


disease. 


‘leptic from hysterical 
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number of positive results occurred with 
rapidly developing deeply seated or diffuse 
lesions. The lowest incidence was found with 
very slowly progressive or stationary proc- 
esses and with lesions on the surface of the 
brain that did not invade the substance. The 
test proved especially useful in the early 
diagnosis of tumors in the region of the third 
ventricle. In these patients, the first symp- 
toms are apt to be those of anxiety, irrita- 
bility, and headache, which are often impos- 
sible to distinguish clinically from psychoneu- 


Toses, Among the cases listed were 3 patients 
“with suspected malignancies where a positive 


amytal test suggested intracranial metastases 
that were later verified. Patients who were 
depressed and complained of loss of memory 
early in the course of vascular or degenera- 
tive disease also showed positive results when 
Toutine procedures were inconclusive. The 
low incidence of positive results among .pa- 
tients with convulsive states indicates that 
the test is not of value in differentiating epi- 
fits. While a negative 
result does not rule out the presence of brain 
disease, a positive procedure, according to the 
empirically derived criteria, is evidence of 
altered brain function, and an indication for 


further study. 


A striking feature was the identity of the 
patterns of disorientation and denial elicited 
under the administration of amytal sodium 
and those that occur in the course of intra- 
cranial disease, uninfluenced by drugs. Often 
the results of the amytal procedure were a 
Prognostic indicator of the changes in be- 
havior that came subsequently. Also it has 
been observed that in chronic barbiturate 
intoxication patients deny such symptoms as 
ataxia and urinary incontinence (1 3). These 
facts suggest that the drug has an additive 


action in enhancing the effect of the structural 
lesion on brain metabolism, 

The correlation of the behavioral changes 
produced by the drug with the etiologic type 
of lesion, the degree and rate of anatomical 
involvement, and other indices of levels of 
brain function such as the electroencephalo- 
gram are subjects for further study. The 
procedure should prove of value in studying 
the alterations of brain function Occurring 
after prefrontal lobotomy and electric shock 
treatment. Tt can also be a useful tool in the 
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evaluation of alterations in brain function 
initiated by metabolic changes as in uremia 
and diabetes, and after the administration of 
ACTH and in intoxications caused by other 
drugs. 


SUMMARY 


The use of amobarbital sodium (amytal 
sodiumR ) as a diagnostic test for brain dis- 
ease is described. In 57 of 88 patients with 
proven brain disease, who on clinical ex- 
amination showed no disturbances in be- 
havior, the intravenous administration of the 
drug produced patterns of disorientation for 
time, place, and person and denial of illness, 
These changes were not obtained in any of 
50 control patients. The applicability of the 
procedure to the study of alterations in brain 
function caused by structural, iatrogenic, 
metabolic, and toxic agents is discussed. 
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REPORT ON THE USE OF SUCCINYL CHOLINE DICHLORIDE 
(A CURARE-LIKE DRUG) IN ELECTROCONVULSIVE ` 
THERAPY 


B. F. MOSS, JR., M. D., C. H. THIGPEN, M.D., ann W. P. ROBISON, M.D. 
AUGUSTA, GA. 


Like many others we have found it desir- 
able to administer curare, or other drugs pro- 
ducing a similar effect, to psychiatric patients 
receiving electroconvulsive therapy. The vio- 
lent tonic and clonic muscular contractions 
regularly produced by the original ECT pro- 
cedure, according to the method of Cerletti 
and Bini(1), in our experience as in the ex- 
perience of others resulted in frequent and 
sometimes distressing complications. Despite 
all recommended measures, such as having 
attendants hold the patient, placing a pillow 
or sand bag under the dorsal spine, using 
straps to minimize the violence of muscular 
stress, etc., compression fractures of the 
vertebrae continued to occur as an unpleas- 
antly frequent by-product of therapy. 

When we used the brief-stimulus proce- 
dure devised by Liberson to give unidirec- 
tional induction, these fractures were not 
eliminated. More rarely but occasionally, 
fractures of the humerus, the acetabulum, 
and the neck of the femur also occurred (2). 
When the Reiter apparatus and technique 
were used the muscular response of our 
patients appeared far less violent, but frac- 
tures continued to occur (3). Experience with 
electronarcosis prompted us to modify this 
procedure and use the Electronicraft Elec- 
tronarcosis apparatus to give a convulsive 
treatment followed by a mild nonconvulsive 
electric stimulation similar to that produced 
by the Reiter technique(4). This technique 
as worked out by Dr. Lester Bowles, a mem- 
ber of our department, led to a significant 
reduction of fractures but did not entirely 
eliminate them. Few complications of this 
sort were serious. Some of them, however, 
forced us to interrupt treatment with patients 
beginning to respond well and whose need to 
continue was indeed urgent. 

Adequate premedication with curare pre- 
vented the occurrence of fractures(6). Beta 
erythroidin also served this purpose(7)- 


1 Department of Neuropsychiatry, Medical Col- 
lege of Georgia, University Hospital, Augusta, Ga. 


With both of these drugs, however, minor 
complications were frequent and occasionally 
even alarming manifestations occurred. Some 
of these have already been reported(8). 
Though the effects of curare are usually of 
short duration, we have, after many years of 
experience with it, continued to regard it as 
not without real possibility of danger to the 
patient. A recent experience is illustrative. 
Following administration of curare in moderate 
dosage, electric shock treatment was given. Respi- 
ration was regained. Prostigmine 2 mg. i.v. was in- 
jected, as a precautionary measure, despite normal 
respiration and lack of appreciable cyanosis, The 
patient was returned to the floor, apparently in good 
condition. During her rounds to check the condition 
of patients awaking from electric therapy, the nurse, 
approximately 15 minutes after the treatment was 
given, found this patient in complete apnoea and 
spectacularly cyanotic, Artificial repiration was at 
once applied with 100% oxygen, and additional pros- 
tigmine (2 mg.) was given intravenously. The pa- 
tient recovered after a period during which little 
tranquillity was felt by all concerned. It was plain 
that death would have occurred had the supervising 
nurse been delayed even a few minutes in her rounds. 


Aside from these rare complications we 
have been impressed not infrequently by cya- 
nosis and reactions suggesting at least the 
threat of laryngeal spasm in patients who 
have had curare prior to electric treatment. 
Though it has been possible to combat these 
complications, we feel, after many years of 
experience with curare, that genuine dangers 
arise occasionally when it is used. Though we 
share Bennett’s opinion that curare is a valu- 
able drug and that it enables one to avoid 
fractures, we cannot entirely share his opti- 
mism in advocating the confident use of this 
drug routinely(9). We are not alone in this 
attitude(10, I1). 

Beside its value in preventing damage to 
the skeletal structures, any drug producing 
muscular paralysis would, one might think, 
reduce the considerable involuntary physical 
exertion to which the body is subjected dur- 
ing electric treatment. Many aged patients 
and some with severe coronary disease de- 
velop depressive psychosis that urgently de- 
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pices 
mands electric therapy. Despite the astonish- 
ing skepticism of some who, apparently on 
theoretical grounds, sweepingly condemn this 
treatment, it has plainly proved itself a regu- 
larly effective source of relief for patients 
with “involutional melancholia,” most of 
whom were, until its use, doomed to perma- 
ment psychosis and indescribable despair and 
suffering(12). Since electric treatment has 
So plainly shown itself a specific and adequate 
means to relieve this common illness, which 


was one of the most tragic disorders that 


man had to bear, it is surprising to note that 
blithe condemnation of it is still found in psy- 
chological and even in psychiatric writings 
(13-16). Some who deplore electric treat- 
ment glibly assume (through their applica- 
tion of psychodynamic theory) that such 
treatment is given to satisfy unconscious 
sadistic cruelty in the physicians who use it 
(17). No evidence is presented to support 
this gratuitous assumption. The same theo- 
ties could, if one wished to philosophize, be 
applied most interestingly to the question why 
these commentators should be so bitterly op- 
posed to a measure that relieves permanent 
disability and inexpressible anguish in so 
many patients. 

Setting aside all questions about the ef- 
fectiveness of electric therapy, it is plain 
that, for those who use it, any means of 
avoiding or minimizing risk for patients with 
coronary disease deserves every considera- 
tion, Though curare reduced the muscular ac- 
tivity of our patients, we found that delays in 
establishing adequate oxygenation often al- 
lowed mild cyanosis to develop despite our 
use of artificial respiration with 100% oxy- 
gen administered by positive pressure with 
the usual rubber bag employed in anaesthe- 
sia, After some years of experience and re- 
peated consultations with cardiologists, we 
concluded that the administration of curare 
Prior to electric shock perhaps added as much, 
or even more, burden to the cardiovascular 
system as it relieved through diminishing 
muscular activity, 

At the suggestion of P, P. Volpitto and 
others in our department of. anesthesiology, 


. we began the use of succinyl choline dichlo- 


tide, anectine, furnished by Burroughs Well- 
come & Co., in doses of 0.3 mgm. to 0.5 mgm. 
per kgm. of body weight intravenously as a 
substitute for curare, This drug has shown 


f 

itself remarkably effective in approximately 
300 electroconvulsive treatments of 41 pa- 
tients with no untoward effect to date. With 
it we have achieved muscular relaxation far 
more complete than with the largest doses of 
curare. After medication it is indeed often 
difficult to discern any appreciable muscular 
contraction at all during electric therapy. 
Any observer can see that such minimal ex- 
ertion as occurs could not possibly consti- 
tute a demand on even a severely damaged 
heart. With 100% oxygen artificial respira- 
tion is easily maintained throughout treat- 
ment and after. All patients remain heàlthily 
flushed, in striking contrast to many of those 
who have received curare. Because of these 
observations we have given electric treat- 
ment, with excellent results, to a number of 
patients who otherwise would, because of 
severe and recent coronary disease, have been 
considered very serious risks. In Table 1 
are listed diagnoses and indications for the 
use of succinyl choline. 


METHOD 


Atropine sulfate grs. 1/150 is given by 
hypodermic one hour before ECT, Sodium 
pentothal grs. 74 in 10 cc. of distilled water 
is prepared in a 10 ce. syringe, Succinyl 
choline dichloride 20 to 40 mgm. in 5 cc. of 
distilled water is prepared in another 10 cc. 
syringe. The dose of succinyl choline dichlo- 
ride is often increased or decreased for subse- 
quent treatments according to the patient's 
need. In our experience, approximately 20 
mgm. has proved to be an optimum dose for 
most patients. (These solutions can be made 
up in advance of treatment by the nurse, one 
syringe of each solution for each patient to 
receive ECT.) The patient is first given the 
sodium pentothal slowly to light anesthesia 
in order to obliterate consciousness and obvi- 
ate anxiety during the paralytic period prior 
to electric treatment. The pentothal syringe 
is then removed from the needle, which is 
left in the vein. The syringe containing suc- 
cinyl choline dichloride is then connected to 
this needle and the drug injected rapidly. The 
succinyl choline dichloride can thus be given 
without a second venipuncture. During in- 
duction the patient is required to breathe 
100% oxygen, and oxygenation is continued _ 
until normal spontaneous respiration is rees- 
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tablished. The effect of succinyl choline di- 
chloride is almost immediate and full effect 
can be estimated by slight muscular twitch- 
ings within a few seconds after injection. 
This is followed by complete relaxation and 
respiratory paralysis. Electric treatment is 
then given. Respiratory paralysis is so com- 
plete that laryngeal spasm apparently cannot 
develop as it ocasionally does in patients who 
have been given curare. In this totally relaxed 
state, thorough oxygenation can be main- 
tained by artificial respiration. This is accom- 
plished with standard anesthesia mask-bag 


B. F. MOSS, JR., C. H, THIGPEN AND W. P. ROBINSON 


doses of curare can be obtained with a rela- 
tively small dose of succinyl choline. 

We believe this method of producing tem- 
porary motor paralysis is, in experienced 
hands, a remarkably safe and useful proce- 
dure. It should, however, be emphasized that 
real dangers might arise from any, break- 
down in the apparatus by which positive- 
pressure respiration with 100% oxygen is 
maintained. Before beginning the use of suc- 
cinyl choline physicians in our department 
received training in the department of anes- 
thesiology.* We believe it is advisable for 


TABLE 1 
DIAGNOSES OF 41 cases Given ECT; Wirm INDICATIONS FOR USE OF SucciINyL CHOLINE 
Collec- 
tive No, 
No. of 

of treat- 

Indication for succinyl choline Diagnosis cases ments, 
Osteomyelitis, both legs. Paranoid schizophrenia .........+sseeeeeee 2 16 
Osteoporosis s...» +. Paranoid schizophrenia .. OR 7 
Coronary disease, old myocardial infarction. ... Paranoid schizophrenia . nd 10 
Laminectomy with spinal fusion. .. Paranoid schizophrenia . iad, Io 
Laminectomy with spinal fusion. .. Paranoid state .... vt 14 
Recent myocardial infarction .. Paranoid psychosis, involutional HE I0 
Poor risks, due to age and general condition. .. Involutional melancholia ....... .6 39 
Humerus fractured by previous ECT.......... Involutional melancholia ... ar 9 
Arteriosclerotic cardiovascular disease. .-Inyolutional melancholia ... ERA 20 
ASCVD with sinus tachycardia............0++ Involutional melancholia .......++seesseeee I 12 

Previous compression fracture of dorsal spine \ 

from ECT ...... . . Depressive reactions ... 2 8 
Very muscular males. .. Depressive reactions .. 6 47 
Auricular fibrillation ..........c0eee0e0e .. Depressive reactions .. B 25 
Previous fracture of clavicle due to ECT .. Depressive reaction ... arnt 8 
Poor risks due to herniated disc..........+ .. Depressive reactions .. Shs} 26 
Poor risk due to age and general condition... Depressive reaction ... want 8 
Rheumatic heart disease with mitral stenosis. ... Depressive reactions ... gna 18 
Osteomyelitis of legs........seeeeseeeres Depressive reactions ...... isi a3 24 
Poor risk due to age and general condition... Psychosis with cerebral arteriosclerosis..... I 4 
Total ic eee o ehevseccevieectes 41 315 


combination by positive pressure on the bag. 

his period of respiratory paralysis usually 
lasts about 3 minutes, rarely up to 5 minutes. 
In our experience no antidote has been neces- 
Sary or even particularly desirable. Prostig- 
Mine enhances and prolongs the activity of 
this drug. It is therefore contraindicated, 

tocaine also is contraindicated for the same 
reason. Smaller doses of succinyl choline 
dichloride may be used when only partial 
relaxation without complete respiratory pa- 
Talysis is necessary, thereby shortening the 
Period necessary for artificial respiration. A 
degree of relaxation approximately equal to 
that afforded by the largest recommended 


all who use this valuable drug to work first 
with someone who has had long experience 
in dealing with respiratory complications and 
meeting all emergencies that might arise. 

In treating patients we do not routinely 
attempt to paralyze them completely. A dose 
of 20 mg. usually produces a degree of pa- 
ralysis affording adequate protection against 
fractures. Complete paralysis is desirable in 
chronic osteomyelitis, recent fractures or 
similar bony weaknesses, and, as we have 
mentioned, in severe cardiac patients. 

2We are grateful to Drs, P. P. Volpitto an 
David Davis for their kindness and cooperation i 
this work. 
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Our experience confirms the report of 
Holmberg and Thesleff(18) on succinyl cho- 
line iodide that succinyl choline offers a 
method of continuing treatment.of patients 
with fractures, and a method to avoid frac- 
tures in susceptible cases. This method, as 
has been pointed out, is also valuable for pa- 
tients with severe coronary disease and other 
cardiac disease for whom convulsive therapy 
was previously contraindicated because the 
violent muscular activity led to suboxygena- 
tion. Our experience convinces us that this 
drug enables one to treat cardiac patients 
without subjecting them to more stress than 
would occur ina person walking slowly across 
a room, 

Holmberg and Thesleff reported that some 
of their patients treated with succinyl cho- 
line iodide had mild complaints of aching in 
the calf muscles and in the jaw(18). We have 
not noticed any of these minor reactions in 
our series. Otherwise, our observations with 
succinyl choline dichloride differ in no way 
from their report. 


CONCLUSIONS 


Succinyl choline dichloride i.v. is a useful 
drug to produce muscular relaxation in pa- 
tients receiving ECT who would otherwise 
be poor risks because of susceptibility to 
fractures and pre-existing fractures. It has 
also proved of value in treating severely dis- 
abled cardiac patients for whom even slight 
exertion may be dangerous. This drug is 
potent and effective, but ultra-short-acting, 
seldom lasting more than 5 minutes. Arti- 
ficial. respiration is easily and adequately per- 
formed by standard routine methods. Oxy- 
genation can be maintained at levels superior 
to that of bed rest. No untoward effects have 


yet been observed in over 300 electric treat- 
ments, 
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THE TREATMENT OF TUBERCULOUS PATIENTS WITH 
ELECTROSHOCK THERAPY +? 
J. H. McCLELLAN, M.D., ann ABRAHAM SCHWARTZ, M.D. 
Los ANGELEs, CALIF. 


For several years, we have employed elec- 
-troshock therapy on the tuberculosis-neuro- 
psychiatric service of this hospital in the 
treatment of patients suffering from tubercu- 
losis who, in addition, have mental illnesses 
requiring treatment on a closed ward of a 
psychiatric hospital. This service was desig- 
nated by the Veterans Administration in 
December 1949 for veterans of the West 
Coast area, a psychiatric consultant having 
been appointed to the tuberculosis service in 
order to achieve better integration between 
the psychiatric and tuberculosis treatment 
of patients. 

From experience, we consider electroshock 

therapy a safe procedure for patients suffer- 
ing from tuberculosis, even in advanced 
stages, There has been considerable contro- 
versy concerning its use in the treatment of 
patients with tuberculosis, even when the 
disease is in a latent stage. The essential 
facts of the controversy were outlined and 
discussed by Dr. Close(1). 
_ Since 1949, we have treated 23 patients 
in various stages of tuberculosis (mostly far 
advanced), and the improvement in their psy- 
chiatric symptoms has been generally grati- 
fying. There have been no deleterious effects 
insofar as the tuberculosis was concerned, 
even after administration, in some instances, 
of prolonged shock therapy ; on the contrary, 
there has been universal improvement in the 
= 

1 This article was the winner of the Trudeau 
Award for 1952. This Award is presented annually 
by the California Trudeau Society, which is the 
medical section of the California Tuberculosis and 
Health Association. The parent organization, the 
Trudeau Society, was founded in 1916 at Saranac 
Lake, N.Y., and was named in honor of Dr. Edward 
L. Trudeau, who had established at that place the 
first sanitarium of its kind in the United States—Ep. 

? From the Neuropsychiatric Hospital, VA Center, 
Los Angeles. 

Reviewed by the Veterans Administration, and 
Published with the approval of the Chief Medical 
Director. The statements and conclusions of the 
authors are the result of their own study, and do 
Not necessarily reflect the opinion or policy of the 

eterans Administration. i 


pulmonary tuberculosis, with the exception 
of one patient. This man had had pulmonary 
tuberculosis for many years, with reactiva- 
tion every 3 to 4 years over this period ; and 
several months following the completion of 
electroshock therapy, he again had a slight 
spread of the tuberculosis, However, he 
maintained his improved mental condition 
sufficiently to be transferred to a hospital 
for the treatment of tuberculosis only, where 
his chest condition again progressed favor- 
ably. Judging from letters received from 
this patient, his mental condition remains 
satisfactory. 

Table 1 shows an over-all picture of the 
treatment given, and representative cases are 
as follows: 


RWC, 24, had had tuberculosis for several years, 
and was admitted here by, transfer from a tubercu- 
losis hospital where he had had a thoracoplasty. 
Four days postoperatively, he became confused, 
noisy, violent, used profane and obscene language, 
had visual and auditory hallucinations, and made 
many attempts to commit suicide, He remained in 
this condition after admission to this hospital; , 
later, he refused to eat because he imagined his food 
was poisoned. He required tube-feeding for a short 
period. He had many peculiar delusions and would 
struggle violently, perspiring profusely, even when © 
in restraint. He wanted to get to the window, and 
when taken there, he would yell: “There they are! 
There they are! They're after my wife and they 
are going to kill her!”; a short time later, he would 
be lying exhausted, saying, “They did it, they killed 
her; they brought her body in here and cut it up 
and put it on my tray.” His delusions were ex- 
tremely vivid and real to him, causing him to strug- 
gle so violently that he exhausted himself. In view 
of the fact that he had active tuberculosis and had 
just undergone operation, there was the likelihood 
of spread of the infection, as well as the possibility 
of doing harm to the operative wound. Every effort 
was made to control him before electroshock was 
considered. This was one of the first cases in this 
hospital in which ECT was used for a tuberculous 
patient. It was a subject of much debate by the 
medical staff, who were reluctant to use ECT, 
despite the fact that the patient’s physical condition 
could not be treated because of his mental condition, 
and was actually becoming worse. On December 27 
ECT was started, and after 5 or 6 treatments (given 
3 times a week), patient showed great improvement. 
He was calmer and more cooperative; he began to 
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AMERICAN JOURNAL OF PSYCHIATRY, Vol. 109, No. 12. PLATE 8 


Case No. 1 (JW)—A: Roentgenogram October Case No. 1 (JW)—B: Roentgenogram July 19, 
11, 1949, shows infiltration throughout all lobes of 
both lungs. 


1950, shows considerable clearing of the bilateral 
tuberculous lesions. 


Case No. 2 (OA)—A: Roentgenogram May 2, Case No. 2 (OA)—B; Roentgenogram October 
1950, shows far-advanced tuberculosis with cavita- 8, 1951, shows considerable clearing of tuberculous 
tion in right upper lobe. lesions; no definite evidence of cavitation. 


AMERICAN JOURNAL OF PSYCHIATRY, Vol. 109, No. 12. PLATE 9 


Case No. 3 (LO)—A: Roentgenogram Septem- Case No. 3 (LO)—B; Roentgenogram August 
ber 22, 1947, shows widely disseminated bilateral 13, 1951, shows clearing with only bilateral linear 
disease, $ 


opacities remaining. 


Case No. 4 (SK)—A: Roentgenogram December Case No. 
21, 1948, shows extensive tuberculous involvement in 


the right lung. 


4 (SK)—B: Roentgenogram July a 
1950, shows marked clearing of the right lung, with 
only fibrosis remaining. 


1953] is 
eat and to gain weight, and it was no longer neces- 
sary to keep him in restraint. No abnormal thought 
content was apparent for about a month, during 
which time the dosage was reduced to once a week. 
However, it soon became obvious that this dosage 
was not sufficient to maintain the mental improve- 
ment, and the dosage was increased to twice a week, 
then to 3 times a week until he again improved. It 


ù was then reduced to twice a week and then to once a 


week as he reached a stationary level so far as his 
uiental status was concerned. He still had delusions, 
but they did not cause the severity of reaction that 
they had in the beginning. He was no longer a 
feeding problem, and was fairly cooperative in the 
treatment of his pulmonary condition. The tubercu- 
losis became quiescent, His mental status was con- 
sidered sufficiently improved, after 60 electroshock 
treatments, to warrant his transfer to a neuropsy- 
chiatric-tuberculosis hospital nearer his home. 


Comment.—The treatment of this patient 
was in line with our plan to use the clinical 
response of the patient as criterion for the 
amount and frequency of treatment. The 
most overt clinical symptoms are used as 
criteria. The schedule must be sufficiently 
flexible to allow for change of plan as to 
amount of dosage and for discontinuance of 
treatment entirely if it does not seem neces- 
sary to give it any longer. The tuberculous 
status is also rechecked frequently. 


ED, 56, when admitted on 6/3/49, was confused 
and disoriented. His mental condition became pro- 
gressively worse. He was given to great violence. 
He was very noisy, and his language was abusive 
and obscene. He spat on personnel, kicked trays 
out of their hands, etc. On 10/27/50, the following 
hote was made: 


“The patient is almost continuously restless and 
hyperactive, creating a considerable problem in 
the treatment of his tuberculosis and in ward 
management in general, as he is a source of con- 
tinuous disturbance to the other patients. He 
tends to assault others and is definitely suicidal, 
and has been so for some months. He will ex- 
claim, ‘Give me a gun so I can shoot myself,’ and 
frequently begs other patients to kill him; he gives 
marked evidence of delusions of persecution. He 
is almost constantly belligerent and makes con- 
stant demands on ward personnel, but is never 
satisfied with the attempts made to satisfy his 
demands. It is almost impossible to keep him in 
bed unless restraints are used, and he requires 
constant strict supervision. All sedatives tried 
have only a transient effect. Because of his chron- 
ically disturbed mental condition, he is unable to 
Cooperate in attempts to treat his tuberculosis. 

s constant attempts have been made over a 
Period of months to alleviate the symptoms out- 
lined above, without any significant change, it 1s 
recommended that ECT be instituted in the hope 
of improving his mental condition; otherwise he 
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is liable to become worse. The evaluation of the 

/ situation has been under consideration for some 
months, and it appears that the calculated risk of 
exposing him to electroconyulsive therapy is indi- 
cated if he is to be helped.” 


-A diagnosis of schizophrenic reaction, paranoid 
type, chronic, severe, manifested by delusions of 
reference and persecution, with marked homicidal 
and suicidal tendencies, unimproved, was made. 
This patient had some pustular drainage from the 
upper third of the sternum; this had been previously 
diagnosed as possible osteomyelitis, After treat- 
ment with streptomycin, the drainage ceased. Elec- 
troshock therapy was started on November 15, 1950. 
Atropine sulphate (grains 1/100) and syncurine 
(14 mgm I.V.) were given prior to shock treat- 
ment, syncurine being used as an added precaution 
because of its curare-like effect, in order to soften 
the convulsions. ECT was repeated on 11/16-17-20- 
22-24-27, and on 11/27 it was noted: “Patient is 
how quiet and does not require restraint. He is 
going to the ward dining-room for his meals; he 
is very polite, and states, ‘I do not use profane 
language in the presence of women? ” He continued 
to make gradual progress until the completion of 
shock on 5/4/51 (49 treatments), and the improve- 
ment in his mental condition has been maintained. 
He is now occasionally disoriented as to his sur- 
roundings, for place and time, but is oriented for 
persons ; he sometimes becomes irritated with ward 
procedures, but he is very neat and tidy, cooperates - 
well in his treatment, and there are no clinical delu- 
sional trends. Because of the severity of this pa- 
tient’s mental condition, ECT was given at more 
frequent intervals than is usual, but in spite of the 
frequency and the lack of the usual rest period for 
recheck of patient's physical condition, the tubercu- 
losis, far from being aggravated, has shown actual 
improvement, 

IM, 24, was admitted to this hospital in restraints, 
as it was impossible to transport him otherwise 
because of his uncontrollable hyperactivity. He 
spat at everyone indiscriminately, and was noisy and 
highly belligerent. His language was abusive, pro- 
fane, and obscene. He was disoriented in all spheres, 
From his behavior, there were indications that he 
was responding to auditory and visual hallucina- 
tions. His thought content was replete with reli- 
gious delusional material, and he had delusions of 
persecution, exclaiming, “God, don’t let them kill 
me; save my father.” This acute psychotic episode 
had occurred shortly before his admission here, 
while he was on pass from. a tuberculosis hospital 
in the vicinity. A diagnosis was made: schizo- 
phrenic reaction, acute, severe, paranoid type, It 
was considered imperative to ameliorate the psy- 
chotic symptoms; during this acute phase, it was 
impossible to examine him adequately physically. 
He had been transferred here with a diagnosis of 
pulmonary tuberculosis, reinfection type, minimal, 
left, apparently arrested, but activity could not be 
determined because of his mental condition. ECT 
was begun on the 13th day after his admission. 
Because of the severity of his mental symptoms, it 
was considered necessary that he have daily treat- 
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ments until the symptoms subsided, Three days 
later, he was in good contact with his environment, 
was oriented in all spheres and able to cooperate 
to some extent in his therapeutic management. Ap- 
proximately 2 weeks after treatment was begun, 
and after his tuberculous status had been proved to 
be minimal and inactive, he was ready for transfer 
to another ward, where ECT was continued for a 
short time. He was then transferred to an open 


“ward where he had the privileges of the hospital 


grounds and more association with other people, He 
adjusted well in this situation, and after a total of 
15 treatments he was able to leave the hospital, hav- 
ing completely recovered from his psychotic episode, 
and with no reactivation of the tuberculosis by the 
use of electroshock therapy. When last heard from, 
he was pursuing studies in a school for social service 
workers, 

SK, 33, was admitted from a state hospital; on 
admission, he was acutely depressed, suicidal, re- 
fused to eat, was violent at times, and required re- 
straint because of his violent behavior and his sui- 
cidal threats. He had to be tube-fed for prolonged 
periods. He was profoundly depressed, but because 
of his having active tuberculosis with considerable 
pulmonary involvement the staff was extremely 
hesitant about using electroshock therapy. As he 
remained depressed, still refused to eat, and was 
unmanageable insofar as treatment of his pulmonary 
condition was concerned, ECT was decided upon, as 
there seemed to be no satisfactory alternative treat- 
ment. ECT was started on 12/6/49 and was given 
3 times a week. The frequency was gradually re- 
duced to a point where it was found possible to 
maintain the patient at the optimum level he had 
reached; this was found to be one treatment a 
month, and was continued until he was transferred 
to a neuropsychiatric hospital nearer his relatives. 
At the time of transfers his tuberculosis had im- 
Proved to the extent that he was considered an 
arrested case. There had been considerable clearing 
of the tuberculous lesions, as shown by X-ray, and 
his sputum had been negative for tubercle bacilli for 
Over one year. He was afebrile and had no symp- 
toms referrable to his chest condition. He was kept 
on the maintenance dosage of ECT (one treatment 
a month), although the danger of reactivating the 
tubercillosis was recognized, because of the fact that 
his depressive trends would become worse without 
it, and he would begin to refuse food and become 
‘less cooperative in the general treatment program. 
The length of his Stay here, and the delay in his 
transfer to another hospital, were due entirely to 
administrative difficulties. He was hospitalized here 
from December 16, 1948 to March 25, 1951, and 
received a total of 86 electroshock treatments (see 
X-rays, Case No. 4). 

JA, 57, was uncooperative, euphoric, and con- 
fused when admitted by transfer from another hos- 
pital; he had auditory hallucinations and vague de- 
lusions of persecution. He was acutely disturbed 
emotionally, and completely disoriented. He was 
highly antagonistic, belligerent, and suspicious. In 
March 1951, a diagnosis of schizophrenic reaction, 
paranoid type, was made, and he was considered 


for electroshock therapy. Between June 1950 and 
March 1951, he had been given considerable treat- 
ment for his pulmonary tuberculosis, which was ex- 
tensive. At first, it was believed that because of 
patient’s age, the duration of his mental illness, and 
the severity of his tuberculosis, ECT was contra- ” 
indicated ; however, because of the mental symptoms, 
which were preventing adequate treatment of the= 
tuberculosis, it was decided to try it. The treatment 
achieved remarkable improvement in his mental con- 
dition in a very short time, and this improvement 
continued and has been maintained to date, There 
is some impairment in memory for recent events, 
but otherwise he is within normal limits mentally, 
He received bed rest, a course of streptomycin, and 
pneumoperitoneum for the chest condition, before 
and during electroshock therapy. The tuberculosis is 
inactive at the present time, and he is ready to be 
transferred from the tuberculosis service to another 
ward. He has had 37 electroshock treatments and is 
still receiving a treatment every 2 weeks, but it is 
planned to discontinue this soon. It is probable that 
he will be ready for discharge then, 

JW, 36, was admitted by transfer from a private 
tuberculosis hospital because he had attempted sui- 
cide by slashing his wrists with a razor blade, On 
admission, he was very depressed and watched for 
every opportunity to harm himself. When the physi- 
cian talked to him about treatment for his pulmonary 
tuberculosis, the patient stated that he had had it 
for more than 5 years, that most of this time had 
been spent in hospitals, but that the tuberculosis had 
gradually become worse. Chest X-rays showed far 
advanced pulmonary tuberculosis involving all lobes 
of both lungs, with cavitation, and all sputum tests 
were positive for tubercle bacilli. Patient had had 
bilateral pneumothorax. He continued to be severely 
depressed, with suicidal tendencies; this depression 
was attributed, in part, to domestic difficulties and, 
in part, to the fact that treatment had not improved 
his chest condition. He was placed on a strict b 
rest regime, which he accepted. He had one course 
of streptomycin (1 gram daily, for a period of 120 
days). Sputum test was negative on 10/29/49, an 
all sputa tests remained negative thereafter. There 
was a gradual clearing of the tubercular lesions, as 
shown by X-ray (see plates, Case No. 1), but in spite 
of this improvement in his chest condition, patient s 
depression and suicidal trends continued until EC 
was started on December 9, 1949. After a series of 
20 treatments, he resumed a normal outlook on life; 
no longer did he entertain suicidal ideas, and he was 
very cheerful, especially about the remarkable im- 
Provement in his tuberculosis. This improvement 
in the tuberculosis continued throughout shock ther- 
apy. Eventually, his domestic difficulties were 
cleared up and he returned to his home. He was 
discharged as an arrested case of tuberculosis. 


Comment.—From our clinical experience 
with patients suffering from severe men 
illness, aggravating and aggravated by ad- 
vanced stages of pulmonary tuberculosis, we 
have no doubt about the value of electroshock 
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therapy, and its safety, in the treatment of 
such patients. Our results indicate that, when 
patients are so psychotic that they cannot 


| cooperate in treatment for their tuberculosis, 


electroshock therapy may improve their men- 
tal status to the extent that they will accept 


| freatment. We think some of these patients 


might have been successful in their suicidal 
attempts, or have died as a result of the 
tuberculosis, had it not been for the use of 
electroshock therapy. Moreover, there ap- 
pears to be a uniformly specific improvement 
in the pulmonary tuberculosis following 
ECT, regardless of the stage of advancement 
when the treatment is started. This may be 


- a secondary effect of electroshock therapy. 


It is conjectured that electrotherapy, by 
hypothalamic stimulation, may alter cortical 
activity in such a way as to mobilize bodily 
defenses against various invading organ- 
isms (2). 

Some sanitariums allow patients to have 
passes for home visits. Activities remain un- 
controlled during the entire period they are 
away from the hospital. We believe this may 
be more detrimental to their illness than the 
alleged dangers of electroshock. Our service 
has been visited by psychiatrists and tubercu- 
losis specialists, who wanted to evaluate our 
results, They have expressed surprise at the 
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favorable results obtained with the treat- 
ment we have outlined. Our psychiatrists 
have found it hard to overcome their reluc- 
tance to use electroshock therapy in the treat- 
ment of tuberculous-psychiatric patients, but 
they now believe that its value and safety 
have been demonstrated successfully. One 
of the authors, as chief of the tuberculosis 
service at this hospital, was extremely hesi- 
tant to use this treatment ; he now decidedly 
advocates its use. 

All the objections to the use of electro- 
shock treatment for tuberculous patients that 
Dr. Close quotes in his article(1) were con- 
sidered and discussed by the staff here prior 
to starting treatment. Some of our staff had 
similar objections, but they have not been 
substantiated by our observations, which have 
convinced us of the value of electroshock 
therapy in the treatment of tuberculous pa- 
tients. 
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THE HUMAN LIFE CYCLE AND ITS INTERRUPTIONS 
A PSYCHOLOGIC HYPOTHESIS 


Srupies IN Gerontotocic Human RELATIONS I? 


MAURICE E. LINDEN, M.D.,? Norristown, PA., 
AND 
DOUGLAS COURTNEY, Ep. D.,3 PHILADELPHIA, Pa. 


A review of the literature will lead the 
student of later maturity to discover 2 gen- 
eral tendencies, one of method, the other of 
attitude: (1) an effort to understand the 
whole of man through isolated criteria and 
(2) a tendency to regard adulthood as a 
more or less continuous state of maturity ter- 
minated by progressive decline and death. 

- An individual at any time in his life is the 

. aggregate and interaction of many functions, 
some in development, some at peak, and some 
in decline, Any approach toward compre- 
hending the nature of man that uses for 

` measurement a single function, or even a 
group of functions, such as sensory acuity, 
motor response, intelligence, vocabulary, etc., 
succeeds in describing merely a dissected part 
of a totality. A society such as ours, which 
appears to place a heavy emphasis on the at- 
tributes of youthfulness, physical agility, and 
the behavioral constellation surrounding re- 
production, makes the same error on a cul- 
tural scale that the researcher makes on a 
laboratory scale, ie., it fails to integrate 
enough human variables into a realistic life 
scheme, and views human growth with lop- 
sided values, so that adult life is popularly 
regarded as the simple achievement of an 

` ambiguous maturity followed by a general 
decline, 

Shakespeare’s cynical 7 ages of man (Table 
1) parallel fairly closely the popular notion. 
The contributions of Tecent investigators, 


1 Read at the fifth annual meeting of the Geron- 
tological Society, Inc., September 6, 1952, Wash- 
ington, D, C. 

The authors wish to express their gratitude and 
indebtedness to Arthur P. Noyes, M. D., and 
Lawrence C. Kolb, M. D., Superintendent and 
former Assistant Superintendent, respectively, of 
Norristown State Hospital, for their help and valu- 
able criticism in the preparation and development of 
the hypothesis. 

2 Norristown State Hospital, 

3 Institute for Research in Human Relations. 
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notably summed up by such authors as Gum- 
pert(1), Stieglitz(2), and Erikson(3), who 
find evidence for further personality growth 
in later adulthood, have not yet received suf- 
ficient attention. 

This paper is an introductory effort to or- 
ganize some observations and tentative con- 
clusions made on the basis of psychiatric 
clinical experience with several hundred 
older patients of many diagnostic categories 
in and out of a mental hospital, and to de- 
velop methods and some criteria for testing 
the hypothesis that has evolved and is to be 
described. 


BACKGROUND FOR A THEORY 


A point of view regarding stages of matu- 
ration requires an analysis and resynthesis of 
the factors playing a part in personality or- 
ganization. For simplicity these may be sepa- 
rated into 3 general groups: biologic, phy- 
siologic, and psychosocial. Focusing atten- 
tion on one area yields unilateral conclusions. 

Biologists have long considered the adult 
stage of all living organisms as the period of 
procreation and parenthood. Since the pri- 
mary function of all living things will have 
been achieved by reproduction and subse- 
quent life for the adult will be an anticli- 
mactic outliving of usefulness, it follows that 
after rearing of the young the most logical 
sequential step must be termination of indi- 
vidual existence. 

The physiologic investigators with an ap- 
parent biologic orientation seem to have been 
bent on finding means for sustaining juvenes- 
cence, keeping alive sexual-reproductive in- 
terest, and thus postponing individual ter- 
minus as they view it. 

Little place is found in a mobile and ag- 
gressive society, except fortuitously, for in- 
dividuals in the postreproductive phases of 
life. The popular and scientific concepts of 


| 
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climacterium and involution that relegate 
postclimacteric existence to an ignominious 
level in the pattern of civilization have been 
stultifying and restrictive. The absence of 
an adequate conceptual scheme, meager in- 
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‘The biologic dogma is applicable, prob- 
ably, to most other forms of life in the animal 
kingdom, but seems singularly untrue in the 
human animal: An innate endowment for 
social organization in animals is very likely 


TABLE 1 
Sraces or MATURATION * 


Shakespeare Erikson Present Hypothesis 
(“As You Like It”) (“Childhood and Society”) 
“At first the infant mewling and Oral Trust vs. ; 
puking in the nurse’s arms.” Sensory mistrust Tnstinctual, supremacy 
Muscular Autonomy vs. $ E 
E shame, doubt Education of the instincts 
T| Locomotor Initiative vs. 
? Genital guilt 
“And then the whining schoolboy, Latency Industry vs. 3 ? [s 
with his satchel and shining morning inferiority Social learning io 
face, creeping like snail, unwillingly A 
to school.” 8 
? Puberty Intimacy vs. | Instinctual supremacy g 
"And then the lover sighing like | 20d role diffusion ("Pairing 
furnace, with a woeful ballad made adolescence 
to his mistress’ eyebrow.” nsss 
“Then a soldier, full of strange oaths | Young Intimacy vs. i ti 
and bearded like the pard, jealous in adulthood isolation Mating and reproduction 
honour, sudden and quick in quarrel, 
seeking the bubble reputation even in i 
the cannon’s mouth.” 
Adulthood Generativity | Family creative 
ys. stagnation | Social creative As 
? Maturity Integrity vs. Instinctual supremacy 
“And then the justice in fair round | _ disgust, (involution) 
belly with good capon lined, with eyes despair State creative g 
severe and beard of formal cut, full 8 
of wise saws and modern instances.” Moral and ethical reaffirmative 
Retrospective evaluative 
ert aa) 
The sixth age shifts into the lean 


and slipper’d pantaloon, with spec- 
tacle on nose and pouch on side. His 
youthful hose, well saved, a world too 
wide for his shrunk shank; and his 
big manly voice, turning again to- 
ward childish treble, pipes and whis- 
tles in his sound.” 


a 
Last scene of all, that ends this 
Strange eventful history, is second 
childishness and mere oblivion, sans 
teeth, sans eyes, sans taste, sans 
everything,” 


* Comparing and contrasting 


formation, and perhaps a lack of interest and 
attention have hampered a changing view. 

The authors are of the conviction that the 
human life span is in fact a predetermined, 
inexorable cycle in which genetic and in- 
Stinctual endowments are the motivators: 
The beginning and end points of this cycle 
are not birth and involution but conception 
and death. 


r3 a ith 5 
Shakespeare’s poetic, sardonicism wit 
Popular bard’s opinion, probably reflecting cultural attitudes, 


Social unlearning 
(Senile latency ) 


De-education of instincts 


Ays 


Instinct supremacy 


iatric and sociologic poe of view. The 
values and disdain for later maturity. 


shows heavy 


the genetic conveyance of the results of eons 
of trial-and-error adaptation, but from gen- 
eration to generation their societies are rela- 
tively immutable, While animals do appear to 
have societal organization and do appear to 
have cultures, it is in the transmission of these 
cultures that a difference is perceived between 
man and animal. Some ancient prompting 
deep in the genetic development of the animal 


= 


guides his activities, whereas the human cul- 
ture is transmitted postnatally quite specifi- 
cally to each individual and by elders as a 
tule. The human culture is so complex that 
the transmission process requires extensive 
recording systems with the attendant com- 
plexities necessary to maintain the communi- 
cation network. On this basic difference be- 
tween animal and human societies depends 
much of the relative difference in the func- 
tion of the aging human being and the aging 
animal. The aging human individual is just 


_ beginning some of his most important func- 


tions when parenthood ceases, 


STRUCTURE OF A HOLISTIC CONCEPTUAL 
FRAMEWORK 


The approach of no single scientific disci- 
pline is sufficient to account for the behavior 
of the complete organism. Every step in be- 
havioral progression is dependent on biologic 
diatheses, physiologic preparation, psycho- 
logic integration, and social demands, Man 
in action is the composite of these basic 
factors and his behavior is their expression. 
A study of observable behavior ought to dis- 
close the functions of a total organization at 
any stage in progression. 

It may well be that the additional function 
of the adult of preserving culture, of main- 
taining the annals of history, of keeping alive 
human judgment, of maintaining human 
skills, of preserving and skillfully contriving 
the instruments of civilization, and of con- 
veying all this to oncoming generations, is 
the postreproductive work of the human or- 
ganism and that this realistic and valuable 

uality of the human mind is uncovered or 
manifested in the senescent individual. 

The authors are not unaware of the nu- 
merous arguments that are stimulated by a 
hypothesis of this type. It may be pointed out 
that the function of cultural maintenance is 
not unknown to the earlier stages of human 
development, and that Procreativity does not 
preclude socially oriented thought and cul- 
tural precept. Obviously, these and related 
arguments must be accepted, but they do not 
refute the hypothesis, Personality develop- 
ment is a continuum. Factors present in frac- 
tional quantities in early periods of growth 
become preponderances in later stages, while 

the reverse is also true. 


THE HUMAN LIFE CYCLE AND ITS INTERRUPTIONS 


The initial observation giving rise to this 
theoretic formulation is that there appears to 


exist the same kind of conflict in the shift at 


middle life that exists during the adolescent 
shift. Traditionally, the youth at adolescence 
is rebellious. Under the pressures of pubertal 
change he seeks independence, self-expres- 
sion, and freedom of action. The pronounce- 
ments of his elders, usually parents, are re- 
jected out of hand as outworn solutions not 
applicable to himself. 

We see a striking recurrence of this inter- 
necine strife at middle life. For convenience 
let us divide the life cycle into halves and let 
us name the young side of the middle of life 
as evolescence,* with the older side senes- 
cence. We may now speak of the “E’s” and 
the “S’s”. We can perceive the rebellion of 
the E’s against the S’s. Some of this rebel- 
lion is the frustration that comes in recogniz- 
ing the older wisdom, a recognition of the ir- 
reality of one’s own wishes. Some of it comes 
from within. The individual perceives his 
own metamorphosis from an E to an S) He 
fights the change because our society has 
placed all its values in evolescence and has 
not voiced or even recognized the more subtle 
inherent values in senescence. 

The S counter-rebellion is a continuous re- 
statement of old ideals, a tenacious attach- 
ment to the established and proven solutions, 
a reluctance to countenance social revolution, 
and an increasing awareness of the value of 
the past as a predictor of the future and an 
instrument of judgment, 

The S segment of life, rather than being a 
merely tolerated period before the organ- 
ism’s demise, is very likely a socially neces- 
sary phase following the mid-area in the 


human life cycle and continuing until the in- 


dividual ceases to exist or until destructive 
Processes supervene. It is probable that the 
psychophysiologic events that characterize 
involution are less significant as the termina- 
tion of the reproductive function and are 
more important as preparation of the indi- 
vidual for subsequent social functioning. , 

Personality may be regarded as a series of 
peak achievements, and for every faculty 
that passes its prime a further developing 


4 Derived from Latin, ex volvere, meaning to 
unroll, to roll out, and Latin, alescere, meaning 
to grow. 
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faculty becomes dominant that has yet to 
reach its level of highest integration. Thus 
the conclusion is reached that adult life is 
not one continuous plateau of maturation, 


Stages of Maturity 
Retrospective-Evaluative 


° 
 Moral-Ethical Re-affirmative — 


State Creative 


Involution-Instinct Supremacy 


Social Creative 


Family Creative 


Mating-Reproductive 


Pairing 
Puberty = Instinct Supremacy 


Social Learning 


VOLESCENCEW_______, ess SENESCE 


Education of the Instincts 


InfanteInstinct Supremacy 


Theoretic Increments of 
Fic. 1:—The development © 


but is a series of merging stages, regarded 
or convenience as early, middle, and late and 
their subdivisions (Fig. 1). For the sake of 

arity a definition of maturity is necessary 
at this juncture. 


Psycho-Social Orientation 
£ social vision in the human life cycle. 


THE MATURITY CONCEPT 
The comprehension of maturity as a level 

of psychologic development is too involved 

an area of study for a brief account. How- 
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ever, a thread of consistency is found to run 
through all efforts to understand it. The 
common denominator of varying points of 
view regarding maturity is integrated en- 
vironmental orientation. } 


gio 


THE HUMAN LIFE CYCLE AND ITS INTERRUPTIONS 


` The freshly conceived organism lacks ma- 
turity, but it does possess unbridled forces in 
its infantile state. What is to become of 
these forces, or how they are to be expressed 
as the organism goes forward is determined 
in large part by counterforces that derive 
both from an internal environment, the 
psyche, and an external environment, reality. 
_ Counterforces are obstacles. The presenta- 

tion of an obstacle yields conflict. Solution of 
conflict is experience. The integration of 
experience is organization. The most efficient 
organization is maturity. Maturity, therefore, 
is the achievement of efficiently organized 
psychic growth predicated upon the integra- 
tion of experiences of solving environmen- 
tally stimulated conflicts. 

Most of the demands upon forces within 
the individual are made by the external en- 
vironment. (This can still be regarded ‘as 
true when the external environment is inter- 
nalized.) Since the most potent environment 
is the society in which he lives, it is seen that 
an individual’s conflicts are in the main so- 
cially incurred. Thus, a concept of maturity 
requires the realization of a psychosocial or- 
ganization, or what may be termed cultural 
direction. This means that the individual is 
understood largely through his ways of relat- 
ing to and comparing with the group, its 
experiences, and its mores, 

The essential difference between evoles- 
cence and senescence is to be found in the 
cultural direction of conflict solution. The E 
portion of the life cycle begins as nearly com- 
plete dependence and is characterized by pro- 
gressive private rebellion against dependence. 
Dependence is mainly upon the S culture 
against which the E bid for independence is 
expressed as egocentric strivings for gratifi- 
cation of instinct-urges, or pleasure-seek- 
ing, regardless of its manifold disguises. 

It is axiomatic that the union of groups of 
no matter what dimensions depends upon the 
intensity of sharing of conflict solution by 
the participants. Since pleasure-seeking is 
private and selfish, it is probable that the E 
state of cultural direction is negative to some 
degree and tends toward group fragmenta- 
tion. This would eventuate in cultural disin- 
tegration were it not for the S culture with 
its public orientation, which tends to contain 


and to restrain individual instinct-pleasure 
seeking. 

The S viewpoint causes many E strivings 
to be regarded as dangerous, because if ful- 
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filled they threaten group integration. It is” 


therefore seen that the S attitude is simul- 
taneously directed toward protection of the 
E’s against social perils and toward the pres- 
ervation of a culture. 

The development of his civilization and the 
maintenance of its culture are probably man’s 
loftiest ideal. Such an ideal is of the widest 
possible social scope and requires for its 
realization the progressive renunciation of E 
egocentricity and the development of S pro- 
tectiveness and altruism. It is therefore hy- 
pothesized that the attainment in the indi- 
vidual of S functioning despite its many 
modalities represents the achievement of a 
broad cultural vista. Contrary to popular 
views holding that older people are more re- 
stricted in their psychic interests, this study 
suggests their general outlook is actually 
broader and less selfish than that of younger, 
or less mature, people. 


STAGES OF MATURATION 


The definition of psychic maturity given 
earlier suggests that the process of matura- 
tion may be measured as a resultant of 2 
vectors: selfish (instinct-gratifying) drives 
and culture-directed (protective and altruis- 
tic) drives obtaining at any point along the 
life course (Fig. 1). 

Infancy starts as a period of instinct-st- 
premacy and is followed by a series of rela- 
tionships between the infant-child and his en- 
vironment, producing experiences that have 
been called “the education of the instincts. 
The renunciation and alteration of instinc- 
tual drives lead to further social learning in 
the child as he attempts to achieve a progres- 
sive mastery over his own impulses and ort- 
ents his new-found ambitions toward ac- 
complishments in reality. This increase in 
cultural orientation that characterizes earliest 
adolescence is interrupted by bio-physiologic 
puberty. The psychologic effect of puberty 1 
a resurgence of temporarily concealed drives, 
a regression toward instinct-supremacy- The 
process of coping successfully with such in 
sistent energies leads to further personality 
Organization in adolescence with the emer- 
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gence first of self-identity and later rudimen- 
tary parental attitudes. This proceeds into 
pairing, a psychologic device that allows for 
the mutual working out of problems of iden- 
tification and develops attitudes relating to 
the smallest possible social unit—a group of 
2 people of opposite sexes. 

.The capacity for intimacy growing out of 
adolescent pairing and the idiocentric psy- 
chologic attitudes directed toward the ful- 
fillment of pleasure urges culminate in the 
mating and reproduction of early adulthood. 
A later phase of early adulthood is then char- 
acterized by the beginnings of larger group 
formations. This may be termed a family 
creative period. The psychosocial organi- 
zation at this level is relatively small, con- 

" stricted, and confined to the development of 
the home-family unit. 

Middle adulthood, or middle maturity, 
then appears as a stage of widening social in- 
terest in which the family-society becomes 
increasingly oriented within the framework 
of its responsibility toward a greater society. 
This may be termed a social creative period. 
It is during this period that the progeny are 
traver$ing earlier phases of evolescence and 
in which parental attention is directed to- 
ward assisting in the integration of offspring 
wishes with social requirements. Clinical ex- 
perience gives the impression that people at 
this phase of maturation are concerned with 
the social development of the family and the 
community collective of families. 

The involutional disturbance (cf. below 
“The Interruptions”) is self-limited and is 
followed by personality reintegration with 
the advent of the third or late phase of ma- 
turity. 

Later maturity appears to be roughly di- 
vided into 3 sequential segments. The pre- 
dominant mature point of view in the first 
segment may be regarded as a social-political 
one, or culture-organizational. By this time 
of maturity the progeny have reached an early 
adult phase and are themselves in a family 
creative period. A ruling and protective sov- 
ereignty befalls the mature adult at this level 
as he assumes the parental hierarchical lead- 
ership over his family of families. T hus, the 
scope of interest here becomes wider and is 
concerned with the creation, ordering, and 
maintenance of a larger society, ot what may 


be called the state. Thus, in a sense, the first 
segment of late adulthood may be called 
state creative. 

The second segment of late maturity is 
ushered in by a set of conditions requiring 
the establishment of social, moral, and ethical 
standards. It may be said that at this regula- 
tive level in the life cycle it is necessary for 
the establishment of pacific relationships 
among the oncoming generations that the pa- 
rental ruling body draw upon cumulative ex- 
perience to render decisions, assist in plan- 
ning, erect social guideposts, and to select 
subordinate leaders. The judgmental func- 
tions of the human mind may be found to be 
most highly developed during this period. 
Judgment is created out of actual and vicari- 
ous experience with conflict solutions and 
out of cultural learning. Since cultural stand- 
ards are established, archetypical, and have 
withstood the tests of historical application, 
the necessity for judgmental functioning pro- 
duces a kind of rediscovery of old values 
already found effective in cultural mainte- 
nance. For this reason, the second segment of 
late maturity may be called a moral and ethi- 
cal reaffirmative period. 

The integration of the mature personality 
at this level yields a profound concern for 
system, order, and meaning in human exist- 
ence and engenders an almost newly found 
kinship with past (parental) leaders and re- 
gard for the current standard-bearers of all 
the disciplines of culture (technologic, scien- 
tific, etc.). 

The need to correlate the present with the 
past to determine the true nature of accom- 
plishments, errors, and rediscoveries ushers 
in the last phase of late psychic maturity. 
The area of cultural vision at this level is at 
its broadest possible development (Fig. 2) 
embracing one nearly complete life cycle and 
its interrelatedness with a multitude of other 
life cycles throughout its span of existence. 
The individual at this level compares and 
contrasts his values with cultural values to 
which he has been longitudinally exposed, 
and through a process.of consciotis reasoning 
and intuition he evaluates meaning and pur- 
pose. Intuition is probably unconscious sta- 
tistical analysis of experience. Hence, this 
latest period becomes one of retrospective 
examination, and an increased interest in the 
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history of human development may be found 
at this level. 

It may be said that whereas the early evo- 
lescent views himself as a potential ambitious 
and dauntless master of a dimly conceived 
mankind, the late mature senescent, by con- 
trast, views himself with real humility as at 
. Most a contributor or at least a participant in 
the improvement of his society. 
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Fic. 2—Psychosocial orientation. This is a sche- 
matic representation of the breadth of Psychosocial 
vision along the course of the human life cycle. 
Places of narrowing area are periods of instinct 
supremacy associated with biophysiologic upheaval. 


_ THE INTERRUPTIONS 


Any period of physiologic upheaval, 
whether in the form of illness or a stage in 
growth, eventuates in a psychic disturbance, 
Emotional defenses elaborated by the indi- 
vidual to handle ordinary living events of the 
Preceding period are excessively taxed dur- 
ing such Stages of transition as puberty and 
involution., A variable amount of loss or 
diminution of defense-effectiveness occurs 
with a concomitant threatened break-through 
of hitherto submerged instinctual and infan- 
tile emotional patterns, The need to deal with 
this internal threatened weakening of psychic 
structure causes much available mental en- 
ergy to be concentrated toward an effort to 

create new bulwarks and repair old ones, 
Thus, external environmental interest js 
withdrawn and is internally directed as self- 


interest. As a consequence, Psychologie 
growth is held in abeyance either until the 
physiologic storm subsides or until better de- 
fenses regain dominance. 


A PLACE FOR SENILITY 


It is the common clinical experience with | 


late senescents to find evidence of a psycho- 
logic reactive state just prior to the onset of 
the senile condition. They speak readily of 
feelings of lowered self-esteem, a diminu- 
tion of self-confidence, and an increased sense 
of insecurity. Further investigation almost 
invariably reveals that they have suffered 
sociodynamic factors of rejection, exclusion, 
setting aside, isolation, and neglect. Clinical 
work with such people yields a high order of 
improvement on a complete program of en- 
vironmental manipulation, interested care, 
and psychotherapy, individual or group. 
Where the therapies are not applied or are 
unsuccessful, organic deterioration follows 
and proceeds to dementia and death. 

It is probable that the third interruption to 
psychic maturation postulated by many in- 
vestigators is a social illusion. The authors 
conclude that senility as an isolable state 1s 
largely a cultural artifact and that senile or- 
ganic deterioration may be consequent upon 
aititudinal alterations. 

The latter hypothesis is difficult to prove 
and lends itself to much argument. It is based 
upon the concept of psychosomatic unity 
and the realization that the loss or impair- 
ment of psychic defenses (resistances) is re- 
lated simultaneously to a similar impairment 
of physical resistances. An unbroken cycle 
ensues unless strong external forces are ap- 
plied to reinstate psychic structure. Success- 
ful therapeutic programs appear to impede 
the organic breakdown. 


CULTURE AND SENILITY 


A precise American cultural attitude to- 
ward the aged is not easily discerned. Our 
elders seem neither devotedly revered nor yet 
unceremoniously excluded. Perhaps our at- 
titude may be described as an amused toler- 
ance and a legally imposed but grudging ac- 
ceptance. 

A partial answer to the question of how 
such an attitude develops is found in the E-S 


[June 


— 


1953] 


conflict discussed earlier. In addition there 
may be evidence that ours is an E-dominated 
culture. It is probably the nature of the ego- 
centric state that its own values are overde- 


termined. Among the E-values in our cul-. 


ture that may be overdetermined are move- 
ment, agility, quantitative productivity, ex- 
hibitionistic sexual attractiveness, and artful- 
ness. S-maturity contrasts strikingly with 
its greater emphasis on deliberation, caution, 
quality, modesty, and loyalty. 

Since the S individuals represent loss of 
youth, diminution of physical power and 
stand as supporters of cultural code, advo- 
cates of wisdom, and reminders of death, 
they are scorned by the E’s. This disdain for 
age is implanted in the early E mind as a 
latent attitude. 

The obvious conclusion, therefore, is that 
as an evolescent progresses into senescence 
his own latent attitudes toward S are revivi- 
fied and are directed against himself. In other 
words, in a culture that emphasizes E values 
the S person expects to be rejected and re- 
jects himself. 5 


STAGES OF SENILITY 


When criteria of perceptible behavior and 
expressed fantasies are evaluated and ana- 
lyzed, it may be found that actual senility 
consists of a series of declinations of behav- 
ior. The onset is replete with instinct-domi- 
nated affects and ideation. This condition of 
psychic frailty is followed by a period of 
reparation with return of better social func- 
tioning. The term, senile latency, may apply 
here (Fig. 3). 

The partially restored psyche, however, 
fails to endure without environmental assist- 
ance and often despite it, so that a further 
breakdown follows and progresses. The en- 
tire process suggests social unlearning and 
what may be called de-education. of the in- 
stincts appears, Each gain in psychosexual 
evolution and social maturation made in evo- 
lescence is progressively dissipated in reverse 
order—the latest acquired being the first lost. 
—_—_— 


5 If the viewpoint presented here has some degree 
of validity, then a careful study of elder-venerating 
cultures (such as the Chinese) should disclose less 


Senility” among their aged in contrast with elder- 
discarding cultures. j) 
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Thus, language expression progressively de- 
teriorates through stages of decreasing com- 
prehensibility to gibberish and nonverbal 
communication. An early upthrust of adult- 
like sexual appetite gives way to masturba- 
tory and perverse orificial sensuality with 
progressive loss of sphincter mastery and as- 
sociated fantasies. Partially controlled ag- 
gressiveness yields to impulsiveness and act- 
ing-out, moving toward wantonness and, fi- 
nally, toward subsultus. This is accompanied 
by increased motor incoordination, enfeeble- 
ment, and waning of proprioception with in- 
ability to maintain erect posture. Affects 
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Fic. 3.—Senility. Stages of senile retrogression, 
‘This is a magnified continuation of Fig. 1. 


\ 
change toward a privately enjoyed irritable 
euphoria. Orientation, related to appercep- 
tive and cognitive functions, regresses to 
complete withdrawal of interest and compre- 
hension from temporal and spatial relation- 
ships, Memory loses its acuity for the pres- 
ent, becomes hyperacute for the remote past, 
and finally dwindles into near-nothingness. 
Food tolerance is altered by stages from 
solids to pap and milk. Exitus is the natural 
outcome. 

The entire picture is. one of progressive 
loss of self-direction toward abject depen- 
dency and instinct supremacy. When these 
stages are evaluated, it may be seen that they 
resemble, with very little difference, the pe- 
riod birth-to-puberty in reverse. 


PSYCHOPATHOLOGY AND THE STAGES OF 
MATURATION 


The hypothesis as outlined here presents 
real and ideal stages of maturation relating 
to a theoretic personality norm. It is clear 
that certain of the neuroses are by their very 
nature immaturity reactions or early E at- 
titudes persevering beyond their archaic ori- 
gin. Such E viewpoints preserve egocen- 
tricity and interfere to some degree with the 
achievement of S maturity. However, non- 
neurotic personality elements are subject to 
progressive maturation. It may be said that 
the more neurosis warps, hinders, or alters 
ego development then the less will psycho- 
social maturation be realized. 

This is, of course, true also whether the 
individual is single or married, barren or fer- 
tile. However, if it is assumed that the rear- 
ing of a family presents a greater number of 
experiences of this particular quality, then it 
follows that a potentially greater degree of S 
maturation is possible where child-raising is 
part of the life cycle. But the psyche preoc- 
cupied with stress may be rendered nonre- 


` ceptive to experiential integration. Parent- 


hood obviously does not guarantee maturity 
and childlessness may be accompanied by 
considerable maturation. Still, in the latter, a 
qualitative difference is perceived that mili- 
tates against complete maturation. 

This can be better understood by consid- 
eration of another hypothetical probability. 
Every stage in the organism’s physical de- 
velopment is biologically motivated, Since the 
psyche is a somatic function, physical mat- 
uration implies a simultaneous simple psychic 
ongoing maturation also based on biologic 
impetus, The psychic function of awareness 
is directed toward the self and the external 
milieu. Thus a biologic diathesis for psycho- 
social maturation may be thought of as en- 
dowed in the organism. However, this is 
merely a primitive groundwork upon which 
experiential maturation takes place. 

The psychoses follow to a certain extent 


the hypothetical laws pertaining to the neu- 


roses, i.e., latent conflicts out of E antiquity 
interfere longitudinally with psychic matura- 
tion. Psychosis may be regarded as the loss 
or impairment of environmental awareness 
and of defense-effectiveness with the break- 
through into perceptible behavior of symbol- 
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ized latent conflicts. The conflicts leading 
psychosis are derived from inadeq 
solved early E problems, but as they ri 
ward consciousness and expression their sy 
bolization is influenced by the persona 
most recently acquired psychosocial oriei 
tion and is colored as to content to some de- 
gree by the dominant attitudinal set charac- 
teristic of the achieved stage of maturation, ~ 
= 

SUMMARY OF THE HyporHEsis WITH 

RESEARCH POTENTIALITIES 


The attention of scientists to date has fo- 
cused on those elements in a life that come — 
to their fullest expression prior to middle 
age, and are on the wane when middle 
is reached. This unbalanced concentrati 
supported by public instruments of co ne 
munication has provided a distorted view 0 
life as a cycle ending near the middle with 
the second half a barren interlude precedi 
one’s demise. 

This hypothesis predicates a middle-life 
interruption at or around involution, ending 
a period called evolescence and ushering ina 
period rich both in actuality and potentiali 
called senescence. It reserves the term senil- | 
ity for a psychopathologic entity frequently 
occuring in late senescence, which should not” 
be confused with the normal predemise de- 
teriorative state. 

With involution as an interruption simi 
to puberty and with senescence as an uni 
plored period following involution, much Ti 
search suggests itself. As is necessary in 
most research, a descriptive stage is needed 
here. We need to know the dimensions of ~ 
senescence not only in terms of the skills and h 
behavior already measured in evolescence, — 
but we need to identify the social creative — 
and other attributes that are only beginning in ý 
evolescence and reach full maturity in the 
senescent period. We might well do for 
senescence what Gesell and Amatruda( Me 
have done for infancy and childhood; ten — 
construct a set of development scales by which ‘ 
to look at senescence. Where Gesell has con- 
centrated on physical growth, the student 
of senescence would concentrate on social 
growth and social patterns of behavior. 

This would offer us new dimensions for the 
study of intraindividual and interindividu 
conflict. It is our belief that much intrat 
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dividual conflict is conflict of (a) an indi- 
vidual’s chronological age, (b) his expecta- 
tions of himself, and (c) the expectations 
that others have of him. In a society vene- 
rating the values of evolescence or even in 
its early stage of adolescence, the man enter- 
ing the later years can but pursue the chimera 
that the adolescent value represents for him. 
Measures available to determine his orienta- 
tion might well serve as a diagnostic tool for 
his release. 

Similar tools could well serve as the meas- 
ure of interpersonal conflict. Within the fam- 
ily certain unexplained elements of human 
emotions may find solution through such 
measures. For example, there is the infer- 
ence that in a given family the greater the 
disparity in ages between the E-level off- 
spring and the S-level parent, the greater the 
difference in psychosocial vision and, hence, 
the greater the conflict.® In addition, it is 
suggestive that the closer the E’s and S’s are 
in chronology, the greater the mutuality in 
conflict solution. What is often interpreted 
as passivity may be altruistic protectiveness 
attributable to S maturity. 

The hypothesis offers a theoretic index of 
maturation that, if tenable, permits categori- 
zation of individuals along a scale of psycho- 
social achievement. Any considerable differ- 
ence in a given individual between his test- 
able index level and the expected may be of 
diagnostic importance, and goal establish- 
ment in psychotherapy may be thus facili- 
tated. An index of maturation implies the 
needs of an individual at a given stage in 
his development. Thus, his emotional and 
social requirements, his talents and capacities, 
and his occupational potential may be man- 
aged realistically. 

A second area of research related to the 
first is the delineation and clarification of 
senility as a pathological process, as opposed 
to the longer period of which it is but the 
final rapid stage, senescence. In an era when 
older men and women are being dubbed 


ê The protectiveness and altruism of S maturity 
are not to be confused with the overprotectiveness 
and excessive interest sometimes directed toward 
grandchildren by grandparents. This latter relation- 
ship is very likely a symptomatic and symbolic 
Phenomenon representing hostile, dependent, and 
Testitutive attitudes in the threatened ego. 


“senile?” when they may be acting as older 
men and women act, this is a serious social 
problem (see Table 1). If, on the other hand, 
senility has already begun, it is our belief 
that research in therapy is both necessary and 
possible to provide knowledge whereby senil- 
ity may be deflected from its otherwise inex- 
orable course. 

The knowledge of stages of senility may 
not only assist in prognosis but may also aid 
in fitting therapy to the peculiarities of the 
senile condition. For example, the enormous 
dependency needs and self-isolation of the 
senile respond remarkably to an indepen- 
dence-fostering program engineered in an 
integrated group setting. In a large number 
of such people, physical and psychic decline 
can be arrested or slowed. This is not de- 
signed so much for the purpose of extending 
longevity as it is to help promote some de- 
gree of serenity during the remaining period 
of life. 

There is abundant evidence that the life 
span is increasing and that our population 
is aging. The need to employ usefully the 
added years of creative capacity accruing to 
people requires study, evaluation, and recog- 
nition of the stages of maturation of the com- 
plete life cycle. 

Once we have descriptive dimensions of 
senescence with measuring instruments com- 
parable to those available at other stages of 
the life cycle, and once we can separate age 
normalcy from age pathology, we can turn 
our research tools to questions at every stage 
within senescence and to the borders of senes- 
cence and evolescence. i 

Good descriptive criteria can be used to re- 
flect different medical care programs, recrea- 
tion, housing, and employment programs in 
terms of their most pertinent factors—fac- 
tors that relate to senescence and that find 
their furthest development and have the 
greatest pertinence to this period of life. 
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PSYCHOTHERAPY OF AGED PERSONS + 


II. UTILIZATION AND EFFECTIVENESS oF “BRIEF” THERAPY 


ALVIN I. GOLDFARB, M. D.,2 anp HELEN TURNER, M. S. 
New York, N. Y. 


Prolongation of life without prolongation 
of at least minimal social adaptability cannot 
be considered prolongation of “living.” Hu- 
man living entails some degree of comfort 
and self-satisfaction, the preservation of dig- 
nity, some (even if infinitesimal) productiv- 
ity, and restraint from unreasonable aggres- 
sion provocative of retaliation, These are 
basic goals of psychotherapy. For the aged, 
who have short life expectancy and limited 
resources, psychotherapy must be brief and 
simple. If the aged person can be helped to 
conserve and put to good use his old effective 

. methods of getting along this may mean the 
difference between continued residence in 
the community and hospitalization for mental 
disorder, 


BASIC DATA 


In a period of about 3 years, 150 persons 
with disordered behavior (psychosis, psy- 
choneurosis, or personality disorder), were 
psychiatrically examined at the Home for 
Aged and Infirm Hebrews of New York. 
Their ages ranged from 63 to 91 years with 
the great bulk of patients in the eighth and 
ninth decades, 

All were found to have lost resources, not 
only in terms of friends, family, and finances, 
for which thé Home might make substitution 
or compensation, but they also suffered so- 
matic or psychological handicaps. The deficit 
of psychological resources due to early ac- 
quired inhibition is common at any age; 
deficits in homeostatic, sensory, effector, and 
cortical-integrative resources, while not 
unique to old age, characterize what is known 
as pathologic aging. The result is impair- 


1 Read in abbreviated form at the annual scientific 
meeting of the Gerontological Society, September 7, 
1952, Washington, D. C. This research was sup- 
ported by the Esther and Joseph Klingenstein 
Research Fund. 

2 Attending Ni europsychiatrist, Home for Aged 
and Infirm Hebrews, New York. 

8 Research Psychiatric Social Worker, 
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ment of flexibility of functioning for suit- 
able social adaptation: tensions cannot be 
alleviated and external changes cannot be 
successfully met by the unaided individual. 
With such failure of mastery, pleasures ate 
lost and painful situations may arise. Even 
substitutes for normal gratifications cannot 
be obtained. A state of frustration and con- 
viction of helplessness, of ineffectuality and 
vulnerability, ensues and arouses fear. The 
fear blocks remaining avenues for self-re- 
liant activity of the aged person; this inhi- 
bition adds psychologically determined in- 
action to the already existent physiological 
(and psychological) deficits. Such curtail- 
ment of effectiveness results in increasing 
helplessness and progressive fall in self- 
esteem. The aged person feels more and 
more worthless, incapable of mastery, and 
fearful, and then by vicious circle all these 
feelings are accentuated. In consequence the 
aged person is impelled to seek or force aid, 
fearfully, angrily, or in combination, from 
the people around him. Their strength looms 
as he shrinks in his own estimation. The 
subjectively helpless aged person seeks 
parent-surrogate protectors and providers in 
the same manner as he approached his parent 
when a child. This approach is modified by 
an accretion of masking behavior that serves 
to salvage some self-respect(16), and that 
has as its gratification the illusion that help 
is imminent because he can coax it or com- 
mand it. ; 
Our formulation of clinical observations 
permits postulating a specific mode of ther- 
apy for trial and evaluation. Abraham(1), 
in his discussion of the value of psychoanaly- 
sis in advanced age (by which it appears 
he means age 40 to 65!), speaks of a group 
of “obsessional neurotics” who desire the 
guidance of the physician who signifies tO 
them “the superior father.” Our observa- 
tions indicate that the basic personality struc” 
ture(12) of the disturbed aged individuals ' 
examined inescapably led them to achild- 
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parent relationship with the physician. This 
attitude is universal where helplessness 
supervenes. Such a child-parent orientation 
is a falsification of reality in which there is 
sought direct aid rather than help in helping 
oneself. This perception of the therapist is 
a reflection of the patient’s need and of his 
own past. The patient’s attitudes and his 
associational flow of conversation reveal 
this distortion. The security-seeking patient 
thrusts the role of parent upon the therapist. 
The opportunity to foster the illusion that 
a protective parent has been found is there- 
fore ready-made, The therapist may use 
this delegated parental authority to satisfy 
the patient’s demands for affection, protec- 
tion, punishment, forgiveness, or respect. In 
this way the patient becomes convinced of 
his good standing with the therapist and his 
self-esteem is increased. This feeling of 
worth grows out of the relationship nurtured 
by the therapist. As his self-regard mounts, 
his sense of helplessness decreases (13, 17). 


METHOD OF TREATMENT 


With these clinical observations as a start- 
ing point, 75 residents referred for psychi- 
atric care were initiated in treatment con- 
sisting of as widely spaced and brief sessions 
as possible. The maximum length of ses- 
sions was 15 minutes, The aim in each ses- 
sion was to provide emotional gratification 
of the patient toward increase in his self- 
esteem. To achieve this the therapist ac- 
cepted the role of protective parent thrust 
upon him and encouraged the development 
in the patient of an illusion that he had or 
could call upon the great powers of this 
Strong person, ioe" 

A patient might be seen twice within the 
first week and thereafter as infrequently as 
Possible, depending upon the psychiatrist s 
judgment and reports of the patient's be- 
havior. Almost all patients voluntarily re- 
turned for continued treatment and in those 
whose return was out of fear of conse- 
quences of noncompliance this was dealt with 
as part of the treatment relationship. 

An important point in treatment was €x- 
planation of the patient’s difficulties to 
general medical, administrative, social EEI 
vice, and nursing staffs of the institution. 

his was done by means of individual and 
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staff conferences described elsewhere(9). 
These conferences encouraged staff attitudes 
that strongly reinforced the individual psy- 
chotherapy and contributed to the improve- 
ment and stabilization of our patients. 


THERAPEUTIC PROCEDURE IN OPERATION 


The therapist as the parent figure attempts 
to increase the patient’s self-esteem by pro- 
viding emotional gratification. This consists 
of conducting the treatment in such a manner 
that the patient leaves each session convinced 
of “having” the therapist and therefore of 
taking his protective powers with him. This 
alleviates the patient’s panic. Failing this, 
he is encouraged to leave with a sense of 
being as strong as or stronger than the 
therapist. There is thus a sense of strength 
obtained through ownership of the therapist’s 
strength because it has been “fed” to him. 
It is essential that this be achieved in the 
first few sessions. 

The following summarization illustrates 
approximately what happens in a session. 
A patient arrives with repressed and sup- 
pressed rage about the “bad” treatment he 
is receiving. This stems from his basic feel- 
ings of helplessness and fear, which exag- 
gerate his feelings of need and expectancy 
for care that are frustrated. If the encounter 
with ‘the therapist does not alleviate fear 
through the expectation that help is to come, 
the therapist encourages the enraged patient 
to view him as a strong and even threatening 
figure, an attitude already present in the 
patient because of the universal readiness to 
use the physician as surrogate parent who 
has power to help and therefore to hurt. In 
the session this potentially threatening figure 
is won over as an ally. This “victory” en- 
hances the patient’s ideas of his skill or 
talents; the patient thus feels convinced of 
his mastery of the relationship and of his 
own power, adding these to the powers ac- 
quired in the winning of the therapist. If 
the patient has been able to vent anger at 
the therapist (often quite obliquely ex- 

ressed), to “defeat” him, and then’ gains 
the “defeated” but still strong therapist as 
ally (in that he guarantees continued asso- 
ciation and interest), the patient leaves on 
a note of triumph. ‘ 
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The acquisition of such strength increases 
self-esteem, the sense of helplessness is de- 
creased, and the concomitant fear and rage 
is likewise decreased. It is the anxiety fol- 
lowing on failure of mastery that causes 
limitations of activity the capacity for which 
is actually still present; or it is the angry 
denial of anxiety and helplessness that 
through its disorganization of action exag- 
gerates the ineptitude present, With de- 
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CASE MATERIAL AND RESULTS 


Seventy-five patients were referred for 
psychiatric care by physicians, social service 
workers, and administrative officers in the 
Home. Owing to administrative difficulties 
or deaths, 16 patients were lost to treatment 
before its efficacy could be evaluated. In 2 
of these a diagnosis of brain tumor was made 
and confirmed at operation. Of the patients 
treated, 20 were seen less than 5 times, 24 


TABLE 1 
RESULTS IN 5 Cases or PSYCHOSES IN ABSENCE oF Brain DAMAGE 
a No. sessions s 
Sex patients Age range Range Average Improved Stabilized Unimproved 
` 72-81 3-9 6 I o I 
63-71 3-8 47 o o 3 
63-81 3-9 5.2 I o 4 
TABLE 2 
RESULTS IN 13 CASES oF PsYCHONEUROSES AND PERSONALITY DISORDERS IN ABSENCE OF BRAIN DAMAGE 
No. No. sessions 
Patients Age range Range Average Improved Stabilized Unimproved 
E OF 63-77 3-10 6 4 2 o 
7 67-82 3-22 9 3 4 0 
ihe Fj 63-82 3-22 8 7 6 o 
* One with mental deficiency, I.Q.: 70. 
TABLE 3 
RESULTS IN 41 Cases or Curontc Brain SYNDROME WITH DISORDERED BEHAVIOR 
on P: edi: tes, + 5 
š £ redisposition Brain damage Sessions Teng PIER RER 
EEEE SRR Siva E A A ET 
P AAA N EEA a Ee ye gg 
OG OEA 42. 3-16) Geno 3 o2 84 6 55 4 36 I 9 
67-90 2 6 2 6 7 x2 259 86 14 47 8 265 8 26.5 
66-01 4 8 2 wy 9 15.351 8520 49:« 12 a9’ 9 


crease in anxiety the basic original limita- 
tions continue to exist but stripped of their 
‘inhibiting psychological elaborations. In- 
creased capacity to deal with social situations 
follows, “success breeds success,” and selfi 
esteem may be automatically maintained, 
However, when the defects of resources are 
So great as in the brain-damaged aged per- 
son it cannot be expected that realistic mas- 
tery can continuously take place and the 
cycle cannot be self-perpetuating. Then the 
psychotherapeutic effort must be a continu- 
ous or recurrent reinforcing technique. 


between 5 and 10 times, and only 15 were 
seen more than 1o times, with 31 as the 
maximum number of sessions for any one 
patient to the present. i 
The 59 patients treated have been divided 
into 3 groups (see Tables 1-3): psychoses 
in the absence of significant brain damage 
(5 patients) ; psychoneuroses without signifi- 
cant brain damage (13 patients) ; and as- 
sorted reactions with chronic brain syndrome 
(41 patients). ene 
Defects of sensorium, neurological signs, 
or a history of cerebrovascular accident are 
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common in the aged. Behavior disorder as- 
sociated with such evidence of chronic brain 
damage may have been present in some de- 
gree before the damage occurred. The be- 
havioral disorder may seem to be the result 
of altered cerebral-integrative functioning on 
the basis of defect or release, or it may ap- 
pear to be a means of compensating for, or 
defending against, the decreased efficiency 
of function. Loss of cortical-integrative 
functioning is, however, the most serious 
insult a human being can suffer, and if it is 
not counterbalanced by loss of cortical cen- 
ters that facilitate anxiety (the frontal 
lobes?) or by anosognostic deficiencies, it 
provokes overwhelming anxiety. 

While it was recognized that not all aged 
persons with disordered behavior would have 
significant brain damage (chronic brain 
syndrome) this brief technique of treatment 
was nevertheless chosen with such patients 
in mind. For aged patients: without brain 
damage more elaborate techniques may be 
as applicable in the treatment of psychoses 
and psychoneuroses in the aged as in younger 
groups. The results of treatment in 41 
patients with chronic brain syndrome are 
found in Table 3. 

Our evaluation of results is not in terms 
of “follow-up” of discharged cases, but in 
terms of the course of patients treated on 
a supportive or maintenance basis recur- 
rently or continuously as required, We have 
categorized results as improved, stabilized, 
and unimproved. By “improved” is meant 
change in the patient’s social adaptation for 
the better with or without reinforcing inter- 
views or change in staff attitudes. “Stabili- 
zation” was regarded as change in the pa- 


tient’s behavior with decrease in social diffi- 


culties resulting in greater tolerance by other 
residents and staff but without significant 
increase in the patient’s self-satisfaction. 
The meaning of “unimproved” is obvious. 


DISCUSSION OF REACTIONS TREATED 


In the group with chronic brain syndrome 
the reactions were varied and subclassifica- 
tion into “with psychosis,” “with psycho- 
Neurosis,” “with behavioral disorder” was 
of no great prognostic value. 

sychoneurotic manifestations varied, the 


commonest being depression. Hypochondri- 
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asis was frequent, conversion phenomena 
also were common. Neurological or other 
disease present often seemed to account for 
the complaints until psychotherapy proved 
otherwise. It cannot be too greatly empha- 
sized that many patients, posthemiplegic for 
example, were invalided far out of propor- 
tion to the cerebral damage suffered by psy- 
chological factors. Obsessional features seen 
were chiefly those of character structure 
rather than symptom complexes. Phobic re- 
actions were common, but in these aged 
persons the underlying fear was more di- 
rectly represented than in psychoneurotic 
younger people ; instead of fear of the dark, 
of the street, or the subway there were fear- 
ful reports of men under the bed, misinter- 
pretation of innocuous remarks in the corri- 
dor as indecent advances ; instead of dreams 
of or fear of being robbed, thefts would be 
erroneously reported and trifles or trash 
would be hoarded. All this, of course, seems 
delusional, hallucinatory, and so bizarre as 
to be called psychotic behavior. These fears 
of attack and deprivation are clearly rooted 
in a sense of smallness, helplessness, and 
vulnerability. Also clear in these patients 
is the trend toward conservation of resources 
and desire for protection, together with the 
rising anger against a threatening world, 
which is then fearfully accused. This leads 
to outwardly directed anger or cringing fear. 
Tt often leads to depression as the self is 
accused of failure. A state of apathetic 
helplessness may yield to an attitude that 
implicitly accuses not only the self for failure 
but the human environment of neglect or 
cruelty. The slim reserve of the aged one’s 
discriminatory capacity has weakened reality 
testing, and what otherwise might remain 
repressed, or appear as a dream or fantasy, 
is reported and acted upon as a fact. The 
rapid disappearance of such symptoms with 
treatment, however, leads us to believe many 
of these “psychotic” manifestations of the 
aged are a florid display of neurotic phobic 


reactions. 


CONCLUSIONS 


This study is essentially an attempt to 
elaborate on a method of giving reassurance 
and emotional support to aged people. The 
method is based on clinical data organized 


in terms of observed adaptational efforts of 
aged persons. Our results are promising. 
While there is no doubt that a number of 
these patients would have done fully as well 
without treatment it also seems clear that 
treatment reveals a clue as to how they would 
have achieved their improvement or stabili- 

- zation. This is the important aspect of sup- 
portive treatment ; it crystallizes a relation- 
ship in which the patient can heal some of 
his psychological wounds, and it watches and 
controls this process. Certainly if the pa- 

tient can find a favorable relationship else- 
where the same healing will occur, but not 
for our enlightenment and without the as- 
‘surance that everything possible to help keep 
it a healing process will be done. 

The results of treatment are in accordance 
with expectations based on well-known psy- 
chiatric facts. Past performance is the best 
‘criterion for prognosis in cases of disordered 
behavior; and also the probability of good 
result in treatment is greater where the 
remaining cortical-integrative function is 
greater. When predisposition to behavior 
disorder is great, a small amount of brain 
damage may prove enough stress to develop 
a severe reaction highly resistant to. treat- 
ment. Conversely, well-automatized patterns 
of social adaptation“may obviate the devel- 
opment of behavior disorder even in the 
Presence of severe brain damage ; and where 
Stress does produce mental disorder in such 
cases, treatment may nevertheless be helpful. 

Thus the chief contribution of this study 
seems to be not so much the elucidation of 
new facts as indication that, where treatment 
of chronic brain syndrome with mental dis- 
order may be effective, it can be achieved 
with the expenditure of very little psychi- 
atric time. It is of great interest that only 
7% hours of a Psychiatrist’s time spaced over 

“a period of 2 years was the greatest amount 
of time required in our series of improved 
Patients. Also, one of our most salutory 
results occurred after 6 sessions or 14 hours 
of Psychiatric help. In both these patients 
as in the majority of our cases, presence of 
organic encephalopathy was verified by psy- 
chological testing. In those cases that re- 
mained unimproved, this outcome could be 
‘forecast very early in treatment, 
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We have found repeatedly that emotion 
disorganization often exaggerates the pi 
of brain damage and makes for mistak 
belief that treatment will be futile. 
patients who, on cursory study, might 
passed as “confused” and. “senile” indiyi 
uals, were found on psychiatric examina 
to be psychoneurotic in the absence of 
nificant degree of brain damage. As a cot 
lary it therefore seems worth while to 
all cases of disordered behavior in 
people a trial of treatment. 

Our results indicate that, while our tre 
ment is ineffective in psychosis, it is of 
value in psychoneurotic and allied disord 
of the minimally brain-damaged aged, | 
the group with chronic brain syndrome, 
results were better than expected. Cha 
in psychological and social functioning wi 
achieved that permitted continuance of re 
dence in the Home for Aged and Infi 
Hebrews for patients who were referred 
when transfer, usually to a mental hospi 
seemed to be the only solution. 


The authors wish to acknowledge their indebt 
ness to Dr. Frederic D. Zeman, Chief of the Medi 
Services, The Home for Aged and Infirm Hebr 
of New York, for his active encouragement 4 
advice in the preparation of this paper. 
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MEASUREMENT OF CHANGING PSYCHOPATHOLOGY WITH THE 
MINNESOTA MULTIPHASIC PERSONALITY INVENTORY: 


MAJOR LOUIS J. WEST, USAF (MC) 


During the last war there was a great need 


` for rapid evaluation of personality disorders. 


Devices for screening and techniques for pre- 
liminary evaluation of patients were utilized 
in an effort to conserve time. The Minnesota 
Multiphasic Personality Inventory (MMPI) 
was found to be of considerable value, and 
has been widely used by clinicians in the last 
5 years. By the end of 1950 there were.more 
than 250 references to the MMPI in medical 
and psychological literature. The recent ap- 
pearance of an atlas for the clinical use of 
the MMPI(15) has provided a complete 
bibliography as well as a summary of experi- 
ence with the test at the University of Minne- 
sota. Details of scoring and interpretation 
are available in the standard manual(14). 
The MMPI consists of 550 items in the 
form of statements, e.g.: “I have a good 
appetite.” “Most of the time I wish I were 
dead.” “Sexual things disgust me.” “I am 
more sensitive than ‘most other people.” 
These are sorted by the subject into cate- 
gories of “True,” “False,” and “Cannot 
Say.” This provides a broad, inclusive anam- 
nesis that covers a great many facets of the 
psychobiological unit. Nine clinical scales 
were derived by statistical comparison of the 
Tesponses of many normal people with the 
Tesponses of a variety of psychiatric patients, 
In addition, 4 scales were devised to evaluate 
the validity of the record and the attitude of 
the subject. Fig. 1 shows a normal profile. 
The 4 validating scales are on the left. The 
Question Score ( ?) is based on the number 


of items put in the “Cannot Say” category. 


The Lie Score (L) indicates the degree to 
which the subject may be attempting to de- 
ceivé by choosing Tesponses that put him in 
the most socially acceptable light. The Valid- 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N.J. 
May 12-16, 1952, 

From the Department of 
University Medical 
Hospital. 

The author is indebted to Miss Myrtle Guy for 
assistance in scoring the tests administered to pa- 
tients of Payne Whitney Clinic. 
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Psychiatry of Cornell 
College and The New York 


ity Score (F) checks the validity of the re- 
cord as a whole, and is elevated when the 
subject is careless, badly confused, or un: 
comprehending. The K Scale is a measure 
of motivation to make a “good” or “bad” 
record, and is elevated when the patient is 
defensive in the test situation. An automatic 
correction of certain clinical scales is made 
on the basis of the K factor. 

The 9 clinical scales were named according 
to the primary diagnosis or outstanding psy- 
chopathology of individuals in the groups of 
patients used in the construction of these 
scales. They are (numbered from left to 


NORMAL MMPI PROFILE 


Rosset RIMM AHOM ty’ Py) My T 


— 


Fic. 1.—Four validating scales on the left. „Nine 
clinical scales on the right. T score of 50 is the 
norm. Elevations over 70 usually considered sig- 
nificant. 


right) :- 1. Hypochondriasis (Hs); 2. De- 
pression (D) ; 3. Hysteria (Hy) 34. Psycho- 
pathic Deviate (Pd) ; 5. Masculinity-Femi- 


ninity (Mf); 6. Paranoia (Pa); 7. Psy- 


chasthenia (Pt); 8. Schizophrenia (Sc); 
9. Hypomania (Ma). This system of num- 
bering the scales is utilized in coding test 
results, thereby permitting comparison an 
classification of profile patterns (13, 29). 
In scoring, raw scores are converted to 
Scores, with 50 representing an arbitraty 
norm. Ten points on the T score are equiva- 
lent to one standard deviation, so that in the 
Profile a score of 70 on any scale represents 
2 standard deviations above the norm. Scores 
over 70 are considered significantly elevated, 
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and scores under 70’may be significant when 
occurring as peaks in certain profile configur-. 
ations. Recently, attempts have been made 
to avoid the limitations of diagnostic classi- 
fication, through interpretation of test pro- 
files as a whole rather than on the basis of 
individual scales considered separately. This 
trend has been greatly facilitated by utiliza- 
tion of coding as noted above. 

Difficulties in accurate evaluation of pro- 
file interpretation arise from the fact that the 
most valuable use of the test data is in con- 
junction with the clinical data in any one case. 
‘Attempts to construct general diagnostic pro- 
files based on the testing of a number of 
patients with a given diagnosis have been 
inadequate because of variations in psycho- 
pathology within diagnostic categories. Cur- 
rent practice avoids the use of the MMPI to 
“make” diagnoses. Greater value is derived 
from a more flexible application based on 
interpretation of profile patterns in terms of 
general personality characteristics and psy- 
chopathological trends. The value of this 
approach was noted by Hunt (18) who 
stated that “. . . more sophisticated and dy- 
namic interpretation of the MMPI may have 
clinical validity.” 

Space does not permit a detailed discussion 
of profile patterns and their interpretation. 
The reader is referred to the bibliography 
(2, 6-8, 10, 15, 17, 19, 20, 23, 24, 27). It 
must be pointed out that a psychopathological 
approach to profile interpretation is essential. 
For example, a schizophrenic patient may be 
severely depressed, with great bodily over- 
concern and somatic delusions accompanied 
by marked ruminative, obsessive preoccu- 
pations; these symptoms may coexist with 
bizarre ideation, disorganized thinking, and 
other psychopathology of the basic schizo- 
phrenic illness. Such a case might have 
scores on “D,” “Hs,” and “Pt,” all higher 
than “Sc.” Yet to the experienced user of 
the test, the configuration of the profile as 
a whole could clearly suggest the correct 
diagnosis as well as the general psychopa- 
thology. In each case the diagnostic formu- 
lation should be made by the clinician, uti- 
lizing psychological tests together with many 
other sources of data to obtain an over-all 
picture. 

The weaknesses and limitations of the test 


should be kept in mind. The scales differ in 
sensitivity and specificity. Well-organized 
paranoid individuals sometimes succeed in 
concealing much of their psychopathology. 
Male homosexuals can occasionally effec- 
tively lower their “Mf” scores when striving 
to deceive. Close interrelationships of “Pt” 
with “Sc” and of “Hs” with “Hy” may lead 
to marked secondary elevations that can be 
interpreted only through experience with 
the test. Anxiety causes elevations in the 
“neurotic triad” of the first 3 clinical scales. 
Elevations of “Pd” and “Ma” are sometimes 
seen in the records of individuals who are 
markedly immature emotionally but who are 
neither psychopathic personalities nor hypo- 
manics, A certain percentage of “test misses” 
and “false positives” occurs. Like any labo- 
ratory test in clinical medicine, the MMPI 
must be used in conjunction with clinical 
observation and other data. 

With these limitations in mind, the follow- 
ing valuable features of the MMPI present 
themselves : 

1. It is easy to administer and score. 

2, It is conservative of time. 

3. Interpretation is readily learned, 

4. A permanent record of 550 items is 
provided. This may be used for item analy- 
sis, for obtaining dynamic leads, for the de- 
velopment of further scales, and for scoring 
old tests with newly developed scales. 

5. Items cover most phases of the total 
psychobiological unit and each item is given 
equal status with the others; the effect of 
the interviewer’s personality and bias in se- 
lection of questions is avoided. 

6. Standardization in the test’s construc- 
tion has made its validity and reliability 
known in statistical terms. 

7. It is well accepted by most patients, 

A review of literature reveals that studies 
involving serial testing with the MMPI have 
been relatively few. Modlin(20) mentioned 
the concept of repeated testing, which he 
found dependable in following the clinical 
course and helpful in determining prognosis. 
Rashkis and Shaskan(21) found a high cor- 
relation of psychometric evaluation and ‘clini- 
cal estimates of results in group therapy. 
Brozek, Guetzkow, and Keys(3), Henderson 
et al.(16), and Schiele and Brozek(22) 
found correlations between MMPI profile 


/ 


924 


[June, 


changes and personality changes of men un- 
dergoing dietary restrictions. Abramson(1) 
noted that alcohol often produced quantita- 
tive score changes without altering profile 
patterns. Schofield(25) made a statistical 
study of responses to various therapies. 
Sweetland(28) altered test profiles in several 
subjects by hypnotic suggestions of person- 
ality change. There are reports (4, 5, 9-12, 
26) in which the prognostic value of MMPI 
profiles is emphasized, 

At the New York Hospital during 30 
months prior to January 1952, the MMPI 
was administered to 33 hospital personnel, 

' 184 psychosomatic patients, 96 patients on 
various other clinical services, and 112 psy- 
chiatric patients, many of whom were re- 
tested during this period. The present study 
originally utilized serial testing of 19 inpa- 
tients of Payne Whitney Psychiatric Clinic, 
with clinical diagnoses as follows: psycho- 
neurosis, 7; schizophrenia, 4; alcoholism, 3; 
agitated depression, 2; manic-depressive, 
depressed, 1; paranoid state, I ; and psycho- 
pathic personality, 1, 

All these patients were carefully and fre- 
quently re-evaluated psychopathologically 
over a period of months, during which time 
the MMPI was administered from 2 to 5 
times at varying intervals. The clinical pic- 
ture was found to correlate well with the test 
profile at each testing, and clinical changes 
were accompanied by comparable changes in 
test profiles. More than 30 additional serially 
tested cases have confirmed the observation 
that MMPI profiles predictably and consis- 
tently change as psychopathology changes. 
The following are 10 typical examples se- 
lected from the original group. 


friendly, sociable, 
diminished somewhat, he was more optimistic, took 
some night school courses and did well. The test 
profile change reflects the mild symptomatic im- 


and self-control, decreased bodily Overconcern, and 
growing optimism. 


CHANGING PSYCHOPATHOLOGY WITH MULTIPHASIC PERSONALITY 


Case 2 (Fig. 3), a 26-year-old ex-pilot with a 
diagnosis of paranoid schizophrenia, was admitted 
with delusions, hallucinations, and a severe thinking 
difficulty. He received subcoma insulin therapy with 
some improvement, At the time of testing he ap- 
peared bland, with inappropriate affect and only 
slight apparent anxiety. Superficially friendly and 
cooperative, he often seemed remote and preoccupied, 
and admitted ideas of reference of a nonthreatening 
but rather bizarre nature, Over the next 2 months 


MMPI PROFILE CHANGES 
IN A CASE OF SCHIZOPHRENIA 


Ha O Hy Pa Me P, PL Sc Ma Hs O Hy Py Mr Pe P Se My 
100 


30 


PATIENT-NO, 4 6 MONTHS LATER 


Fic. 2.—Mild symptomatic improvement with de- 
creased anxiety and increasing optimism, sociability, 
and range of interests. Note the “Sc” remains 
unchanged, 


MMPI PROFILE CHANGES 
IN A CASE OF PARANOID SCHIZOPHRENIA 


too Oy Fe Me PA SM, Hy D Hy PM P, P Sc Me 


9 WEEKS LATER 


PATIENT NO 2 


Fic. 3.—An exacerbation in a paranoid schizo- 
phrenic illness. 


he became steadily worse, with progressive with- 
drawal from reality, increasingly bizarre delusions 
and fantasies, and severely disorganized thinking. 
The increasing severity of the illness is reflected in 
the rising profile. = 


SE 3 (Fig. 4), a 23-year-old college student 
with a diagnosis of schizophrenia, was admitti 
with a history of lifelong maladjustment and recent 
Personality change with vague fears, bizarre dreams 
and fantasies, marked withdrawal, frequent tear- 
fulness, and suicidal thoughts. He listened com- 
pulsively to a single phonograph record over and 
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over, was childishly impulsive, indecisive, unable to 
concentrate, and had resorted to large amounts of 
alcohol for sedation. He was tested upon admission. 
Strongly supportive psychotherapy and controlled 
environment produced considerable diminution in 
his fears and a general clinical improvement. When 
retested 10 weeks later, psychopathology was dimin- 
ished in intensity generally and this change is seen 
in the altered profile. Note that the basic configura- 
tion of the profile remains unchanged. 


MMPI PROFILE CHANGES 
IN A CASE OF SCHIZOPHRENIA 


Hs O Hy Pa My Pa Pe Sc Ma Hs D Hy Pa Me Pa P Sc Ma 


T SCORE 


30 


PATIENT NO. 3 10 WEEKS LATER 


Fic. 4.—General symptomatic improvement with 
considerable psychopathology remaining. Note that 
the configuration of the profile has undergone little 
change. 

MMPI PROFILE CHANGES 
INA CASE OF CHRONIC ALCOHOLISM 


Ma D Hy Pa Me Pa Pi Se Mas CDA Hy Pa Me Fe fe Se Me 
100 


2 weeks after admission. Appearance was much 
improved, tremor was gone, anxiety and depression 
were no longer manifest, and he was working on 
business papers. Despite underlying tension, he was 
polite, charming, and cooperative, The future was 
seen optimistically and he insisted upon leaving the 
hospital to attend to business. The profile reflects 
rapid clinical improvement, but clearly indicates the 
basic personality disorder (psychopathic personal- 
ity) with the persistent peak on the Pd scale. 


MMPI PROFILE CHANGES 
IN A CASE OF DEPRESSION 


Re MeO fo Tyr Pa Se Meine O Ms Py Mp Py PL Sc Ma 


30 

PATIENT NO. 5 

Fic. 6.—Considerable improvement following 
electroconyulsive therapy. 


3} MONTHS LATER 


MMPI PROFILE CHANGES 
IN A CASE OF DEPRESSION 
D Hy Py Me Pa Pe Sc Me 


30 
PATIENT NO. 4 2 WEEKS LATER 


Fic. 5.—Rapid symptomatic improvement. The 
basic personality disorder (psychopathic personal- 
ity) remains clearly indicated. 


Case 4 (Fig. 5), a 53-year-old real-estate sales- 
man diagnosed psychopathic personality with chronic 
alcoholism of 15 years’ standing, had a long history 
of impulsive behavior, poor judgment, many jobs, 
and failure to live up to the promise of his intelli- 
gence, education, personal charm, and good family. 
For 6 months prior to admission he had been drink- 
ing a quart of whiskey daily with general deteriora- 
tion. At time of initial testing on admission he was 
anxious, tense, depressed, obsessively preoccupied 
with his alcoholism and failure in life compared 
with a brilliant, successful brother. Concentration 
was poor, appearance was disheveled, and he was 
tremulous and restless. The patient was retested 


PATIENT NO 6 fo WEEKS LATER 


Fic. 7—Considerable improvement following 
psychotherapy. 


Case 5 (Fig. 6), a 43-year-old professional man 
with a diagnosis of depression with paranoid fea- 
tures, had become increasingly depressed over a 
3-month period. Ten days prior to admission, de- 
lusions of reference and persecution developed, with 
the feeling that the future was hopeless. He made 
an abortive suicidal attempt and was hospitalized. 
He was found to be markedly depressed, anxious, 
tense, somewhat retarded, suffering from many 
paranoid and depressive delusions, Ten electrocon- 
yulsive treatments were followed by marked im- 
provement in the clinical picture. This is clearly 
reflected in the profile obtained 34 months later, 
shortly before he resumed his successful career. 


Case 6 (Fig. 7), a 59-year-old housewife with a 
diagnosis of reactive depression, was admitted fol- 


~ lowing increasing symptoms of depression over a 
4-month period. She showed tearfulness, insomnia, 
anxiety, indecisiveness, restlessness, fatiguability, 
memory difficulty, and obsessive concern over her 
husband’s failing health. She responded well to psy- 
chotherapy. Ten weeks later, she had returned to 
her usual personality, The change is reflected in 
the profile pattern. 


Case 7 (Fig. 8), a 29-year-old housewife with 

a diagnosis of mixed psychoneurosis, was admitted 

9 months after the birth of her first child. She had 

been anxious, depressed, and preoccupied with ob- 

sessive fears throughout most of this postpartum 

period, Markedly depressed on admission, she was 

‘anxious, suspicious, fearful of insanity, and preoc- 
cupied with obsessive thoughts of murdering her 

child. Concentration was poor and the patient ap- 

peared so disorganized that the diagnosis was un- 

, certain for a time. In the hospital she was childishly 


MMPI PROFILE CHANGES 
IN A CASE OF MIXED PSYCHONEUROSIS 


Hy O Hy Pe Mr Pa A Sc Ma Hy O Hy Pa Me Pa PL Sc My 
100 


PATIENT NO. 7 


1) WEEKS LATER 


Fic. 8.—Marked symptomatic improvement fol- 
lowing subcoma insulin therapy and intensive psy- 
chotherapy, 


dependent, anorexic, panicky, insomnic, with feelings 
of unreality and impending doom, and many vague 
physical complaints. Intensive psychotherapy was 
utilized, with subcoma insulin to handle resultant 
anxiety. When the patient was retested, the clinical 
Picture had improved considerably. Emotional con- 
trol was good, anxiety was much diminished, many 
fears were allayed, concentration was better, she 
appeared cheerful and well groomed, obsessive pre- 
occupations were much fewer and less intense. She 
was, still overdependent and somewhat anxious. 
During continued psychotherapy this patient had 
many symptomatic ups and downs; additional test 
profiles followed these fluctuations in a remarkable 
way. 


CHANGING PSYCHOPATHOLOGY WITH MULTIPHASIC PERSONALITY 


when retested prior to discharge was found by 
family and friends to be better than she had b 
in years. The profile reflects the rapid rn 
health. 


Case 9 (Fig. 10), a 41-year-old housewife, wii 
severe agitated depression, had developed delusi 
of disease, auditory and visual hallucinations, 
a variety of physical symptoms shortly after 
mission to the hospital. Following 7 electroconyul- į 


MMPI PROFILE CHANGES 
IN A CASE OF MIXED PSYCHONEUROSIS 


Hs O My Pa Me Pa P, Sc Ma Hy O Hy Pa Me Pa Pi Sc Ma 
100 


11 WEEKS LATER 


PATIENT NO 8 


Fic. 9.—Marked improvement in response to 
intensive psychotherapy. 


MMPI PROFILE CHANGES 
IN A-CASE OF AGITATED DEPRESSION 


My 0 Hy Pe Me Ra Pe Sc Ma Hy D Hy Py Mp Pa Py Sc Me 


100 

90 

80 

70 p 
60 

; | 
40 

30 


PATIENT NO. 9 


T SCORE 


1 WEEK LATER 


Fic. 10.—Rapid improvement following a course 
of electroconvulsive therapy. - 


sive treatments she improved very rapidly, and was — 
first tested 3 weeks after the last convulsive treat- 
ment. She was still anxious, depressed, insecure, 
dependent, and seeking reassurance constantly. Dur- 
ing the subsequent week she improyed so fast that 
she was retested. Integration was much better, 
appearance and conversation were normal, physical 
complaints were diminished, she was cheerful much 
of the time, and remarked that she “felt herself 
again” for the first time in months. She was still 
somewhat anxious, dependent, and watchful. The 
test profile kept pace with the clinical change in 
this phase of rapid improvement, 
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Case 10 (Fig. 11), a 37-year-old housewife with 
a diagnosis of mixed psychoneurosis, was admitted 
with a history of increasing anxiety, tension, and 
depression over a period of 6 months, during which 
she may have had conversion symptoms. Her life 
situation was exceedingly difficult and painful, and 
many of her symptoms were clearly reactive. She 
was constantly tearful, indecisive, “terribly de- 
pressed” and hopeless, fearful, and preoccupied. 
marked concentration difficulty was noted, along 
with poor grooming, agitation, restlessness, insom- 
nia, anorexia, and many vague physical complaints. 
She responded well to psychotherapy and environ- 
mental manipulation, and was discharged 4 months 
later much improved. Two months subsequently 
she was retested, at a time when her life situation 
was greatly improved, and she was mildly elated 
at success in becoming pregnant. “It’s the first time 
Tve felt this happy for years.” The recovery from 
the illness and the current mild elation were re- 
flected in the profile obtained at this time, 


MMPI PROFILE CHANGES 
IN A CASE OF MIXED PSYCHONEUROSIS 


Hy O Hy Pa Me Pa Pe Sc Ma My O My Pa Mr Pa Pe Sc Mo 
100 


90 


80 


70 


T SCORE 


60 


30 


PATIENT NO. 10 6 MONTHS LATER 


Fic. 11.—Marked improvement following pro- 
longed intensive psychotherapy, with a mild elation 
appearing. 


SuMMARY AND CONCLUSIONS 


The MMPI is widely accepted as the best 
of the questionnaire-type personality tests. 
It is simple to administer and score, conserva- 
tive of the clinician’s time, well accepted by 
patients, and provides an extensive anamnesis 
and a graphic indication of psychopathologi- 
cal status that is easy to interpret. It should 
not be used as a substitute for the physician's 
history-taking (which is so important in the 
early development of a therapeutic relation: 
‘ship), nor should it be used alone to “make 
a diagnosis. With experience in the use of 
the MMPI, characteristic profiles can be 
recognized as indicative of personality struc- 
ture and disturbance that are not limited to 
diagnostic categories of any particular school. 
Examples have been selected to demonstrate 


how the MMPI can be used in measurement 
of changing psychopathology, thus indicating 
its value in analysis of clinical progress and 
results of treatment. 
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DISCUSSION 


Dr. Burtrum C, SCHIELE (Minneapolis, Minn.). 
—This paper, simple and unpretentious though it is, 
effectively demonstrates the way in which an ob- 
jective psychological instrument can be used to 
evaluate therapeutic progress—a Procedure that is 
still all too rare in psychiatric practice. 

‘At the University of Minnesota our staff have 
accumulated over 8,000 profiles on our own cases 
in the past 12 years, About 
own psychiatric inpatient service. From this experi- 
ence, I would like to 

1, The limitations : 
simple device that is 
casionally Produces a 


numbered in the first 


j f 


there is no automatic reading and interpi 
is slowly acquired with extended experience, 
2. The objective nature and the fact that 
takes none of the physician’s time are sel 
and need to be mentioned only for emphasis, 
3. The multiphasic nature of the insi 
one of its most important clinical values. It 
in pointing out unseen features and the mix 
symptoms that occur in almost every diagnosis, 
This point is illustrated by the case of a 
woman with a mild depression that was resp 
satisfactorily to psychotherapy. Clinically 
given no evidence of schizoid tendencies by the 
week of observation and treatment. At this time 
Multiphasic profile was obtained and it reveal 
addition to the expected elevation on the depi 
scale, an unexpected and rather high elevati 
the Sc scale. The psychiatrist’s first reactii 
that the test was wrong. He knew the patient q 
well by now and had seen no evidence of any 
zoid tendencies. In order to check the signifi 
of this unexpected Sc elevation, the positive 
sponses on the Sc scale were reviewed with 
patient (item analysis). When asked why she 
responded in the affirmative to the item “I h 
unusual experiences” she replied, “Every time 
go into the woodshed at home, I see my dead fathe: 
face.” Other items brought forth similar unexp 
responses, adequately confirming the Sc eleva! of 
obtained on the profile. Subsequent events in th 
Patient’s life confirmed the presence of strong schiz- 
ophrenic features in her personality difficult 
Without the MMPI these schizoid features wo 
have unquestionably come to light sooner or later. 
However, it is an undeniable advantage to haye am © 
instrument that so effectively surveys the pati 
psychopathology with so little effort on the 
of the physician. 
4. Although this instrument was originally de- 
signed as an aid in diagnosis, it is equally valuab 
for repeated retesting. At our hospital, for examp 
we routinely prescribe this procedure at the b 
ing of treatment, at the end, and, in many cases, 
at significant points along the way (e.g., at termi 
ation of special therapy). As Dr. West has indicated 
we find the test a reliable indicator of the patient’ 
current condition. In Minnesota, at least, it is being 
used as much for this latter purpose of eyaulatin 
as for the original purpose of aiding in diagnosis. j 


FRONTAL BONE HYPEROSTOSIS IN PSYCHOSES 
A CLINICAL STUDY 
J. NOTKIN, M.D., Poucuxezepsir, N. Y. 


Reports on the occurrence of hyperostosis 
in the inner table of the frontal bone in psy- 
chotic patients are not very frequent. As we 
had an opportunity to study 9 such cases 
within the last few years, we thought it ad- 
visable to report them. Before citing the 
cases it may not be amiss to review briefly 
the literature on this subject. 

Morgagni(1) in 1761 was the first to draw 
attention to the combination of hyperostosis 
of the inner table of the skull with virilism 
and obesity. Stewart(2) described 5 cases of 
psychosis with localized calvarial hyperosto- 
sis in 1928, Morel(3) reported in 1931 a 
syndrome of obesity, polyphagia, polydypsia, 
disturbance of sleep, muscular weakness, loss 
of sight, headaches, and occasional epileptic 
seizures with the cranial bony changes. Cases 
were also reported by Van Bogaert(4) in 
1930, Schiff and Trelles(5) in 1931, Moore 
(6, 7) in 1936, Eldridge and Holm(8) in 
1940, and Hemphill and Stengel(9) in the 
same year. 

Prescott(10) having found in 1944 in a 
22-year-old male schizophrenic hyperostosis 
in the frontal bone and calcification of the 
falx cerebri, examined roentgenologically 56 
male and 64 women patients with various 
types of psychoses and noted the characteris- 
tic bony changes in 9% and 119% respec- 
tively. In a smaller group studied by him 
later the percentages were 11 and 29. Di- 
Lascio(11) in 1945 reported 2 cases. 

Mussio-Fournier and associates(12) re- 
ported in 1947 frontal hyperostosis with 
obesity, narcoleptic attacks, and cardiovas- 
cular changes in a 39-year-old man. 

Warter et al.(13) reported in 1948 a case 
of a woman of 56 who showed signs of pro- 
nounced asthenia, anorexia, and depression. 
She showed frontal hyperostosis and calcifi- 
cation in the falx cerebri. 

In 1948, Ivins(14) reviewed 1,500 skull 
X-rays of psychotic patients e 
Delaware State Hospital and found in 11 
cases evidence of hyperostosis frontalis in- 
terna. It is of significance that all 11 patients 
Were females. 


admitted to. 


Summaries of the 9 cases in our series, 
also all female, follow. 


Case HISTORIES 


Case 1.—M. A. C., a 49-year-old woman, was 
admitted to Hudson River State Hospital June 20, 
1946, because of gradual mental deterioration. One 
brother was of worrisome disposition; otherwise 
there was no indication of mental disease in the 
family and collaterals. She made poor progress in” 
school, stayed home all her life, had no social con- 
tacts, and never was engaged in any gainful oc- 
cupation. At the age of 32 following the death of 
her father she began to complain of headaches and 
was losing weight. After the age of 42 she became 
reticent, forgetful, and gradually lost interest in her 
surroundings. She sang ditties with much repetition. 
Her legs became weak and she had to be cared for 
in bed, Six months prior to hospitalization she 
became totally disoriented and sang in a loud voice, 
repeating the same song over and over again, She 
finally was unable to grasp simple questions. How- 
ever, 2 weeks prior to admission she spontaneously 
complained of headaches, became quite disturbed, 
and threw objects about the house. As she could no 
longer be cared for in the home she was hospital- 
ized. On admission she was very childish, silly, 
and totally disoriented, She perseverated and dis- 
played a tendency to echolalia. She obeyed simple 
commands, such as showing her tongue. She was 
unable to name objects. During the first 2 weeks 
she was quite noisy; she sang, laughed, and gen- 
erally appeared to be euphoric. She was incontinent, 
could not feed herself, and had to be spoon fed. 
She was childish in her manner. She would spon- _ 
taneously declare, addressing the examiner, “I like 
you.” Other times she would exclaim, “Mommy, 
mommy, I’m a good girl.” No coherent or relevant 
reply could be obtained from her. She frequently 
referred to herself as the “nice little girl.” 

She was 4 ft. 5 in. tall and weighed 79 pounds. 
Her gait was spastic paretic and the associate move- 
ments in both arms were suppressed. All deep re- 
flexes were exaggerated to the point of clonus. 
Abdominal reflexes were absent, Babinski sign was 
positive bilaterally and so were all the confirma- 
tories. Because of her mental condition, the sensory 
findings could not be determined. The cranial 
nerves showed no involyement. B. P. was 110/84. 
X-ray of the skull showed thickening of the internal 
table’of the frontal bone with marked hyperostosis. 
Red blood cells: 3,248,000. Hemoglobin: 49%, color 
index: 0.76, white blood cells: 6,650, poly-morpho- 


` nuclears: 56%, large mononuclears: 4%, Lympho- 


cytes: 4%. Blood sugar 91 mlg. per 100 cc., blood 
calcium 30 mlg. per 100 cc., cholesterol: 145 mig. 
per 100 cc., urea nitrogen 15.9, creatinin 1.0. Blood 
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and spinal fluid Wassermann negative. There were 
two mononuclear cells: protein 31 mlg. per 100 ml. 
The colloidal gold curve consisted of zeros. Basal 
metabolism rating o. 

Patient gradually developed signs of cardiac de- 
compensation and died December 15, 1947, of car- 
diac failure. Post-mortem studies could not be made 
owing to objection of relatives. 


Case 2—B. C., a 55-year-old woman, was ad- 
mitted January 21, 1947, because of a long-standing 
psychotic condition for which she could no longer 
be cared for at home. Her sister had a psychosis 
and was treated in a state hospital. Patient was 
born in the United States. Her mother died shortly 
afterwards and patient was then reared by a great 
aunt. Her childhood was unhappy. She was fre- 
quently whipped for mild misdeeds and was gen- 
erally neglected. She completed eighth grade in 
school and then went to work as a telephone op- 
erator. At the age of 19 she contracted syphilis and 
received intensive treatment. A year later she had a 
hysterectomy, bilateral salpingo-oophorectomy, and 
an appendectomy. At the age of 22 a change in her 
Personality was noted. She became reckless in her 
expenditures and domineering in her manner. She 
was noted as being flighty in her conversation. She 
was sent to the Neuropsychiatric Institute at Ann 


Arbor and shortly afterward was transferred to. 


Pontiac State Hospital, from which she was dis- 
charged 6 months later with the diagnosis of manic- 
depressive psychosis. During the next few years 
she was seen on 3 occasions at the Receiving Hos- 
pital in Detroit and it was the impression of the 
\staff of that institution that the patient was a 
hebephrenic præcox. On July 29, 1038, at the age of 
46, she was committed to Ypsilanti State Hospital, 
At that time she was confused, talkative, irritable, 
and distractable. She remained in this state until 
early in 1940 when she improved, only to relapse 
after a short while, this time becoming quite de- 
lusional. She complained of being “doped.” How- 
ever, she again improved and was released July 28, 
1943. She worked as a domestic 3 months and then 
declared that she was incapable of carrying on with 
‘her duties. Nevertheless she remained outside of the 
hospital until 1946, when she was picked up ina 
confused condition by the police in a New York 
upstate city. On admission to Hudson River State 
Hospital she was disoriented and very incoherent. 
Emotionally she was silly, spoke of her “Arab” 
husband, used extremely obscene and profane lan- 
guage, and was belligerent, 
She was 5 ft, 6 in. tall, 


Per 100 cc. Phosphorous: 6.0 mlg. per 100 cc. Blood 
sugar: 135 mlg, per 100 cc. Blood, cholesterol : 140 
ml. per 100 cc. 
uric acid: 4.1. 
normal. Basal 
blood sugar : 135 mlg. per 100 cc., first specimen fol- 
lowing glucose 247 mig. per 100 cc., second specimen 
273 mlg. per 100 cc. Urine glucose showed a dia- 
betic curve. 
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Case 3.—F, M., a 70-year-old woman, was ad- 
mitted July 7, 1047, with a history of acting child. 
ishly for many years. She was born in Ireland. 
Relatively little data were available concerning her 
early life. She was married and widowed many 
years ago. She had no children. She used to spend 
her time sitting on her porch and pounding nails 
for long periods and generally behaving in a rather 
bizarre manner. On admission she complained of 
severe headaches and noises in her ears, She ad- 
mitted difficulties with her neighbors and reported 
that she hit one in self-defense. She was totally 
disoriented in all spheres and emotionally quite 
unstable. Following admission she has been noted 
as being at times restless, crying, and appearing 
depressed, other times rather jolly and facetious, 
On occasion she had unmotivated outbursts of 
laughter, She remained confused. 

She was 5 ft. 2 in. in height, weight 184 pounds. 
B. P. 162/90. Hearing was impaired. There was 
a systolic murmur in the aortic area and heart was 
slightly enlarged to the left. She had no neuro- 
logical signs. X-ray of the skull showed hyper- 
ostosis of the frontal internal table of unusual 
degree. Blood sugar: 260 mlg. per 100 cc., blood 
chloride: 890 mlg. per 100 cc., creatinine 1.6, cho- 
lesterol : 242, calcium : 13.2, phosphorous: 5.1. Urine 
sugar: .85%, second test: 1.2%, third test: 2%. 
Blood and spinal fluid findings were normal. Basal 
metabolism: + 13. 


Case 4.—T. D., a 59-year-old woman, was ad- 
mitted November 24, 1947, with a negative family 
history and an uneventful early personal history. 
She was born in New York City; after graduation 
she became a milliner and also worked as a sales- 
clerk. Married at the age of 33 and had 2 children. 
Married life was happy. At the age of 39 had a 
cyst removed from her right breast and at the age 
of 57 the same breast was removed as it became 
cancerous. Menopause began at the age of 54. Pa- 
tient took an occasional drink, used no drugs, and 
did not smoke. She was said to be very friendly and 
neighborly ; liked swimming, movies, and sewing; 
had many friends. Following the death of her hus- 
band in 1942 when patient was 54 years old she 
began to neglect herself and her housework. Her 

sson was at that time in service and she would ad- 
dress letters to herself and put his name in the up- 
per left-hand corner. She seemed to have realized at 
that time that she was ill and agreed to be taken to 
the Medical Presbyterian Center in New York City 
in 1944. There she was given electroshock treatment 
and was sent home somewhat improved. Following @ 
mastectomy in 1947 patient became mute, refused to 
do anything, couldn’t recall the names of her friends, 
and generally appeared to be confused. Since thet 
her condition, especially her memory, has gradually 
become worse, necessitating hospitalization to Hud- 
son River State Hospital. At that time she was 
restless, uncooperative, and negativistic. She cried 
profusely. She gave her name correctly but was 
unable to give any other information concerning 
herself. Later she was noted as being restless an 
uncooperative, requiring sedatives for sleeping. She 
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showed no spontaneity, was incoherent in her stream 
of mental activity, and showed paucity of ideas. 
She expressed no delusions and did not react to 
hallucinations. She was emotionally silly. Her 
memory was very poor. She was disoriented. 

Her weight was 101 pounds, height 5 ft, 2 in. 
B. P. 150/90. Except for slight tremor of head and 
fingers, she showed no positive neurological find- 
ings. X-ray of the skull revealed an area of cal- 
cification within the vault in the mid-parietal region 
and thickening of the internal table of the frontal 
bone. Blood calcium: 11.5 mgs. Serum inorganic 
phosphorous: 3.4 mg. Blood and spinal fluid Was- 
sermann: negative. Colloidal gold test: 2, 3, 4, 5, 5, 
5, 6, 6, 3.5, 2. Protein content: 42 mlg. per 100 ml. 
Basal metabolism: + 24. Fasting blood sugar: 93 
mgs., 30 min; after rst glucose 130 mgs.; I hour 
later: 109 mgs. Urine: negative for sugar at the 
same intervals. Creatinin: 1.1 mgs.; urea nitrogen: 
12 mgs.; cholesterol: 22 mgs; urea: 24 mgs.; sed. 
rate: 7 mm in 60 min, Red blood cells: 5,084,000; 
white blood cells: 8.200; hemoglobin: 102% ; color 
index: 1; polys: 38%; lymph: 60%; bands: 2% ; 
basal metabolism: + 24. 


Case 5.—G. V. L., a 66-year-old woman, was 
admitted to Hudson River State Hospital June 18, 
1948. She came from English Congregational stock. 
A paternal first cousin had a “neryous breakdown.” 
The patient was born in Boston. Little was known 
of her infancy or childhood except that she grew up 
in pleasant, friendly middle-class surroundings in 
Cambridge. She received public grammar and high 
school education, Thereafter she studied art for 
4 years. Met her husband when he was a student at 
Harvard Law School and married when she was 30 
years old. Patient had few illnesses including 
bronchitis and influenza in 1918. She fell on the 
floor in 1943 fracturing her patella. She was said 
to be friendly, gentle, and placid with interests in 
painting. Has always been a gracious hostess. In 
1939 patient had a sudden attack of anxiety while 
alone in a museum feeling she would lose her speech. 
She recovered rapidly from that attack. In 1043 
two months after she accidentally fractured her 
patella, she became depressed and agitated. She was 
given s electroshock treatments and improved. She 
maintained this improvement until April 1946 when 
she became disturbed again. Following another 
course of shock treatment she improved. In the fall 
and winter of 1946-1047 she had a period of over- 
activity but gradually she became depressed. She 
complained about the radio, was undecisive of 
trivial matters, and refused to leave her home. She 
was first taken to New York Hospital, Westchester 
Division January 13, 1948, where she was agitated, 
depressed, frequently requiring tube feeding. She 
was then sent to the Hudson River State Hospital, 
where she was frequently agitated. She was dis- 
oriented and generally showed signs of intellectual 
impairment. She was passively resistive and gener- 
ally uncooperative. A 

Her weight was 140 lbs. ; height, 5 ft, 5 in, blood 
pressure 150/90. Heart sounds were indistinct; had 
slight cyanosis of finger nails. X-ray of the skull 


revealed evidence of thickening of the inner table 
of the vault of the skull in the frontal region.. La- 
teral view of the dorsal spine revealed moderate 
kyphosis. Red blood cells: 5,962,000; white blood 
cells: 12,500; color index: .91 ; polymorphonuclears : 
57%; large mononuclears: 4%; lymphocytes: 
28% ; eosinophiles: 1%; blood calcium: 11 mgs. 
Blood phosphorous: 3.3 mgs. Cholesterol: 318 mgs, 
Blood sugar: 97 mgs. Creatinin: 1.6 mgs. Urea 
nitrogen: 10.0. Nonprotein nitrogen: 35 mgs. Sugar 
tolerance: 77 mgs. fasting; half hour after glucose: 
131 mgs.; one hour later: 180 mgs. (mild diabetic 
curve). Urine: faint trace of albumen. Blood Was- 
sermamn: negative. Spinal fluid Wassermann : nega- 
tive. Cells o, Colloidal reaction: 1.1, 1.5, 2.5, 3, 3, 
3, 2.5, 2.5, 1.5. Protein 47 mg. per 100 ml. 


Case 6.—A. B., a 62-year-old woman, was ad- 
mitted October 10, 1948, with a history of depres- 
sion, agitation, excitement, and self-depreciatory 
delusions during the preceding 3 months. Her 
parents both died at quite advanced ages, tor and 
96. Otherwise there were no unusual traits in 
members of the family or in collaterals. 

A. B. was born in New York City. Her early 
life was uneventful. She married but marital rela- 
tions were not very congenial. When her husband 
died (at unstated time) patient went to work as a 
laundress, which occupation she kept up until 
shortly prior to her hospitalization in 1948. There 
was little information available concerning her 
personality traits except that she was “a home girl.” 

She became progressively depressed from June 
1948, also somewhat disoriented. At times she was 
overactive and occasionally expressed self-depre- 
ciatory ideas. 

On admission to hospital she appeared down- 
hearted. She gave the information that she was 
operated for uterine tumor many years ago and that 
her menses ceased then, She said she worried over 
the fact that she had no home, felt sometimes as 
though she was being punished for some unknown 
reason, Admitted occasional headache and dizzi- 
ness. She could not give the name of the hospital, 
thought it was in Massachusetts. During subsequent 
residence in the hospital she became rather agitated 
and restless. She complained of poor memory and 
confusion. She felt that something happened to her 
but could not explain what. Her weight was 130 
pounds; height: 5 ft, 4 in. Blood pressure 140/80. 
Blood calcium: 11.1 mgs. Blood phosphorous: 4.4 
mgs. Blood cholesterol: 196 mgs. Blood count nor- 
mal. Sedimentation rate: 1 mm. in 10 minutes, 2 
mm. in 20 minutes, and 8 mm. in 60 minutes. Blood 
and spinal fluid negative. Fasting blood sugar: 82 
mgs., 2nd specimen: 185 mgs., 3rd: 182 mgs. (mild 
diabetes). Urea nitrogen: 10.0 mgs. Nonprotein 
nitrogen: 30 mgs. Creatinin: 1.8 mgs. Basal 
metabolism: + 8. X-ray of the internal table of the 
frontal bone showed pronounced evidence of hyper- 
ostosis, There was also calcification of the falx and 
irregular calcification overlying the right frontal 
area, which was suspected to be calcification in the 
coracoid. There was a suggestion of thickening of 
the internal table of both parietal bones, 
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Case 7.—M. Mc. G., a 62-year-old woman, was 
admitted August 18, 1949. Her family history was 
negative. She was born in Albany, N. Y. Her 
early life was unknown. She never had any occupa- 
tion. She was married at an unknown age and 
married life was supposed to have been congenial. 
She was said to have a happy disposition and was 
a good housekeeper, At about the age of 56 she 
began to have periods of irritability and depression. 
She brooded over the death of her 7-year-old son 
years ago. She lost interest in things, became con- 
fused, and was finally sent to this hospital. On 
admission she was resistive and uncooperative. She 
showed a marked perseveration in speech and was 
disoriented. She was 5 ft, 4 in. tall and weighed 
165 lbs. She had a soft systolic mitral murmur. 
B. P. was 110/70 and vessels were elastic. She 
showed no abnormal neurological signs. Roentgen- 
ologic examination of the skull revealed exostosis 
of the internal table ofthe frontal bone. Blood 
Wassermann was negative. Blood calcium: 11.55 
mgs. ; serum inorganic phosphorous : 3.83 mgs. ; cho- 
lesterol: 275 mgs.; creatinin: 0.882 mgs.; urea 
nitrogen : 9.8 mgs.; fasting blood sugar: 97.2 mgs.; 
30-minute specimen: 164.6 mgs.; hour specimen: 
167.4 mgs.; sugar tolerance test: mild diabetes ; 
blood count: normal, , 

During hospital residence she continued to be 
irritable and resistive. She displayed extreme 
Poverty of ideation. She was irrelevant in her 
replies and as a rule repeated questions or her own 
statements. She showed disorientation in all spheres. 
Emotionally she was at times somewhat flippant 
and almost euphoric. 


Case 8—M. D., a 56-year-old woman, was ad- 
mitted July 26, 1950. Her family history was essen- 
tially negative. She was born in Albany, N. Y. 
She had an uneventful infancy and childhood. She 
finished one year of high school at the age of 17. 
She then entered a convent. However, less than a 
year later she left the convent and shortly afterward 
married. She had one child, a boy, to whom she 
was greatly attached. She divorced her husband 
because of his supposed unfaithfulness. It is un- 
Known when the divorce took place. Following this 
she took care of her son and lived by herself for a 
number of years, At the age of 50 she remarried. 
Her second husband objected to what he considered 
unnecessary worries about her son, whom she has 
spoiled a great deal. This led to some dissentions 
between her and her husband, She had no serious 

lesses except that at the age of 39 she underwent 
a curettage for endocervicitis, A year later she 
accidentally sustained a fracture of a nasal bone and 
a sprained ankle. Her husband described her as a 
happy sort of a woman, She liked to go out socially 
and to dance. She also liked to cook, sew, and keep 
house. However, he thought that she was inclined 
to be rather extravagant in her purchases of un- 
hecessary trinkets and gifts. In 1950 she began to 
complain „of “aches and pains everywhere.” She 
became more lavish in her purchases. She also be- 
came suspicious of people, claiming that they were 
talking about her. She then took a strong dislike 
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to her husband and she refused to do anything in 
her home. He, therefore, took her to the psychiatric — , 
department, Albany Hospital, on July 2, 1950, There 
she expressed the same delusional ideas. She was 
given psychotherapy and was released 2 weeks later, 
As she continued to be delusional her husband took 
her again to the same hospital July 16. At that time 
she was overactive, elated, and talkative. She had 
violent emotional outbursts. She spoke of seeing 
people in the air. She was transferred to Hudson’ 
River State Hospital 10 days later. At that time 
she was very talkative, circumstantial, and inco- 
herent. She admitted spending money on gifts but 
maintained that these gifts were necessary. She 
admitted hearing voices, chiefly that of her mother, 
A short while after admission to the hospital she 
spoke of hearing “whisperings.” She heard voices 
whisper “Oh, poor Mrs. D.” She also showed evi- 
dence of intellectual impairment. She was unable to 
give the name of the hospital and could not tell how | 
long she had been in the hospital. As time went on 
her productions became more incoherent, her emo- 
tional reaction inappropriate, and her memory more 
impaired. Because of this rather unusual mental 
picture of impairment, especially in the absence of 
any local signs, an x-ray of the skull was taken 
that showed definite evidence of exostosis of the 
internal table of the frontal bone. 

She is 5 ft, 1 in. tall and weighs 111 pounds, She 
shows no abnormal neurological signs. Blood pres- 
sure: 138/84. Blood calcium: 10.5 mgs. Serum 
Phosphorous: 3.44 mgs.; cholesterol: 180 mgs. 
Creatinin: 1.2 mg. Urea nitrogen: 10.4 mg. Fasting 
blood sugar: 94.5 mgs. First-hour specimen: 167.4 
mgs. Second-hour specimen: 124.2 mgs. Eryths: 
4,640,000 ; leuc.: 6,500; polys: 44% ; lymph.: 50%; 
eos. : 2%. 


Case 9.—H. T., a 60-year-old woman, was ad- 
mitted May 14, 1951. Family history of mental and 
nervous disorders was denied. She is of French and 
English descent. Her infancy and childhood were 
apparently uneventful. She had a high school edu- 
cation. Her activities after completion of school 
are not known. She married at the age of 32, and 
had 2 children. The marriage was happy, and she 
was a good mother. Her husband died of cancer in 
1935. She was in an automobile accident at the age 
of about 40, details not known. At the age of 50 
she slipped on an icy step and fell injuring her 
spine. She had been complaining of pain in the 
back ever since. She also complained for a number 
of years of “a nervous stomach.” As her husband 
left her penniless when he died, patient went to 
work in a shirt factory. She often assumed i 
Problems of her children and worried a great deal 
about them. She was high-strung and nervous, 
During the last 4 years she has been complaining © 
feeling tired. She could not sleep well and was 
greatly annoyed by the traffic noises. In April she 
had a dizzy spell while at work and was forced to 
go home. She remained in bed for a week. Since 
then she has had many colds and has been complain- 
ing constantly of various pains. She attempted to 80 
back to work but was physically unable. She 
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3 or 4 dizzy spells during the last year. At times she 
regurgitated food and was nauseated. Sometimes 
she would cease to talk for a while. She became 
forgetful. i 

On admission to hospital she appeared confused. 
She wandered around the room. She said that she 
couldn’t sleep, complained people were against her 
and men were talking about her because they were 
acting in a peculiar manner. She claimed that the 
trouble started about 4 years before. She was afraid 
someone might harm her. She realized that her 
memory was poor. She was partially: disoriented. 
About 3 days after admission she became negativis- 
tic and evasive when she was questioned. Her re- 
plies were meagre and at times irrelevant. There 
was also a tendency to confabulation. She was 
poorly oriented and showed mental tension defect. 

She was 5 feet, 2 in. tall, weight: 106 pounds. 
B. P. 140/110. She showed no positive neuro- 
logical signs. The roentgenological examination 
revealed thickening of the internal table of the 


show some departure from normal but not 
as outspoken as reported by others. Blood 
calcium was found to be increased in only 
Case 1 who had 30 mgs. per 100 cc. Cases 2 
and 3 showed an increase to 13.0 mgs, and 
13.2 mgs., which cannot be considered as 
excessive, while the other 6 cases showed a 
calcium concentration from 11.5 to 10.5 mgs. 
The inorganic phosphorous content was nor- 
mal with the possible exception of the 2d and 
3d cases, who had 6.0 mgs. and 55.1 mgs. 
respectively. The blood cholesterol was some- 
what raised in the 3d, 4th, and 7th cases and 
quite high in the 5th case amounting to 318 
mgs. The fasting sugar was high in the 2d 
and 3d cases. The sugar tolerance test 
showed a diabetic curve in these 2 cases and 


TABLE 1 
LABORATORY FINDINGS 
i k - Bas. Sug. 
wer Weight Blog ee mt ha pis rat Chol. mat tales 
110/84 or 30.0 va 15.9 1.0 145 o tees 
150/90 135 13.0 6.0 10.1 2.0 140 —8 Diab. 
162/90 260 13.2 5.1 Re 16 242 +13 Diab. 
150/90 93 IL5 3.4 12.0 LI 220 +24 Norm. 
150/90 97 ILO 33 10.0 1.6 318 ahi Mild 
Diab. 
RAB A NOAA 130 140/80 82 ILI 44 10.0 18 106 +8 con 
iab. 
kī II, 8 9.8 08 275 Mild 
T visieieelewnn 165 110/70 97 5 3. tla 
pasos oc: III 138/84 94 10.5 34 10.4 1.2 180 Norm. 
Olete 106 140/110 84 10.5 35 IL4 1.9 180 Brdl. 
frontal bone, Blood calcium: 10.5 mgs. Phos- mild diabetic curve in the 5th, 6th, and 7th 


phorous: 3.52 mgs. Cholesterol: 180 mgs. Creat- 
inin: 1.98 mgs. Urea nitrogen: 11.4 mgs. Fasting 
blood sugar: 84.8 mgs. Hemoglobin: 14 mgs. 
—91%. Erythrocites: 4,524,000; color index: 1.0; 
white blood cells: 9,400; poly’s 75%; lymphs: 
20% ; bands: 4%. Basal metabolism rate. — 2h. 
Fasting sugar: 102.8 milg.; one-hour specimen: 
161.2 mlg.; 2-hour specimen; 158.6 mig. r 

While in hospital she became elated and silly; 
her intellectual deterioration became more pro- 
nounced. 


DISCUSSION 


Considerable significance was ascribed by 
various workers to certain laboratory find- 
ings in cases with exostosis frontalis interna. 
Blood calcium and blood phosphorous con- 
centration were held to be increased. Other 
changes were seen in the cholesterol content 
and in the blood sugar 


laboratory findings in our 9 cases (Table 1) 


concentration. The. 


cases. Basal metabolism rating was done in 
5 cases, one of which showed a rather high 
rating of plus 24 while the other 4 had 
ratings within normal limits. 

Many of the authors refer to obesity as 
one of the most frequent symptoms in these 
cases and it is looked upon as an indication 
of an endocrine abnormality. Among our 9 
cases one could be considered as obese with a 
weight of 184 Ibs. Two weighed 164 and 165 
pounds respectively, which cannot be consid- 
ered too high. These 3 cases and none of the 
others showed ‘any definite endocrine signs. 
As to the neurological findings, only the first 
patient showed very definite evidence of in- 
volvement of the central nervous system, ` 
while the others showed no positive findings. 

Stress was laid in the early reports on the 
fact that this syndrome occurs more fre- 
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quently among women. This point seems to 
be borne out by our own 9 cases. Neverthe- 
less, Prescott pointed out that a more routine 
x-ray examination of hospital patients re- 
veals the fact that the male sex is the subject 
of this disorder just as frequently as women 
are, 

Our group is relatively small to permit a 
comprehensive discussion of the relationship 
between the frontal bone changes and the ac- 
companying psychoses. By necessity, there- 
fore, only theories of speculative nature can 
be offered, 

There is the possibility that the pathologic 
environment of the brain and the possible en- 
docrine disturbances produce alteration in the 
individual as a whole and so activate the pre- 
existing abnormal elements in the personality 
ultimately releasing the psychosis. In favor 
of such a view can be invoked the fact that 
this syndrome was seen by several observers 
in various ‘types of psychoses including 
schizophrenia, manic-depressive psychosis, 
involutional psychosis, and epilepsy. In our 
own material Case 2 started with what 
seemed to be a manic-depressive type of psy- 
chosis at the age of 22; the 5th case had an 
episode of anxiety at the age of 48 and at 
the age of 52 a deep depression ; the 6th case 
started with an agitated depression; the 8th 
showed for a while a mixture of schizo- 
phrenic, manic-depressive, and psychoneu- 
Totic elements, and the oth case expressed 
neurotic complaints for several years before 
she began to show evidence of intellectual 
deterioration, 

A second possibility is that the psychosis 
could be the result of interference with the 
function of the brain by direct action of the 
structural bone changes, as it was observed 
in the first case, which showed definite neu- 
rologic signs, 

A third possibility is that both the psy- 
chosis and the bony changes are the result 
of some common unknown cause. In favor 
of such a possibility is the fact that 5 of our 
cases, which started with various functional 
types of psychosis, finally changed into or- 
ganic reactions while the other 4 cases 
showed signs of organic mental deterioration 
practically from the beginning. This final 
organic mental deterioration in all instances 
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would suggest the possibility of such a com- 
mon cause, 


SUMMARY 


Frontal bone hyperostosis in psychoses 
was observed in 9 women. 
Certain laboratory changes, especially in 


blood cholesterol content and blood sugar 


tolerance, were noted. 

Obesity was not observed as a characteris- 
tic feature. 

Five cases began with functional types of 
psychosis, later showing evidence of organic 
mental deterioration, 

Four patients had organic mental reactions 
from the beginning, one showing pronounced 
neurologic signs, 


CONCLUSIONS 


The pathological environment of the brain 
and the possible endocrine disturbances may 
produce alterations in the individual as a 
whole and so activate pre-existing abnormal 
personality traits, 

The psychosis could be the result of inter- 
ference with the function of the brain by 
direct action of the structural bone changes. 

The psychosis and the frontal bone changes 
may be the result of a common unknown 
etiologic factor, 
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COMMENT 


BREVITY 


Brevity when overdone defeats the primary 
purposes of communication: truthfulness 
‘and comprehensibility. Witness the mislead- 
ing newspaper headline or the penny-wise 
and enigmatic telegram. Nonetheless, brevity 
like economy has considerable merits. To be 
brief as well as clear does not reduce what 
you have to say—it gives you the chance to 
Say more in the same space. Your readers 
want substance for the time they give you. 
In short, jewels. Multwm in parvo at first at- 
tracts and then satisfies. So some devices for 
saying briefly but exactly what you mean may 
deserve attention. 

Avoid long words whenever short words 
will serve us well or better. The word end 
saves 8 letters over the word termination, 
Has has a like advantage over possesses. An- 
ticipate means to take action in expectation of 
something: expect therefore saves 4 letters 
and says what most people think they mean 
when they magniloquently write anticipate. 

Write short sentences whenever you can. 
Tf you arrange your thoughts to follow each 
other logically then your sentences, though 
short, will hang together clearly. 

Though the poet, the essayist, or the novel- 
ist achieves his desired effect by using words 
having just the connotations he wishes, the 

Scientist uses words that denote precisely 
what he means. So, among other things, look 
out for any part of the verb to be. To be has 
six different connotations, That should put 
you on guard. Don’t write “the over-all na- 
ture of the movement of vehicles in the city 
of Detroit was found to be a source of an- 
noyance to the police.” Put a transitive verb 
in place of that word was and you will find 
yourself using 6 words, “traffic in Detroit 
annoyed the police,” thus saving 18 words 
with which to express some additional fact 
or idea. I have found that merely getting rid 
of any form of the verb to be in favor of a 
transitive verb usually saves about 16% of 
wordage, 

Since the verb to be appears in the passive 
voice of all verbs, e.g., “it was observed that,” 
I venture to say that the excessive imperson- 
ality of authors who use the passive continu- 
ously succeeds merely in forcing their read- 
ers’ attention to die a lingering death. Sup- 
pose A.B.C, and X.Y.Z. write a paper to- 
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gether. Why the agonized modesty of, “It was 
observed by one of us (X.Y.Z.) that...” 
when “X.Y.Z. noted that... .” says the 
same thing in one-third of the space? Often 
the sentences beginning with it and followed 


by the passive verb, e.g., “It was felt that” or 


“Tt was recognized that,” omit any mention 
of who did the feeling or the recognizing and 
thereby add an irritatingly irresponsible 
vagueness to stuff-shirted verbiage. 

Don’t make the neurotic assumption that 
since you can’t write easily and well, other 
people must just have a knack. Nor divorce 
Sweat to marry Envy. Professional writers 
find writing hard too, but they have no airy 
excuses such as “after all I’m not a writer— 
Tm a research man”: I would suppose the 
erasers of their pencils nearly always wear 
out long before the leads. Indeed, most suc- 
cess in writing a clear, truthful, and concise 
account of anything depends more on your 
ability to rewrite, condense, and tenaciously 
edit your own stuff —from the first through 
the fourth draft—than on what appears in 
first writing. A first draft that takes an hour 
to write may well take 4 to 12 hours of re- 
vision—preferably at well-spaced intervals. 

Nouns and verbs always provide the core 
of language: choose them carefully. ‘Every 
time you use nouns in the plural, e.g., “solu- 
tions,” ask yourself, “Do I mean all solu- 
tions? Or many? Or some? Or few? Or, 
as a matter of fact, just exactly how many? 
Beware of abstract and collective nouns. 
They frequently mean different things to dif- 
ferent readers: they denote no one thing be- 
cause they have too many connotations. They 
harbor vagueness. They encourage evasive- 
ness. They shelter irresponsibility. You can 
make effective use of one of the following ad- 
verbs before the verbs in scientific papers: 
always, often, sometimes, or never. Such 
Practice will sometimes improve your logic 
and reasoning, even before you reach the final 
draft. ; 

To achieve real excellence you will revise 
at least once and exclusively to eliminate use- 
lessly repetitious words and phrases, or evel 
sentences. “The vain repetitions that the 
heathen use” may occur near or far from the 
one necessary word or phrase. This common 
fault often shows itself only if you will r 
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aloud once or twice. Useless repetitions oc- 
cur almost inevitably unless you make a pre- 
liminary outline of the right sequence in 
which to present your statements even before 
starting the first draft. 

Above all else remember that easy writing 
usually makes damned hard reading. 


P. S. The above contains 800 words more 
or less. Six hours of work—about one hour 
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of thinking over, putting down and arranging 
rough notes, an hour for the first draft, and 
4 hours at rewriting and revision; rather 
easy writing and therefore I fear rather hard 
reading. By no means complete: only some 
suggestions that work well if put to work. 
And the verb to be used verbally only once— 
viz., “To be brief... . . vz 

Aran Grece, M. D. 


PALEOPHOBIA 


“ ‘History,’ Stephen said, ‘is a nightmare 
from which I am trying to awaken.’ ” 

Henry Ford doubtless agreed with these 
words of James Joyce. For him history was 
“bunk.” He was concerned with the present 
—his own monumental present—and so, un- 
mindful of the ill-starred Sicilian expedition 
and of a later nautical adventure by Philip 
the Second, he sailed his Peace Ship to Eu- 
rope to “get the boys out of the trenches be- 
fore Christmas” of 1914. 

But Henry Ford was not the cause of the 
current down-with-the-past movement; he 
was merely one of its symptoms. Already 
education was changing its colors. The clas- 
sics were being dropped from school curricula 
or accorded minor importance. The “dead” 
languages (as if languages that permanently 
assert themselves in the vast majority of our 
English words can be called dead) were re- 
placed by “living” ones, or better still by 
“practical” subjects, such as mechanics—the 
building and operating of machines which 
have transformed a civilization that showed 
some of the qualities of culture into an age of 
engines that obviously requires none. 

One of the most disturbing contemporary 
expressions of paleophobia is in “modern” 
art. Scoffers have hinted that psychiatry en- 
rolls more queer practitioners than any other 
discipline, but, if by their works we shall 
know them, we humbly submit that preemin- 
ence in this respect must be accorded to “mod- 
ern” art, at any rate to its avant-garde. i It 
may be difficult for the ordinary philistine 
who happens to like pictures and thinks that 
Italian renaissance canvasses have virtue to 
understand why certain products of the front 
line painters of today are found hanging in 
art galleries ; their manifestos seem to savor 
of the anarchic, to defy all logic and to ob- 
literate whatever authentic canons have been 
accepted in the past. 


The world has been treated to an egregious 
example of paleophobia (or is it the enmity 
of the inferior toward the superior?) on the 
walls of the General Assembly of the United 
Nations—the Leger murals, so aptly charac- 
terized by General Eisenhower's classic re- 
mark. Perhaps M. Leger’s credo may be dis- 
cerned from his statement some years back: 
“I deny absolutely the subject and perspec- 
tive. I introduce the object reacting on a 
plastic ensemble. . . . . Today a work of art 
must bear comparison with the manufactured 
object. The artistic picture is false and out of 
date... , etc.” To “deny absolutely” is 
not, it may be suggested, a logically defensible 
use of language. Furthermore, we are not 
told with what manufactured objects the 
amorphous aggregations of pigment in the 
UN murals bear comparison. 

In education “progressive” and permissive 
techniques have crowded out such old-fash- 
ioned ideas as discipline and order, and in our 
time the exercise of inhibitions that hitherto 
had been esteemed procedure in individual 
training tends toward obsolescence. Here is 
another manifestation of newness with im- 
plied or expressed disparagement of oldness, 
that does not seem to have contributed materi- 
ally to the improvement of society. 

But in science the gains of today have been 
made possible by the laborious steps of all the 
yesterdays; and in psychiatry as in all of 
medicine the history is a step-by-step process. 
We take note of the mistakes of the past, we 
profit by them, we do not ridicule them—in 


` pride “zu schauen wir vor uns ein weisser 


Mann gedacht, und wie wirs dann zuletzt so 
herrlich weit gebracht” The teachings of 
the past were not always wrong. Who will 
say that those of the present are always 
right? j 


NEWS AND NOTES 


Dr. Zi-soorc ReEcIPIENT or Isaac Ray 
Awarp.—At the annual meeting of The 
Ameriean Psychiatric Association in Los An- 
geles, Dr. Gregory Zilboorg received the As- 
sociation’s $1,000 Isaac Ray award, for his 

, professional contributions to the field of legal 
problems connected with mental disorders, 
Dr. Zilboorg will deliver six lectures on “The 
Psychology of the Criminal Act and Punish- 
ment” at Yale University on October 14, 21, 
and 28 and November 4, II, and 18, under 
the joint sponsorship of the Law School and 
the School of Medicine. The lectures will 
then be published by Harcourt, Brace & Co. 

Dr. Zilboorg is chairman of The Ameri- 
can Psychiatric Association’s committee on 
the history of psychiatry, clinical associate 

- professor of psychiatry at the New York 
Medical College, and associate clinical pro- 
fessor of the New York State University 
Medical School. He is also chairman of the 
section on historical and cultural medicine of 
the New York Academy of Medicine, and au- 
thor of several well-known works, including 
the oft-quoted History of Medical Psycho- 
logy. 

The Isaac Ray Award, commemorative of 
Dr. Isaac Ray, a founder and early President 
of The American Psychiatric Association, is 
given annually to a lawyer or psychiatrist 
with a view to furthering understanding be- 
tween the two professions in questions of fo- 
rensic psychiatry. 


McGur University DEPARTMENT OF 
PsycuiaTry.—On April 17, 1953, the de- 
partment of psychiatry of McGill University, 
along with the Allan Memorial Institute of 
Psychiatry, celebrated the tenth anniversary 
of its establishment. The program presented 
a distinguished array of speakers from the 
United States and other parts of Canada, and 
culminated in a dinner at which Dr, G. 
Lyman Duff, Dean of the F. aculty of Medi- 
cine of McGill University, Proposed a toast 
to the department of psychiatry. He pointed 
out the exceptional growth of the department 
in the fields of teaching, research, and clinical 
work ; research itself had reached such pro- 
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portions as to constitute a national a 
Canada. 


FUND For RESES 

PsycHiaTry.—The Social Research Fi 
tion has made a grant of approxima 
million dollars for psychiatric resea 
Yale University and requested the C 
tion of Yale University to establish the 
dations’ Fund for Research in Psyel 
The distribution of the fund will not 
fined to Yale. 

The new foundation will be admini 
by a scientific board of directors, no 
than 2 of whom may be from one insti tu 
The directors appointed by the Yale Corpor: 
tion are as follows: Fredrick C. Redlich, 
D., professor of psychiatry, Yale Univer 
School of Medicine, chairman; Charles 
Aring, M. D., professor of neurology, 
cinnati College of Medicine; John D. Bet 
min, M. D., research psychiatrist, Child 
search Council, University of Col 
Vernon W. Lippard, dean, Yale Univer: 
School of Medicine; David Shakow, Ph, 
professor of psychology, University of | 
nois College of Medicine ; George W. Th 
M. D., professor of medicine, Harvard Mi 
cal School; and John C. Whitehorn, M. 
professor of psychiatry, Johns Hopkins 
versity. 

After the first-term appointment (2 
years) directors will be elected by the 
for a term of 3 years but may not be 
elected within less than one year. x 

At its initial meeting held in New Have 
on March 27 and 28, the Board of Di 
discussed organization and general po 
questions. It expressed interest in the 
ing and support of competent investigato 
in the development of appropriate resea 
methods, in encouraging the pursuit of § 
nificant problems, and in the advancement 
the basic behavioral and biological scien 
related to psychiatry. The Board invi 
communication of ideas from inter 
sources but will not be ready to make deci 
ions on grants for at least six months. ; 

Dr. Sibylle Escalona, research psycho 


a 
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gist in the Child Study Center of Yale Uni- 
versity, was appointed Executive Officer of 
the Foundation, whose temporary address is 
333 Cedar St., New Haven 11, Conn. 


News FRoM HoLLAND.—From Professor 
Dr. L. van der Horst of Amsterdam comes 
the following summary of developments in 
Holland : 

The Dutch Association of Psychiatry and 
Neurology has formed a section on neuro- 
pathology, which includes pathological anat- 
omy and histopathology of the nervous sys- 
tem. There is, in Holland, a growing interest 
in psychosomatic medicine. In addition to the 
team that started in Amsterdam with the help 
of the Rockefeller Foundation, there are now 
functioning psychosomatic teams in Nijme- 
gen under Professor Prick and in Leiden 
under Professor Carp. There has been a sec- 
ond printing of the book, “Anthropological 
Psychiatry,” by van der Horst and co-work- 
ers, indicating that in Holland interest has 
shifted from clinical psychiatry and the sub- 
ject has become multi-dimensional, whereas 
the application of psychoanalysis and exis- 
tential analysis has tended to be restricted to 
problems of diagnosis and treatment. The 
Dutch psychiatrists are planning to organize 
a postgraduate course this year for specialists 
and physicians in order to keep them in- 
formed of the new ideas in psychiatry. 


Psycutatry IN BraziL.—From Professor 
A. C. Pacheco E. Silva comes the following 
report: 

Psychiatry in many ways has received a 
great impulse in Brazil during the last few 
years. The National Department for Mental 
Diseases, under the direction of Professor 
Adauto Botelho, has constructed a large num- 
ber of psychiatric hospitals in the less devel- 
oped states of the country. In the medical 
schools of the 2 largest universities the teach- 
ing of clinical psychiatry has been reorgan- 
ized into a 2-year course. Psychosomatic 
medicine is included. At the Faculty of Medi- 
cine of Sao Paulo a new psychiatric clinic 
(capacity 200 patients) is nearing comple- 
tion. Planned and directed by Professor 
Pacheco E. Silva, the clinic will serve for 
psychiatric teaching and research purposes as 
well. 


NEWS AND NOTES 
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MentaL HycieNne IN Peru.—The Pe- 
ruvian Government has established a Mental 
Hygiene Department, in order to concentrate 
under the Ministry of Public Health all work 
pertaining to prevention and treatment of 
mental disorders. Dr. Baltazar Caravedo, Jr., 
has been appointed chief of the new depart- 
ment, which will initiate research activities in 
the field of mental health. A Mental Hygiene 
Institute is to be established, to serve as a 
psychiatric hospital for the city of Lima and 
as a research center, as well as a center for 
the training of neuropsychiatric personnel. 
Dr. Caravedo will welcome bulletins, reprints, 
and other publications of mental health de- 
partments in the United States and Canada. 


CONGRÈS pes MEDECINS ALIENISTES ET 
NEUROLOGISTES DE FRANCE ET DES PAYS DE 
LANGUE FRANCAISE.—This Congress will 
hold its 5rst meeting at Pau, July 20-26, 
1953. Dr. Montassut of Villejuif will speak 
on psychiatry and psychosomatic medicine ; 
Professor Paillas of Marseille on neuro- 
surgical epilepsies ; and Dr. Deniker of Paris 
on laboratory tests in forensic psychiatry. 
The program will include visits to local psy- 
chiatric hospitals. An excursion into the Bas- 
que country and Spain is being arranged. 


PROCEEDINGS oF SECOND RESEARCH CON- 
FERENCE ON PsycHosurcERY.—Publication 
of these Proceedings is announced by the 
National Institute of Mental Health ; they are 
available from the Superintendent of Docu- 
ments, U. S. Government Printing Office, 
Washington 25, D. C., ata price of 75 cents 
per copy. The Second Research Conference 
met in June 1950, under the chairmanship of 
Dr. Fred Mettler of Columbia University, to 
discuss evaluation of change in patients after 
psychosurgery. Dr. Winfred Overholser ed- 
ited the Proceedings. 


Cauornta Sexuat Deviation RE- 
SEARCH.—A third annual report of the find- 
ings of the California survey research on sex 
crimes and delinquencies has been prepared, 
dated January 1953, printed by the Assembly 
of the State of California. The report in- 
cludes a review of the scientific literature on 
sexual deviation, a dissertation on methods in 


sexual research, papers on the psychophysio- 
logic study of sex deviates, a survey of sex 
crimes in California, including those against 
children. Dr. Karl M. Bowman contributes 
the introduction and conclusions, in which he 
stresses the need for long-term studies. 


) 


New York STATE DEPARTMENT oF MEN- 
TAL HYGIENE.—Dr. Newton Bigelow, Com- 
missioner of Mental Hygiene, has announced 
the appointment of Dr. Richard V. Foster as 
assistant commissioner. Dr. Foster has been 
in the New York state service for 20 years, 
having been a member of the staffs of Rock- 
land, Pilgrim, and Central Islip State Hos- 
pitals and director since July 1951 of Go- 
wanda State Homeopathic Hospital. He is a 
diplomate of the American Board of Medical 
Examiners and holds certificates in both neu- 
tology and psychiatry from the American 
Board of Psychiatry and Neurology. 


SECOND ANNUAL A.rrep KORZYBSKI 
MemoraL Lecrure.—Sponsored by the 
Institute of General Semantics, Lakeville, 
Conn., the second annual Alfred Korzybski 
Memorial Lecture was presented April 24, 
1953, in New York City. The speaker was 
F. J. Roethlisberger, Professor of Human 
Relations, Harvard University, and his sub- 

_ ject was “Human Relations in Industry: A 
Problem of Communication,” 


Hesrew MEDICAL JourNAL.—The Silver 
Jubilee Edition of the Hebrew Medical Jour- 
nal, Harofé Haivri, has been received, Es- 

_ tablished in 1927, this journal has helped to 
adapt the ancient Hebrew language to the 
` needs of modern science, including medicine, 
and has taken a leading role in the creation of 
a medical terminology and literature in He- 
brew. The table of contents for the 25 years 
of publication indicates a wide range of ar- 
ticles, concerned with general medicine, his- 


torical medicine, public health, biography, Ț 


problems of terminology, and folklore medi- 
cine. Dr. Moses Einhorn is editor of the 
Journal, and the office of publication is 983 


Park Ave., New York 28. 


New York Neuro-Psycuiatric CEN- 
~TER.—This Center celebrated on April 6, 
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1953, its third anniversary, having 
tablished in 1950 by Dr. William D. 
wood, professor and chairman of the 
ment of neurology and psychiatry at 
lumbia Post-Graduate Medical Scho 
Hospital; Dr, Carl Fulton Sulzberger, 
of clinic ; and Dr. John B. Scanland, 

attending psychiatrist. The staff now 
prises 20 psychiatrists, one psychologist a 

assistant, and 2 psychiatric social work \ 


AMERICAN NEUROLOGICAL 
TION.—The 78th annual meeting of 
American Neurological Association will 
place June 15-17, 1953, at the Hotel 
idge, Atlantic City, N. J. Officers of the 
sociation are as follows: president, Dr. 
H. Reese; president-elect, Dr, Roland 
Mackay ; first vice-president, Dr. Thomas 
Davis ; second vice-president, Dr. James 
White ; secretary-treasurer, Dr. H. Hou! 
Merritt; assistant secretary, Dr. Cha 
Rupp. Councillors are Drs. George Wil 
Stanley Cobb, Henry W. Woltman, Wil 
Penfield, S. Bernard Wortis, Charles D. 
ing, and Francis L. McNaughton. ; 


EvectrosHock | RESEARCH Asso 
TION.—The ninth annual meeting of this 
sociation took place on May 3, 1953, at 
Mayfair Hotel, Los Angeles, Calif. The fi 
day meeting consisted of scientific papers 
the various aspects of electroshock tht 
Dr. Philip B. Reed delivered the President 
Address, p 


Mw-Continent PSYCHIATRIC Asso 
TION.—This Association, which is the offi 
district branch society of the American P. 
chiatric Association for the states of Arkani 
sas, Kansas, Missouri, and Oklahoma, held 
annual meeting March 28 and 29, 1953, 
Kansas City, Missouri. The program 
cluded scientific papers by members 
guests from Quebec, New York, Texas, aii 
Virginia. Officers of the Association are 
follows: president, Dr. Ewin S. Chappell 
president-elect, Dr. Charles F. Oberma 
secretary-treasurer, Dr. Paul Hines. Dr. 
Wilse Robinson, Jr., is editor of the Bulle 
and the following are councillors: D 
Robert G. Carnahan, William F. Roth, Jt 
Robert M. Bell, and Thomas R. Turner. - 


= 
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PSYCHIATRIC PROGRESS IN CALIFORNIA.— 
Referring to Dr. Thompson’s review in the 
April 1953 Journat, Dr. Milton L. Miller, 
president of the Institute for Psychoanalytic 
Medicine of Southern California, Beverly 
Hills, writes: 


In discussing the psychiatric and psychoanalytic 
organizations in southern California, Dr. Thompson 
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omitted mentioning the Institute for Psychoanalytic 
Medicine of Southern California. This Institute is 
one of the 14 recognized affiliated Institutes of the 
American Psychoanalytic Association. At present, 
56 psychiatrists are in analytic training. Its members 
and candidates actively participate in the teaching in 
the medical schools of this area, in the veterans’ psy- 
chiatric hospitals and clinics, and in community psy- 
chiatric organizations and agencies. 


OPINIONS OF DEMOCRITUS 


Now his principal doctrines were these. That atoms and the vacuum were the beginning 
of the universe; and that everything else existed only in opinion. That the worlds were 
infinite; created, and perishable. But that nothing was destroyed so as to become nothing. 
That the atoms were infinite both in magnitude and number, and were borne about through 
the universe in endless revolutions. And that thus they produced all the combinations that 
exist; fire, water, air, and earth; for that all these things are only combinations of certain 


atoms; ... 
identical; . . . 
good he asserts to be cheerfulness . . 


_ and in like manner the soul is produced; and that the soul and the mind are 


. and that everything that happens, happens of necessity. .... The chief 
_.a condition according to which the soul lives 


calmly and steadily, being disturbed by no fear, or superstition, or other passion. . 


Everything which is made he looks upon as depen 
atoms and the vacuum‘he believes exist by nature. 


ding for its existence on opinion; but 

These were his principal opinions. 
Diocenes LAËRTIUS 

(Lives and Opinions of 

Eminent Philosophers.) 


Unsere Wissenscha: 


ft ist keine Illusion. Eine Illusion aber ware es zu glauben, dass wir 
anderswoher bekommen könnten, was sie uns nicht geben kann. 


Sicmunp FREUD 
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Tue Devis or Loupun. By Aldous Huxley. (New 
York: Harper & Brothers, 1952. Price: 
$4.00.) 


The three principals in this tragic-comedy of the 
early seventeenth century were (1) the heroine, 
Soeur Jeanne des Anges, prioress of the Ursuline 
convent at Loudun, (2) the victim, Urbain Grandier, 
Jesuit, vicar of Loudun, and (3) the real villain of 
the play, Eminence Rouge, Cardinal Richelieu him- 
self. 

At the age of 25, the diminutive, somewhat de- 
formed, hysteric-histrionic religious, Soeur Jeanne, 
was made prioress of the house of Ursuline nuns 
that had been established at Loudun a year earlier 
(1626). Here she was to become the center of per- 
haps the most scandalous and incredible proceedings 
that ever disgraced a religious community. Scandal- 
ous, yes, by any gauge, incredible, by today’s stand- 
ards, yes (we hope), certainly credible in the six- 
teen-twenties, 

Urbain Grandier, hedonist, was 37 when Jeanne 
became head of the Ursuline convent. He lived after 
the pattern of his calling and his time. “It is dif- 
ficult,” writes Huxley, “to find any medieval or 
Renaissance writer who does not take it for granted 

“that, from highest prelate to humblest friar, the 
majority of clergymen are thoroughly disreputable.” 
The popularity of the new priest with the women of 
Loudun made him somewhat less than popular with 
the men. Already he had seduced the daughter of his 
best friend, the public prosecutor, by getting himself 
chosen as her tutor and Playing Abélard to her un- 
suspecting Héloise. When the girl reported to her 
confessor-lover that she was enceinte he immediately 
lost interest and turned his attentions elsewhere. His 
best friend became his bitterest enemy. Intrigue fol- 
lowed intrigue and the number of Grandier’s enemies 
increased. The primrose path was leading to the 
stake. 

Now it came to pass that Soeur Jeanne had cast 
herjeyes on the personable priest whose amorous ex- 

: ploits were common knowledge, and exclusion from 
the charmed circle of his favorites was an intolerable 
vexation of spirit. At length opportunity came for 
her to invite him to assume directorship of the con- 
vent. But Grandier was too busy. Jeanne’s infatua- 
tion turned to malignant hatred and she aligned her- 
self with his enemies, now a sizeable and aggressive 
conspiratorial group. But while she hated the par- 
son by day she had pleasurable encounters with him 


ela I they were having 
similar experiences, and the contagion spread. 

Next step: poltergeists and “hants.” The house 
that had been transformed into a nunnery had the 
reputation of being haunted, To relieve the boredom 
and burden of convent life, which had been none too 
comfortable for the Ursulines of Loudun, certain 
more frolicsome members of the community capi- 
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talized on the legend about the house by perpetrating 
Halloween pranks. Phantoms appeared, covers were 
snatched from beds, there were mysterious groan- 
ings, rattling of chains, and other alarming disturb- 
ances. 

At’ this point a brilliant idea struck the) new 
spiritual director of the convent, who had his own 
reasons for not loving Urbain Grandier. The ghosts 
were honest ghosts, i.e., they were devils. The erotic 
dreams and hallucinations of the Mother Superior 
and her nuns were nothing less than visitations by 
incubi. In a word, the poor sisters were possessed; 
and the demons, with some coaching by the director 
and his accomplice Soeur Jeanne, laid all the blame 
upon the hapless Grandier, y 

The orthodox treatment for possession was of 
course exorcism, and specialists in this art were 
called in. It should be mentioned that clerical exor- 
cists were quite as adept at manufacturing devils as 
in expelling them. It was a question of supply and 
demand. As the business of exorcism got under way 
in good earnest the number of possessed increased 
and the demons matched wits with the priests and 
exchanged blasphemies with clerical hocus-pocus, It 
turned out that the prioress housed 7 devils within 
her small frame, including the notorious Asmodeus, 

The most sadistic of the professionals was a curé 
named Barré who adopted no half-way measures. 
The exorcisms must be public in order that the 
townspeople might enjoy the spectacle, and perhaps 
take warning, and that the efficacy of the ritual 
might thereby be enhanced. As Exhibit A Soeur 
Jeanne was taken in hand. The curé by suggestion 
induced convulsions. Jeanne rolled and writhed of 
the floor. A stock medical apparatus of the seven- 
tenth century, the huge rectal syringe, was brought 
into play, and the prioress was forcibly given a pub- 
lic enema. Asmodeus fled. The whole outrageous 
procedure, being another indication of priestly de- 
pravity, Huxley sums up without euphemism. “ ‘Barré 
had treated her to an experience that was the 
equivalent, more or less, of a rape in a public lava- 
tory.” P 

The sordid tale rolls on and piles up. Bestial 
exorcisms continue month after month. All the Be 
were possessed and were manhandled by lickeris 
priests. At length the secular authorities sent phy- 
sicians to examine the frantic women. They ae 
no evidence of possession, but many indications thai 
all or most of them were suffering from a malady t0 
which our fathers gave the name of furor uterinus. 

Matters finally came to a head. Grandier was ac 
cused of sorcery, of having bewitched the Ursuline 
nuns; and other shamelessly trumped-up charges 
were brought against him. It was at this point that 
the arch villain in the play showed his hand. The 
case had been referred to the king, but it via 
Richelieu who ruled France, and for some years the 
Red Cardinal had nursed a grudge against the vicať 
of Loudun, who on an occasion whilst Richelieu was 


| 
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out of favor at Court had shown him some lack of 
respect. Also Grandier’s enemies both lay and cleri- 
cal, who did not balk at perjury, laid at his door 
the authorship of a scurrilous pamphlet directed 
against Richelieu. His Eminence was only too ready 
to credit the accusation. - 

Whatever the superstitious and vacillating Louis 
XIII may have believed it seems hardly likely that 
Richelieu was so dull-witted as to believe the devil 
stories the priests were preaching and the hydra- 
headed monster was swallowing. However, he told 
the King that sorcery and witchcraft must be put 
down; and Louis said Aye. 

For Richelieu the merits of the case, considera- 
tions of justice or fair play were all unimportant, 
for he, as Huxley puts it, “was not concerned with 
fact, or logic, or law, or theology, but only with 
personal vengeance and a political experiment, care- 
fully designed to show how far, in this third decade 
of the seventeenth century, the methods of totali- 
tarian dictatorship could safely be pushed.” The 
cardinal’s agents and Grandier’s enemies were in- 
structed to proceed with the trial—a farcical per- 
formance of which Nazi and Communist trials are 
reminiscent. The verdict was determined in ad- 
vance, 

The author spares us none of the horrid details 
of the torture chamber and the place of execution, 
where more than 6,000 spectators watched the luck- 
less parson being burned alive, many of them after- 
ward scrambling among the ashes for souvenirs or 
relics, 

It remains to say that Soeur Jeanne’s demoniac 
exhibitions did not end with Grandier’s judicial mur- 
der as they should have done, since the prioress’ 
devil had declared that the vicar was the inciter. 
And now appears on the scene Jesuit Father Jean- 
Joseph Surin, who had been assigned to continue the 
exorcisms of the Mother Superior. Surin, himself 
a psychiatric case, was not overburdened with intel- 
lect but “his faith was gluttonous and indiscrimi- 
nate.” He displayed an “indecent eagerness to be- 
lieve.” His case illustrates perhaps as well as any in 
history what god-intoxication can do to a weak 
headpiece. Father Surin struggled frantically and 
incessantly with Jeanne’s devils but to no avail, In 
desperation as a last resort he prayed that the de- 
mons might pass from her body into his. They did. 
His long-continued “demoniac phrenzy” led, in Mil- 
tonic phrase, to “moping melancholy” and “pining 
atrophy” that lasted many years, 

Meanwhile Soeur Jeanne had gradually got rid 
of her devils by her own volition, By a psychic 
somersault of which hysterics are capable she 
turned into a contemplative saint. She prayed by the 
hour. She became the center of miraculous happen- 
ings. Her left hand was stigmatized with names of 
the holy family, renewed from time to time (the au- 
thor implies that Jeanne was right-handed). 

Loudun was a little town, and although tourists 
had flocked there from all parts of Europe to witness 
the orgies of exorcism, Soeur Jeanne felt that it of- 
ferred too narrow a stage for an actress of her tal- 
ents, She made a triumphal tour of the large cities ; 
she was the attraction of the continent. 

At length she died in the odor of sanctity; not, 


however, before she had written her memoirs. 
Should anyone suspect that the picture of devil pos- 
session in Loudun is overdrawn in the lively lan- 
guage of Huxley’s thoroughly documented book, he 
has only to consult this amazing autobiography of 
Soeur Jeanne des Anges, the manuscript of which 
was found in the library of Tours, was prepared for 
the press by Doctors Legue and Gilles de la Tourette 
and published with a preface by Charcot in 1886. 

The Rey. Father Sinistrari of Ameno was con- 
temporary with the events recorded in “The Devils 
of Loudun,” and his treatise, “Demoniality or Incubi 
and Succubi,” may be regarded as a companion piece 
to Jeanne’s autobiography. The mental twistings and 
turnings of Sinistrari’s book are all but incredible, 
but there they are for the light they throw on medie- 
val ecclesiastic authority. 

If further evidence were needed one might turn to 
the ultimate authority, presumably the wickedest 
book ever written, the fifteenth century Malleus 
Malificarum, textbook of the ‘Holy Inquisition. 

Reviewing all this tohu-vohu of superstition and 
credulous religiosity, exhibitionism, exploitation and 
political skulduggery, sadism, obscenity, hocus-pocus 
and hysteria, we conclude with Huxley: “Credulity 
is a grave intellectual sin, which only the most in- 
vincible ignorance can justify.” 

C. B; F. 


Trauma, GrowTH, AND PersonaLrty. By Phyllis 
Greenacker. (New York: W. W. Norton & 
Co. Inc., 1952. Price: $4.50.) 


The book consists of 14 chapters, 13 of which 
have appeared previously in various psychiatric 
journals. The first and second chapters, dealing with 
“The Biological Economy of Birth” and “The Pre- 
disposition to Anxiety” respectively, are the most in- 
teresting. On the basis of neurological observations 
on foetal reflexes and of psychoanalytic experiences, 
the author arrives at a biopsychological interpreta- 
tion of the birth process. Birth is the period of 
organization and patterning of the somatic compo- 
nents of the anxiety response. It organizes the 
anxiety pattern by fusing together the genetically 
and individually determined elements. The anxiety 
response manifests itself in foetal life as a_set of 
separate or loosely constellated reflexes. Cardio- 
vascular and respiratory components are added at 
birth. Variations in the birth process may increase 
the organic anxiety response and heighten the 
anxiety potential. This may cause more severe re- 
actions to psychological danger later in life, An 
increase in early anxiety is paralleled by an increase 
in narcissism, which in turn fayours inadequate de- 
yelopment of the sense of reality and furnishes ad- 
ditional predisposition to severe neuroses or border- 
line states. 

The other chapters deal with special problems of 
psychoanalytic work, such as the infant's reactions 
to restraint, urination, and weeping, etc. The theo- 
retical considerations are supported and exemplified 
by clinical and analytical case histories. 

V. A. Krat, M.D., 
Verdun Protestant Hospital, 
Montreal. 
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Cameron, 657, Mar. ’53. e 5 $ 
Adrenal Cortex, Third Conference; E. P. Ralli, ed. E S Da 
Ay : ge PENS 3 ‘Atlantic City Meeting: 
A H oati Brief Report, 59, July ’52; Proceeding 
` 360 Cases Treated with Tetraethylthiuram Disul- Sept. ’52; Registration Figures, 234, S 


fide; E. C. Hof and C. E McKeown}! 676, Central Inspection Board (P.P.), 545, Jam 


Man? Changes in Constitution and By-Laws, 
Tiha ) 1952 (Ed.), 65, July ’s2. 
Hope and Help for the Alcoholic; H. W. Lovell Committee on Clinical Psychology (Ed.), 7 
aaa eee coe : Apr. ’53. 
Toos Rae ca coholic; C. J. Earle (R.), Committee Structure (P.P.), 386, Nov. '5 


McCarthy, E Raymond G., Heads Alcoholism Te Ge en and Afiliate Societe 
esearc] .), 796, Apr. ’53. ME and DETR iatric Ski 
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Yale aieo Summer School of Alcohol ee es E 15) Dee a 
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American Academy of Child Psychiatry (Ed.), 63,  PSBort to, Fourth Mental Hospital Ins 
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Anorexia Nervosa Treated Successfully by Leu- 
cotomy ; P. E. Sifneos, 356, Nov. ’52. 
Anthropology : 
Growth and Culture; M. Mead and F. C. Mac- 
gregor (R.), 238, Sept. ’52. 
Antivivisectionists, Are They Insane? (Ed.), 308, 
Oct. ’52. 
Aphasia, Recovery from; J. M. Wepman (R.), 80, 
July ’52. 
Arctic, White Man in; T. J. Boag, 444, Dec. ’52. 
Argentina, Letter from; E. E, Krapf, 161, Sept. ’52. 
Army: See Military Psychiatry, Rehabilitation. 
Art, Psychotic; F. Reitman (R.), 240, Sept. ’52. 
Association Meetings and Officers: 
American Academy of Child Psychiatry, 873, May 


American Academy of Forensic Sciences, 394, 
Nov. ’52. 


American Association of Rehabilitation Thera- 


pists, 312, Oct. 752. 

American Electroencephalographic Society, 234, 
Sept. ’52. 

American Group Psychotherapy Association, 395, 
Nov. 752. 

American Neurological Association, 940, June 

American Occupational Therapy Association, 634, 
Feb. ’53. 

American Orthopsychiatric Association, 711, Mar. 
53. 

American Psychoanalytic Association, 634, Feb. 
53. 

American Psychosomatic Society, 312, Oct. ’52; 
634, Feb. ’53. 

American Public Health Association, 234, Sept. 
52. 

American Society of Human Genetics, 311, Oct. 
52, 

Association for Research in Neryous and Mental 
Disease, 395, Nov. ’52; 634, Feb. ’53. 

Canadian Psychiatric Association, 551, Jan. ’53- 

Central California Psychiatric Society, 394, Nov. 
"52, 

Congres des Medecins Alienistes et Neurologistes 
de France et des Pays de Langue Frangaise, 
939, June ’53. 

Electroshock Research Association, 940, June ’53. 

Illinois Psychiatric Society, 152, Aug. ’52, 

International Congress on Alcohol, 632, Feb. ’53. 

International Congress of Neuropsychiatry, Chile, 
312, Oct. ’52. 

Massachusetts Psychiatric Society, 634, Feb. ’53. 

Massachusetts Society for Research in Psychiatry, 
468, Dec. ’52. 

Medical Correctional Association, 394, Nov. 152. 

Mid-Continent Psychiatric Association, 940, June 
53. 

National Association for Music Therapy, 234, 
Sept. ’52. 

New Jersey Neuropsychiatric Association, 711, 
Mar. ’53. 

North Little Rock VA Meeting, 710, Mar. ’s3. 

North Pacific Society of Neurology and Psychi- 
atry, 711, Mar. ’53. 

Ohio Psychiatric Association, 151, Aug. ’52. 

Pennsylvania Psychiatric Society, 551, Jan. ’53- 
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Society for the Advancement of Criminology, 394, 
Nov. ’52. 

Society of Biological Psychiatry, 711, Mar. ’53. 

Southern California Psychiatric Society, 872, May 

Southern Psychiatric Association, 795, Apr. ’53. 

Washington (D.C.) Psychiatric Society, 873, 
May ’53. 

Western Institute on Epilepsy, 65, July ’52. 

Western Society of EEG, 797, Apr. ’53. 


B 


Babcock, Dr. Henry H., Superintendent of Butler 
Hospital (Ed.), 710, Mar. ’53. 
Bahian Society, Psychopathology of Schizophrenic 
Behavior in; E. Stainbrook, 330, Nov. ’52, 
Bahr, Max A., M. D., 1874-1953 (O.), 800, Ap-. ’53. 
Barrera, Dr. Eugene, Death of (Ed.), 151, Aug. ’52. 
Bartemeier, Leo H., M. D., President, 1951-1952: 
A Biographical Sketch; H. W. Brosin, 8, July 
52, 

Bases of Human Behavior; L. J. Saul (R.), 76, 
July ’52. 

Baugh, Dr. Frederick, Death of (Ed.), 709, Mar. 


53. 

Beck, Dr. Gilbert, Death of (Ed.), 710, Mar. ’53. 

Beers, Clifford: Dramatization of “The Mind That 
Found Itself” (Ed.), 391, Nov. ’52. 

Behavior Pathology; N. Cameron and A. Magaret 
(R.), 396, Nov. ’52. 

Bellinger, Clarence H., M. D., Death of (Ed.), 311, 
Oct. ’52; (O.), 479, Dec. ’52, 

Biochemistry : 

Patterns of Biochemical Organization Related to 
Morphology ; N. S. Kline et al., 603, Feb. '53. 

Review of Psychiatric Progress, 1952, Symp.; O. 
R. Langworthy, 493, Jan. ’53. 

Biographical Sketch: Leo H. Bartemeier, M. D., 
President, 1951-1952; H. W. Brosin, 8, July "52. 

Blakeslee, Howard (Ed.), 63, July '52. 

Bleuler’s “Dementia Praecox” Published in Synop- 
sis (Ed.), 312, Oct. ’52. 

Book Reviews: 

Abrahamsen, David; Who Are the Guilty?, 718, 
Mar. ’53. 

Abrahamson, E, M., and Pezet, A. W.; Body, 
Mind, and Sugar, 874, May ’s3. 

Abramson, Harold A., ed; Problems of Con- 
sciousness, 715, Mar. ’53. 

Ahto, Aito; Dangerous Habitual Criminals: A 
Psychopathologic and Sociologic Study of 216 
Segregated Criminals, 154, Aug. ’52. 

Akhilananda, Swami; Mental Health and Hindu 
Psychology, 79, July '52. 

Alexander, Franz; Our Age of Unreason, 636, 
Feb. ’53: 

Alexander, Franz, and Ross, Helen, eds.; Dy- 
namic Psychiatry, 877, May ’53. 

Allee, W. C.; Cooperation among Animals with 
Human Implications, rev. ed., 158, Aug. ’52. 

Amark, Curt; A Study in Alcoholism: Clinical, 
Social-Psychiatric and General Investigations, 
74, July ’52. 

Anderson, Harold H., and Anderson, Gladys 
Lowe, eds.; An Introduction to Projective 
Techniques, 76, July ’52. 

Arnot, Robert: See Greenblatt, Milton, jt. auth. 
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Axelrad, Sidney: See Ginzberg, Eli, jt. auth. 
Bartlett, Sir Frederic; The Mind at Work and 

Play, 316, Oct. ’52. $ 

Bellak, Leopold, et al.; Manic-Depressive Psy- 
chosis and Allied Conditions, 396, Nov. ’52. 

Benda, Clemens E.; Cerebral Palsy and Develop- 
mental Disorders of Mentation, 159, Aug. ’s2. 

Bender, Lauretta; Child Psychiatric Techniques, 
556, Jan. ’53. 

Benvenuti, Marino ; L’Ipersessualita come Fattore 
Degenerogeno, 398, Nov. ’52, 

Bernard, Harold W.; Mental Hygiene for Class- 
room Teachers, 713, Mar. ’53. 

Blake, Robert R., and Ramsey, Glenn V.; Per- 
ception: An Approach to Personality, 635, Feb. 
53. 

Bolles, M. Marjorie: 
auth. 

Brierley, Marjorie; Trends in Psycho-analysis, 
476, Dec. ’52, 

Brobeil, A. Hirndurchblutungs-Stoerungen : Thre 
Klinik und Arteriographische Diagnose, 716, 
Mar. ’53. 

Brody, Eugene B., and Redlich, Fredrick C., 
eds.; Psychotherapy with Schizophrenics: A 
Symposium, 477, Dec. ’52, 

Bromisch, Fredrick Wilhelm; Hirnatrophische 
Prozesse im Mittleren Lebensalter und Thre 
Psychischen Erscheinungsbilder, 558, Jan. ’53. 

Brosse, Therese; Homeless Children, 397, Nov. 
"52, 

Brosse, Therese; War-Handicapped Children, 
397, Nov. ’52. 

Brown, Wenzell; Introduction to Murder, 310, 
Oct. ’52, 

Buhler, Charlotte, Smitter, Faith, and Richard- 
son, Sybil; Childhood Problems and the 
Teacher, 713, Mar. *53. 

Bychowski, Gustav, and Despert, J. Louise, eds. ; 
Specialized Techniques in Psychotherapy, 556, 
Jan. 53. 

Cameron, Norman, and Magaret, Ann; Behavior 
Pathology, 396, Nov. *52. . 

Cantor, Alfred J. +; A Handbook of Psychosomatic 
Medicine with Particular Reference to Tntesti- 
nal Disorders, 313, Oct. "52, 

Caprio, Frank S.: See London, Louis S., jt. auth. 

Christensen, Harold T.; Marriage Analysis: 
Foundations for Successful Family Life, 60, 
July ’52. 

Clough, M. F. ; Psychology in the Service of the 
School, 159, Aug. ’52, 

Cobb, Stanley ; Foundations of Neuropsychiatry, 
5th ed., 473, Dec. *52, 

Cory, Donald Webster; The Homosexual in 
America, 476, Dec. 152. l 

Cronholm, Börje; Phantom Limbs in Amputees, 
157, Aug, ’52. 

a Philip Marshall ; Medical Biographies, 555, 

an. ’53. 

Davis, John Eisele: Clinical Applications of Rec- 
reational Therapy, 399, Nov. sea 

Denonn, Lester E., ed.; Bertrand Russell’s Dic- 
tionary of Mind, Matter and Morals, 719, Mar. 


See Landis, Carney, jt. 


Despert, J. Louise: See Bychowski, Gustay, jt. 
ed. 
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Durkheim, Emile; Suicide: A Study in Sociol- 
ogy, 156, Aug. ’52. 

Earle, Clifford J.; How to Help an Alcoholic, 160, 
Aug. 752. 

Ebaugh, Franklin G.: See Strecker, Edward A, 
jt. auth. 

Erikson, Erik H.; Childhood and Society, 474, 
Dec. ’52, 


Ewalt, Jack R.: See Strecker, Edward A, jt, 


auth, 

Ferenczi, S.; Sex in Psychoanalysis, 159, Aug, 
"52. 4 
Frank, Lawrence K.: See Hartley, Ruth E, jt. 

auth. 

Gilbert, Ruth; The Public Health Nurse and Her 
Patient, 77, July ’52. : 
Gindes, Bernard C.; New Concepts of Hypnosis: 

As an Adjunct to Psychotherapy and Medicine, 
308, Nov. ’52. : 
Ginsberg, Sol W.: See Ginzberg, Eli, jt. auth. 


Ginzberg, Eli, Ginsberg, Sol W., Axelrad, Sidney, ~ 


and Herma, John L.; Occupational Choice, an 
Approach to a General Theory, 314, Oct. ’52. 

Goldenson, Robert M.: See Hartley, Ruth E, 
jt. auth. 

Greenacker, Phyllis; Trauma, Growth and Per- 
sonality, 943, June ’53. 

Greenblatt, Milton, Arnot, Robert, and Solomon, 
Harry C.; Studies in Lobotomy, 397, Nov. ’52 

Guilly, P.: See Puech, P., jt. auth. 

Gurvitz, Milton S.; The Dynamics of Psycho- 
logical Testing, 319, Oct. ’52. 

Hartley, Ruth E., Frank, Lawrence K. and Gold- 
enson, Robert M.; Understanding Children’s 
Play, 878, May ’53. 

Heimann, Hans; Die Skopolaminwirkung: Ver- 


gleichend Psychopathologisch-Elektroencephal- 


ographische Untersuchung, 799, Apr. ’53. d 

Herbert, A. P.; Number Nine, or the Min 
Sweepers, 160, Aug. ’52. i 

Herma, John L.: See Ginzberg, Eli, jt. auth. A 

Hobbs, Albert H.; The Claims of Sociology: 
Critique of Textbooks, 237, Sept. 52. 

Hoch, P. H., and Zubin, J., eds.; Relation of Psy- 
chological Tests to Psychiatry, 876, May ae 

Horder, Lord, ed. ; Medical Progress—1952 6 
British Encyclopaedia of Medical Practice, 87 
May ’53. $ 

Humphrey, George; Thinking: An Introduction 
to its Experimental Psychology, 716, Mar. ‘53: 

Huxley, Aldous; The Devils of Loudun, 94% 
June ’53. $ 

Jantsch, M.: See Schönbauer, L., jt. ed. -EN 

Jeffress, Lloyd A., ed.; Cerebral Mechanisms 
Behavior: The Hixon Symposium, 715, Mat. 


ps. segura OES. 
John, Emil; Zur Forensischen Psychiatrie oe 
tig Gesunder” Hirnbeschadigter, 473, De a 
Jones, Ernest; Essays in Applied Psychoan: y 
Vol. I, Miscellaneous Essays, Vol, II, Essays 
Folklore and Religion, 317, Oct. ’52. ‘bas 
Kehrer, F. A.; Das Verstehen und Begreifen in 
der Psychiatrie, 67, July ’s2. 
Kemper, Werner; Die Funktionellen Sexualsto 
rungen, 473, Dec. ’52. $ tEn- 
Koupernik, C., ed.; Psychiatrie Sociale de 
fant, 637, Feb. ’53. 


f 
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Lairy-Bounes, G. S.: See Puech, P., jt. auth. 

Landis, Carney, and Bolles; M. Marjorie; Text- 
book of Abnormal Psychology, rev. ed., 69, 
July ’52. 

Lewis, Nolan D. C., and Yarnell, Helen; Patho- 
logical Firesetting (Pyromania), 475, Dec. ’52. 

E Nolan D. C.: See MacKay, Roland P., jt. 
auth. 

Lindberg, Bengt J.; Psycho-Infantilism, 71, July 
52. 

Loewy, Herta; The Retarded Child, 558, Jan. ’53. 

London, Louis S., and Caprio, Frank S.; Sexual 
Deviations: A Psychodynamic Approach, 78, 
July ’52. 

Lovell, Harold W.; Hope and Help for the Al- 
coholic, 557, Jan. ’53. 

Ludwig, Eugen: See Villiger, Emil, jt. auth. 

Macgregor, Frances Cooke: See Mead, Margaret, 
jt. auth. 

MacKay, Roland P., and Lewis, Nolan D. C.; 
The 1951 Year Book of Neurology and Psychi- 
atry, 80, July ’52. 

Magaret, Ann: See Cameron, Norman, jt. auth. 

Maslow, A. H., and Mittelmann, Bela; Principles 
of Abnormal Psychology: The Dynamics of 
Psychic Illness, rev. ed., 76, July ’52. 

McClelland, David C.; Personality, 556, Jan. ’53. 

Mead, Margaret, and Macgregor, Frances Cooke; 
Growth and Culture: A Photographic Study of 
Balinese Childhood, 238, Sept. ’52. 

Mettler, Fred A., ed.; Psychosurgical Problems, 
320, Oct. ’52. 

Miller, Benjamin F.: See Pinner, Max, jt. ed. 

Minski, Louis; A Practical Handbook of Psy- 
chiatry for Students and Nurses, 2d ed., 714, 
Mar. ’53. t 

Mittelmann, Bela: See Maslow, A. H. jt. auth. 

Monrad-Krohn, G. H.; Die Klinische Untersuch- 
ung des Nervensystems, 239, Sept. ’52. 

Mons, Walter E. R.; Principles and Practice of 

the Rorschach Personality Test, 2d ed., 77, July 

52, 

Montagu, Ashley; Statement on Race, 70, July 
52. 

Mueller, L. R. ; Die Einteilung des Nervensystems 
nach Seinen Leistungen, 2d. ed., 472, Dec. ’52. 

Murray, J. Barrie; Some Common Psychosomatic 
Manifestations, 2d ed., 798, Apr. ’53- 

Negley, Glenn, and Patrick, J. Max; The Quest 
for Utopia, 153, Aug. ’52. í 
Orlando, Roque; Investigaciones sobre Neurosif- 
ilis, 75, July ’52. Er 5 
Pachter, Henry M.; Paracelsus, Magic into Sci- 

ence, 399, Nov. ’52. 3 

Patrick, J. Max: See Negley, Glenn, jt. auth. 

Pezet, A. W.: See Abrahamson, E. M, jt. auth. 

Pinner, Max, and Miller, Benjamin F,, eds.; 
When Doctors Are Patients, 799, Apr. ’53- 

Ploscowe, Morris; Sex and the Law, 313, Oct. 
‘52, 

Porot, Antoine, et al.; Manuel Alphabetique de 
Psychiatrie Clinique, Therapeutique et Medico- 
Legale, 599, Jan. ’53. 

Porter, E. H., Jr.; An Introduction to Therapeu- 
tic Counseling, 70, July ’52. 


ANNUAL INDEX 947 


Powers, Edwin, and Witmer, Helen; An Experi- 
ment in the Prevention of Delinquency, 315, 
Oct. ’52, 

Puech, P., Guilly, P., and Lairy-Bounes, G. C.; 
Introduction a la Psychochirurgie, 472, Dec. ’52. 

Queener, E. Llewellyn; Introduction to Social 
Psychology, 555, Jan: ’53. 

Ralli, Elaine P., ed.; Transactions of the Third 
Conference on the Adrenal Cortex, 470, Dec. 
52. 

Ramsey, Glenn V.: See Blake, Robert R., jt. 
auth. 

Rasmussen, A. T.: See Villiger, Emil, jt. auth. 

Redl, Fritz, and Wattenberg, William W.; Men- 
tal Hygiene in Teaching, 713, Mar. ’53. 

Redlich, Fredrick C.: See Brody, Eugene B., jt. 


Rees, J: R.; The Health of the Mind, 876, May 


53- 

Rein, David M.; S. Weir Mitchell as a Psychi- 
atric Novelist, 878, May ’53. 

Reitman, Francis; Psychotic Art, 240, Sept. ’52. 

Report of the Governor’s Study Commission on 
the Deviated Sex Offender, 67, July ’52. 

Richardson, Sybil: See Buhler, Charlotte, jt. 
auth, 

Riesman, David; The Lonely Crowd, 471, Dec. 
"52. 

Ross, Helen: See Alexander, Franz, jt. ed. 

Rothschild, F. S.; Das Ich und die Regulationen 
des Erlebnisyorganges, 239, Sept. ’52. 

Ruesch, Jurgen; Chronic Disease and Psychologi- 
cal Invalidism: A Psychosomatic Study, 874, 
May ’53. 

Runes, Dagobert, D., ed.; Spinoza Dictionary, 
719, Mar. '53- 

Saul, Leon J.; The Bases of Human Behavior: A 
Biologic Approach to Psychiatry, 76, July ’52. 
Scheidlinger, Saul; Psychoanalysis and Group Be- 

havior, 875, May ’53. 

Schilder, Paul; Psychotherapy, enlarged and rev, 
ed., 78, July ’52. 

Schneidman, Edwin S.; Thematic Test Analysis, 
158, Aug. ’52: 

Schénbauer, L., and Jantsch, M., eds.; Julius 
Wagner-Jauregg Lebenserinnerungen, 73, July 
"52. 

Schwab, Robert S.; Electroencephalography in 
Clinical Practice, 73, July ’52. 

Selye, Hans; Annual Report on Stress, 1951, 75, 
July ’52. 

Selye, Hans; The Story of the Adaptation Syn- 
drone, 718, Mar. ’53. 

Senn, Milton J. E., ed.; Problems of Infancy and 
Childhood: Transactions of the Fourth Confer- 
ence, Supplements: Symposium on the Healthy 
Personality, Family Centered Maternity and In- 
fant Care, 475, Dec. ’52. 

Shore, Maurice J., et al.; Twentieth Century 
Mental Hygiene, 71, July ’52. 

Silverberg, William V.; Childhood Experience 
and Personal Destiny, 875, May ’53. 

Smitter, Faith: See Buhler, Charlotte, jt. auth. 

Solomon, Harry C.: See Greenblatt, Milton, jt. 
auth. 
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Sonneman, Ulrich; Handwriting Analysis as a 
Psychodiagnostic Tool: A Study in General 
and Clinical Graphology, 73, July ’52. 

Spiegel, E. A., ed.; Progress in Neurology and 
Psychiatry, Vol. VI, 68, July ’52; Vol. VII, 
798, Apr. ’53. 

Spiegel, E. A., and Wycis, H. T.; Stereoen- 
cephalotomy (Thalamotomy and Related Pro- 
cedures): Part I, Methods and Stereotaxic 
Atlas of the Human Brain, 713, Mar. ’53. 
Spoerri, Theodore; Genie und Krankheit: Eine 

Psychopathologische Untersuchung der Familie 
Feuerbach, 637, Feb. ’53. 

Steinfeld, Julius I.; Therapeutic Studies on Psy- 
chotics, 318, Oct. ’52. 

Stevens, S. S., ed.; Handbook of Experimental 
Psychology, 557, Jan. ’53. 

Stieve, H.; Die Einfluss des Nervensystems auf 
Bau und Taetigkeit der Geshlechtsorgane des 
Menschen, 716, Mar. ’53. 

Strecker, Edward A., Ebaugh, Franklin G., and 
Ewalt, Jack R.; Practical Clinical Psychiatry, 
7th ed., 79, July ’52. 

Tappan, Paul W., ed.; Contemporary Correction, 
237, Sept. ’52. 

Valentine, C. W.; Psychology and Its Bearing on 
Education, 554, Jan. ’53. : 

Vaughan, Wayland F.; Personal and Social Ad- 
justment: Foundations of Mental Health, 554, 
Jan. ’53. 

Villiger, Emil, Ludwig, Eugen, and Rasmus- 
sen, A. T.; Atlas of Cross Section Anatomy of 
the Brain, 316, Oct. ’52. 

Volkart, Edmund H., ed.; Social Behavior and 
Personality: Contributions of W. I. Thomas to 
Theory and Social Research, 477, Dec. ’52. 

Watson, Robert J.; The Clinical Method in Psy- 
chology, 155, Aug. ’52. 

Sirti William W.: See Redl, Fritz, jt. 
auth. 

Wechsler, David; The Range of Human Ca- 
pacities, 2d ed., 717, Mar. ’53. 

‘Wepman, Joseph M.; Recovery from Aphasia, 80, 
July ’52. ? 

Winter, J. A.; A Doctor’s Report on Dianetics, 
70, July ’52, 

Winters, Eunice, ed.; Collected Papers of Adolf 
on Vol. IV, Mental Hygiene, 238, Sept. 

2. 

Witmer, Helen: See Powers, Edwin, jt. auth. 

Wolff, Werner; The Dream, Mirror of Con- 

,__ Science, 880, May ’53. 

Wolff, Werner ; The Threshold of the Abnormal : 
sens Survey of Psychopathology, 72, July 

Wycis, H. T.: See Spiegel, E. A., jt. auth, 

Yacorzynski, G. A.; Medical Psychology: A 
Basis for Psychiatry and Clinical Psychology, 

, July ’52. 

Yarnell, Helen: See Lewis, Nolan D. C. jt. 
auth, i 

Zilboorg, Gregory; Sigmund Freud, His Explo- 
tation of the Mind of Man, 157, Aug. ’s2. 

Zubin, J.: See Hoch, P. H., jt. ed. 

Brain Anatomy; Atlas of Cross Section Anatomy 

of the Brain; E. Villiger et al. (R.), 316, Oct. 

152. 


Brain Hemorrhage: Hirndurchblutungs-Stoi 
A. Brobeil (R.), 716, Mar. ’53. i 
Brazil, Psychiatric Developments in (Ed.) 
June ’53. 
Brevity (Ed.), 936, June ’53. 
Briggs Law Cases, Mental Abnormalities in 
nals Based on; P. B. Hagopian, 486, Jan. 
Bromides: 
Bromide Intoxication; S. J. Tillim, 196, 
52, 
Serum Bromide Test as Routine; M. 
July ’52. 
Buffalo State Hospital, New Building (Ed.), 
Oct. ’52. 
Bunker, Dr. Henry Alden, Death of (Ed.) 
May ’53. : 


(o; 


Cajal Centenary (Ed.), 310, Oct. ’52. 
California Sexual Deviation Research (Ed.) 
June ’53. 
Caravedo, Dr. Baltazar, Death of (Ed.), 872, 
53. 
Carbon Dioxide Inhalations, Treatment of 33 | 
tients; J. A. Smith, 626, Feb. ’53. 
Cardiovascular Changes in ECT; M. L. Bro 
al, 27, July ’52. 
Cerebral Mechanisms in Behavior; L. A. Jeftté 
ed. (R.), 715, Mar. ’53. } 
Cerebral Palsy and Developmental Disorde 
Mentation; S. E. Benda (R.), 150, Aug. 
Chambers, Brigadier General Rawley E. (Ed. 
Sept. ’52. x 
Cheney Memorial at Poughkeepsie (Ed.), 232, Si 
"52. 
Child Psychiatry and Childhood Problems: 
American Academy of Child Psychiatry C 
632, Feb. 253; 873, May ’53. i 
Childhood Experience and Personal Destiny; 
V. Silverberg (R.), 875, May 53. 
Childhood and Society; E. H. Erikson (R.) 
Dec. ’52. 
Child Psychiatric Techniques; L. Bender 
556, Jan. 53. 
Child Psychiatry in General Hospitals; Tho 
J. Heldt (Corresp.), 459, Dec. ’52. 
Children with Behavior Disorder and Syden 
Chorea; W. R. Keeler and L. Bender, 421, 4 
ga, ie, 
Mental Health Clinics for Children (Ed), 
July ’52. 
New Children’s Unit in Minnesota (Ed.) 
Nov. ’52. 
Problems of Infancy and Childhood; M. Js 
Senn, ed. (R.), 475, Dec. ’52. 
Psychiatrie Sociale de l'Enfant; C. Koup 
ed. (R.), 637, Feb. ’53. 
Psychotherapy with Parents; S. A. Szurek, 
Oct. ’52. 
Reactions to Music of Autistic Children; 
Sherwin, 823, May ’53. 
Review of Psychiatric Progress, 1952, Symp- 
Kanner, 511, Jan. ’53. 
State-Subsidized Care and Treatment of 
tally Ill Children in Massachusetts; 
Krush, 817, May ’53. 
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Understanding Children’s Play; R. E. Hartley 
et al. (R.), 878, May ’53. 

War-Handicapped Children; Homeless Children; 
T. Brosse (R.), 397, Nov. ’52. 

Chile, International Congress of Neuropsychiatry 
(Ed.), 312, Oct. ’52. 

Chronic Patients: Intensive Treatment of; E. F. 
Galioni et al., 576, Feb. ’53. 

Civil Defense: See also Disasters 

Contribution of Psychiatrist to Management of 
Crisis Situations; J. A. M. Meerloo, 352, Nov. 
152, 

Relation of Civilian and Military Psychiatry in 
Crisis Situations; C. S. Drayer, 259, Oct. ’52. 
Transactions of Conference on Morale and Pre- 

vention and Control of Panic; (R.), 559, Jan. 
"53. 

Consciousness, Problems of; H. A. Abramson, ed. 
(R.), 715, Mar. 53. 

Consultation in Psychiatric Therapies (Ed.), 148, 
Aug. 752. 

Convulsive Disorders: 

Dissertations on Epilepsy (Ed.), 796, Apr. ’53- 

New Drugs in Treatment of Petit Mal Epilepsy; 
F. T. Zimmerman, 767, Apr. '53- 

Review of Psychiatric Progress, 1952, Symp. ; C. 
W. Watson, 521, Jan. ’53. 

Cooperation among Animals with Human Implica- 
tions, rev. ed.; W. C. Allee (R.), 158, Aug. 
ea 

Counseling, Therapeutic, Introduction to; E, H. 
Porter, Jr. (R.), 70, July ’52. % ; 

Creedmoor Institute for Psychobiologic Studies 
(Ed.), 392, Nov. ’52. 

Crime and Delinquency: 

Contemporary Correction; 
(R.), 237, Sept. ’52. 

pee ‘Habitual Criminals; A. Ahto (R.), 
154, Aug. ’52. k 

Experiment in Prevention of Delinquency; E. 
Powers and H. Witmer (R.), 315, Oct. "52. 

International Review of Criminal Policy (Ed), 
467, Dec. ’52. 

Introduction to Murder; W. Brown (R.), 319, 
Oct. ’52. k 

Mental Abnormalities in Criminals Based on 
Briggs Law Cases; P. B. Hagopian, 486, Jan. 


P. W. Tappan, ed. 


Psvehiatric and Psychological Investigations of 
Convicted Sex Offenders; R. Brancale et al., 17, 
July ’52. x 4 

Relation of EEG to Personality Structure in Peni- 
tentiary Inmates; S. Levy and M. Kennard, 
832, May ’53. 

Who Are We Guilty? D. Abrahamsen (R.), 718, 
Mar. ’53- ` 

Cuba, Mazorra Hospital (Ed.), 795, Apr. 153. 
Curry, Marcus Albert, M. D, 1878-1952 (O.), 560, 
Jan. ’53. 
D 


Dementia Paralytica, Deterioration in; V. A. Kral 
and H. Dorken, Jr., 684, Mar. 153. 5 
Demographic Studies: See also Epidemiology. 
Social Structure and Psychiatric Disorders ; F. C. 
Redlich et al., 729, Apr. ’53- 


Depression and Schizophrenia, Psychopathology of: 
Effect of Amytal and Amphetamine Sulfate 
on Level and Maintenance of Attention; P. E. 
Huston and R. Senf, 131, Aug. ’52. 

Devereux Dinner, 1952 (Ed.), 151, Aug. ’52. 

Devils of Loudun; A. Huxley (R.), 942, June ’53. 

Dianetics, Doctor's Report on; J. A. Winter (R.), 
70, July ’52. 

Disasters: See also Civil Defense. 

Psychological Reactions in Emergency (Flood) ; 
W. C. Menninger, 128, Aug. ’52. 

Psychological Reactions in Emergency (Earth- 
quake); Richard D. Loewenberg (Corresp.), 
384, Nov. ’52. 

Dix, Dorothea Lynde, Note on; L. E. Reik (H. N.), 
208, Sept. 52. 

Drayton, Dr. William, Jr, Death of \(Ed.), 872, 
May ’53. 

Dream, Mirror of Conscience; W. Wolff (R.), 880, 
May ’53. 

Dream Morphology, Diagnostic and Prognostic Sig- 
nificance; I. Galdston, 287, Oct. ’52. 

Drug Addiction: 

In Relation to Problems of Adolescence; P. Zim- 
mering et al., 272, Oct. ’52. 

Public Affairs Pamphlet, “What We Can Do 
About the Drug Menace,” 310, Oct. '52. 

Report of WHO Expert Committee (Ed.), 65, 
July ’52. 

Drugs: 

Diagnostic Use of Amobarbital Sodium in Brain 
Disease; E. A. Weinstein et al, 889, June ‘53, 

Dormisén, New Hypnotic, Therapeutic Use; 
P. R. A. May and F. G. Ebaugh, 881, June ’53. 

Evaluation of Histamine Therapy in Psychoses 
(Ed.), 229, Sept. ’52. 

Psychopathology of Schizophrenia in Depression: 
Effect of Amytal and Amphetamine Sulfate on 
Level and Maintenance of Attention; P, E. 
Huston and R. Senf, 131, Aug. '52. 

Use of Succinyl Choline Dichloride in ECT ; B. F. 
Moss et al., 895, June '53. 

Dynamic Psychiatry; F. Alexander and H. Ross, 
eds. (R.), May ’53. 


E 
Ebaugh, Dr. Franklin G., Retires (Ed.), 630, Feb. 
"53. 
Education: 


Childhood Problems and the Teacher; C. Buhler 
et al. (R.), 713, Mar. '53. 
Educational Program for Development of “Nor- 
mal” Personality ; H. E. Bullis, 375, Nov. '52. 
Effect of Current Educational Programs on Per- 
sonality Development; E. O. Melby, 856, May 
53 

Mental Health in: Review of Psychiatric Prog- 
gress, 1952, Symp.; W. C. Ryan, 523, Jan.’53. 

Mental Hygiene for Classroom Teachers; H. W. 
Bernard (R.), 713, Mar. ’53. 

Mental Hygiene in Teaching; F. Redl and W. W. 
Wattenberg (R.), 713, Mar. ’53. 

Psychiatry and Higher Education; D. L. Farns- 
worth, 266, Oct. ’52. 

Psychology and Its Bearing on Education; C. W. 
Valentine (R.), 554, Jan. ’53. 
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Psychology in Service of School; M. F. Clough 
(R.), 159, Aug. ’52. 

EEG: 

In Clinical Practice; R. S. Schwab (R.), 73, July 
752, 

Relation of, to Personality in Penitentiary In- 
mates; S. Levy and M. Kennard, 832, May ’53. 

Review of Psychiatric Progress, 1952, Symp.; W. 
T. Liberson, 496, Jan. ’53. 

Ego Boundary in Childhood and Schizophrenia; M. 
Levin, 865, May ’53. 

Electrocardiographic Response, Group Differences 
in; P. Kivisto, 858, May ’53. 

Electroshock, Effect of, on Normal Person under 

y Recent Stress; L, Alexander, 696, Mar. ’53. 

Electroshock Therapy: See Shock Therapy. 

Endocrinology : 

Review of Psychiatric Progress, 1952, Symp.; 
O. R. Langworthy, 493, Jan. ’53. 

Eosinophil Variation in Insulin Coma Therapy; H. 
C. Shands and D. Menzer, 757, Apr. ’53. 

Epidemiology of Mental Disorders, Persistent Prob- 
lems in; H. W. Dunham, 567, Feb. ’53. 

Epilepsy : See Convulsive Disorders. 

Ether, Intravenous, as Treatment for Psychiatric 
Patients; D. H. Funkenstein and L. W. Meade, 
650, Mar. ’53. 

European Psychiatry ; Lothar B. Kalinowsky (Cor- 
resp.), 459, Dec. ’52, 


F 


Fall from Height, Mental State during (Ed.), 468, 
Dec. ’52. 4 
Family Care: Review of Psychiatric Progress, 
x 1952, Symp.; W. E. Barton, 531, Jan. ’53. 
Fatigue, Psychiatric Findings in; R. S. Schwab and 
- T. DeLorme, 621, Feb. ’53. 

Feigin, Dr, Samuel, Death of (Ed.), 871, May ’s3. 

Forensic Psychiatry: See also Crime and Delin- 
quency, Legislation. ` 

Dr. Overholser to Deliver Isaac Ray Lectures 
(Ed.), 393, Nov. ’52. 
. Forensischen Psychiatrie “Geistig Gesunder” 
Hirnbeschadigter; E. John (R.), 473, Dec. ’52. 
Psychiatry and the Law: Plea for Closer Rap- 
port; Z. M. Lebensohn, 96, Aug. ’52. 
Review of Psychiatric Progress, 1952, Symp.; W. 
Overholser, 534, Jan. ’53. 

Foundations of Neuropsychiatry, sth ed.; S. Cobb 
(R.), 473, Dec. ’52, 

France: Congres des Medecins Alienistes et Neu- 
rologistes de France et des Pays de Langue 
Française (Ed.), 930, June ’s3. 

Freud, Sigmund, His Exploration of the Mind of 
Man; G. Zilboorg (R.), 157, Aug. ’52. 

Frontal Bone Hyperostosis in Psychoses; J. Notkin, 
929, June ’53. 

G 

Gaskill, Dr. Herbert S., Succeeds Dr, Ebaugh 
(Ed.), 633, Feb. ’53. 

General Clinical Psychiatry: Review of Psychi- 
atric Progress, 1952, Symp.; P. H. Hoch and 
N. D. C. Lewis, 503, Jan. ’53. 

General Hospital : 

Child Psychiatry in; Thomas J. Heldt (Corresp.), 
459, Dec. ’52. 


Psychiatric Service in, and Day Treatment Unit; 
A. E. Moll, 774, Apr. ’53. 
General Semantics: 
Second Annual Alfred Korzybski Memorial Lec- 
ture (Ed.), 940, June ’53. 
Summer Seminar (Ed.), 872, May '53. 
Genetics: See Heredity, 
Genie und Krankheit; T. Spoerri (R.), 637, Feb. 
"53. 
Geriatrics and Old Age Problems: ' 
Human Life Cycle and Its Interruptions: Studies 
in Gerontological Human Relations; M. E. Lin- 
den and D. Courtney, 906, June ’53. 3 
Journal of American Geriatrics Society (Ed.), 
310, Oct. ’52. i 
Psychological Study of 106-Year-Old Man: Con- — 
tribution to Dynamic Concepts of Aging and 
Dementia; D. B. Schuster, 112, Aug. ’52. 
` Psychotherapy of Aged Persons, Brief Therapy; 
A. I, Goldfarb and H. Turner, 916, June ’53. 
Review of Psychiatric Progress, 1952, Symp.; K. ™ 
M. Bowman, 517, Jan. ’53. \ 
German Psychiatric Institute, Munich (Ed.), 871, 
May ’s3. j; 
German Societies of Neurology and Psychiatry 
(Ed.), 796, Apr. ’53. 
Globus, Dr. Joseph, Dies (Ed.), 632, Feb. ’53. 
Glutamic Acid, Differential Indications for; E. D. 
Kane, 699, Mar. 53. 
Grants and Awards : 
Creedmoor Institute (Ed.), 150, Aug. ’52. 
Lester N. Hofheimer Research Prize (Ed.), 149, 
Aug. 52. 
Samuel W. Hamilton Memorial Lecture and 
Award (Ed.), 150, Aug. ’52. 
Group Development, National Training Laboratory 
in (Ed.), 633, Feb. ’53. l 
Group Medical Practice, Psychiatrist in; J. E 
Tyler and T. R. Turner, 52, July '52. 
Group Therapy: 
Difficulties in Group Psychotherapy with Psy- 
chotics ; Œ. T. Standish et al., 283, Oct. ’52. 
Review of Psychiatric Progress, 1952, Symp. P. 
H. Hoch and N. D. C. Lewis, 503, Jan. ’53- 
Gundry, Dr. Alfred T., Death of (Ed.), 233, Sept: 
1s, 


H 


Hamilton, Samuel W., Memorial Lecture and 
Award (Ed.), 150, Aug. ’52. y 
Handwriting Analysis as Psychodiagnostic Tool; 
U. Sonneman (R.), 73, July ’52. 
Hasking, Dr. Arthur P., Death of (Ed.), 151, Aug: 
‘52. es 
Health of the Mind; J. R. Rees (R.), 876, May '53 
Hebrew Medical Journal, Silver Jubilee Edition 
(Ed.), 940, June ’53. i 
Heldt, Dr. Thomas, Retires (Ed.), 391, Nov. 52. 
Heredity and Eugenics: Review of Psychiatri 
Progress, 1952, Symp. ; F. J. Kallmann, 49% 
Jan. ’53. ila- 
Hindu Psychology, Mental Health and; S. Akhi 
nanda (R.), 79, July ’52. 
Histamine Therapy in Psychoses, 
(Ed.), 229, Sept. ’52. 


Evaluation of 


4 
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Historical : 
Early Suggestion for Care of Insane in Rhode 
Island; A. W. Stearns, 40, July ’52. 
Note on Dorothea Lynde Dix; L, E. Reik, 208, 
Sept. 52. 
Hixon Symposium: Cerebral Mechanisms in Be- 
havior; L. A. Jeffress, ed. (R.), 715, Mar. ’53. 
Holland, Psychiatric Developments in (Ed.), 939, 
June 53. 
Horney, Dr. Karen, Death of (Ed.), 633, Feb. ’53« 
Hospital Design: 
Functional Design of Psychiatric Hospitals; L. A. 
Osborn, 139, Aug. 52. 
Modern Mental Hospital; P. Haun, 163, Sept. ’52. 
Human Life Cycle and Its Interruptions: Studies 
in Gerontological Human Relations ; M. E. Lin- 
den and D. Courtney, 906, June ’53. 
Hypnosis : 
Hypnotic and Hypnotherapeutic Unmasking of 
Emotion; H. Rosen, 120, Aug. ’52. 
Ichthyosis Treated by (Ed.), 392, Nov. 752. 
New Concepts of; B. C. Gindes (R.), 398, Nov. 
"52, 
Simple Hypnotizing Technique with Aid of Color- 
Contrast Action; B. Stokvis, 380, Nov. "52. 
Hypnotics : 
Dormison, Therapeutic Use of; P. R. A. May 
and F. G. Ebaugh, 881, June ’53. 


I 


Ichthyosis Treated by Hypnosis (Ed.), 392, Nov. 
52, f 

India, Social Work in (Ed.), 311, Oct. "52. 

Industrial Psychiatry: Review of Psychiatric Prog- 
ress, 1952, Symp.; F. W. Dershimer, 524, Jan. 


Infantile Personalities; L. B. Hill, 429, Dec, ’52. 
Insulin Shock Therapy: See Shock Therapy: 
Intermittent Photic Stimulation, Convulsive and 
Suea Treatment Induced by; G. A- 
lett, 741, Apr. ’53- 
Intermountain Psychiatric Association (Ed), 65, 
July ’52. 


Isaac Ray Lectureship (Ed.), 308, Oct. 52; 393, 
Nov. ’52. ae 
Isaac Ray Lectures, 1953 (Ed.), 938, June 153. 


J 


Japanese Psychiatry and Psychotherapy iA Jacob- 
son and A. N. Berenberg, 321, Nov. 52. 
Jung, Carl, A Contemporary Appraisal 


Aug. ’52. im 
Juvenile Delinquency: See Crime and Delinquency. 
K *, 
Kennedy, Foster, Memorial at University Hospital, 
Havana (Ed.), 709, Mar. ’53- 


L 


Lamb, Dr. Robert, Death of (Ed.), 23% Sept- 152. 
Legislation: See also Forensic Psychiatry. | 
Mischievous Legislation (Ed.), 220, Set S ot 
Sex and the Law; M. Ploscowe (R-), 313, 
’52. A 
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Utah’s Experience with National Draft Act for 
Hospitalization of Mentally Ill; C. He) 
Branch, 336, Nov. ’52. 

Leisure Time Agencies for Adolescents; A. R. Mar- 
tin, 344, Nov. ’52. 

Leucotomy: See Psychosurgery. 

Lobotomy: See Psychosurgery. 

Lorente de No, Dr. Rafael, Heads Laboratory of 
Neuroanatomical Sciences (Ed.), 550, Jan. ’53. 


M 

Malamud Rating Scale, Prognosis in Frontal Lo- 
botomy by Use of; W. Freeman, 595, Feb. 53. 

Manic-Depressive Psychosis : 

And Allied Conditions; L. Bellak et al. (R.), 
306, Nov. ’52. 

Prefrontal Leucotomy for Attempted Prevention 
of; G. H. Stevenson and A. McCausland, 662, 
Mar. ’53. 

Manuel Alphabetique de Psychiatrie Ci linique, Ther- 
apeutique et Medico-Legale; A. Porot et al. 
(R.), 559, Jan. ’53. 

Marie, Pierre, Centenary Celebration (Ed.), 233, 
Sept. ’52. 

Marriage Analysis; H. T. Christensen (R.), 60, 
July ’52. 

Marriage Council of Philadelphia (Ed.), 551, Jan. 


53. 

Maryland, University of, Psychiatric Institute 
(Ed.), 550, Jan. '53. 

McGill University Department of Psychiatry, Tenth 
Anniversary (Ed.), 938, June ’53. 

Medical Biographies; P. M. Dale (R.), 555, Jan. 


53. 
Medical Education: 
Meaning of, in Our Society; J. C. Whitehorn, 81, 
Aug. '52. 
Other Half of Medicine; N. Cameron, 93, Aug. 


‘52. 
Psychiatric Values in New Method of; K. E. 
Appel et al., 102, Aug. 52. 
Role of, in Modern Society; E. Lindemann, 809, 
Aug. ’52. i 
Memory as Biological Function; R. P. Mackay, 
721, Apr. "53 
Mental Deficiency : i f 
Differential Indications for Glutamic Acid; E. D. 


Kane, 699, Mar. ’53. i i 
Research on Mental Retardation (Ed.), 795, Apr. 


53- 

Retarded Child; H. Loewy (R.), 558, Jan. ’53. 

Review of Psychiatric Progress, 1952, Symp. ; L. 
Kanner, 511, Jan. ’53. 

Mental Health: See also National Association for 

Mental Health. 

Educational Program for Development of “Nor- 
mal” Personality; H. E. Bullis, 375, Nov. ’52. 

Fifth International Congress on (Ed.), 709, Mar. 


ee International Congress (Mexico) Pro- 
ceedings Available (Ed.), 871, May ’53. 

Need for Mental Health Workers in Eastern 
Mediterranean Region (Ed.), 709, Mar. 53. 

Personal and Social Adjustment ; W. F. Vaughan 
(R.), 554, Jan. ’53. 

Twentieth Century Mental Hygiene; M. J. Shore 
et al. (R.), 71, July ’52. 
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Methadrine in Diagnosis and Treatment of Psy- 
choneuroses; T. M. Ling and L. S. Davies, 38 
July ’52. 

Meyer, Adolf, Collected Papers of, Vol. IV, Men- 
tal Hygiene; E. Winters, ed. (R.), 238, Sept. 
"52. 

Military Psychiatry: See also Rehabilitation, Civil 
Defense. 

Military Performance of Marginal Neuropsychi- 
atric Cases; W. A. Hunt et al., 168, Sept. ’52. 
Psychiatric Standards for Mobilization; N. Q. 

Brill and G. W. Beebe, 401, Dec, ’s2. 

Relation of Civilian and Military Psychiatry in 
Crisis Situations; C. S. Drayer, 250, Oct. $525 
Restatement of Combat Psychiatry; D. B, Peter- 

son and R. E. Chambers, 249, Oct. ’52. 
Review of Psychiatric Progress, 1952, Symp. ; E. 

. _ O. Harper and E. J. Schiff, 536, Jan. "53. 

Subsequent Nation-Wide Effects of World War 
II Navy Psychiatric Training Program; E. L. 
Caveny and E, A. Strecker, 481, Jan. ’53. 

Survival Factors in American Prisoners of War 
of Japanese; J. E. Nardini, 241, Oct. 52, 

Mind at Work at Play; F. Bartlett (R.), 316, Oct. 
752, 

Minnesota Multiphasic Personality Inventory, in 
Measurement of Changing Psychopathology ; 
L. J. West, 922, June ’53. 

Minnesota, New Children’s Unit (Ed.), 392, Nov. 

ne? 8a. 

Mitchell, S. Weir, as Psychiatric Novelist; D. M. 
Rein (R.), 878, May ’53. 

Morphology, Patterns of Biochemical Organization 
Related to; N. S. Kline et al., 603, Feb. ’53. 
Music, Reactions to, of Autistic Children; A, C. 

Sherwin, 823, May ’53. 

Music Therapy; Emil A. Gutheil (Corresp.), 58, 

July ’52. 


N 


National Association for Mental Health: See also 
Mental Health. 
Nation-Wide Campaign (Ed.), 794, Apr. ’53. 
Production of “My Name Is Legion” Based on 
Clifford Beers’ Book (Ed.), 391, Noy. 52. 
Neurology: 
Continuation Course, Pediatric Neurology, Uni- 
versity of Minnesota (Ed.), 551, Jan. 53. 
Einteilung des Nervensystems nach Seinen Leis- 
tungen, 2d. ed.; L. R. Mueller (R.), 472, Dec. 
’52, 


52. 

Klinische Untersuchung des Nervensystems; G. 

H. Monrad-Krohn (R.), 230, Sept. ’52. 
Neuropathology : 

Hirnatrophische Prozesse im Mittleren Leben- 
salter und Ihre Psychischen Erscheinungs- 
bilder; F. W. Bronisch (R.), 558, Jan. ’53. 

Neuropathologic Lesions following Lobotomy ; N. 
Raskin et al., 808, May ’53, 

Review of Psychiatric Progress, 1952, Symp.; O. 
R. Langworthy, 493, Jan. ’53. 

Neurosyphilis: , 

Investigaciones Sobre Neurosifilis; R. Orlando 
(R.), 75, July ’52, 

Review of Psychiatric Progress, 1952, Symp.; W. 
H. Timberlake, 514, Jan. ’53. 

New York Neuro-Psychiatric Center 


(Ed.), 940, 
June ’53. 


New York State Department of Mental Hygiene; 
Buffalo State Hospital, New Building (Ed.), 310, 
Oct. ’52. 
Foster, Dr. Richard V., New Assistant Commis- 
sioner (Ed.), 940, June ’53. 
New York Academy of Medicine Educational 
Project (Ed.), 393, Nov. ’52. 
Retirement of Dr. H. Beckett Lang (Ed.), 64, 
July ’52. 
New York State Mental Health Commission: 
Directory of Psychiatric Clinics in New York 
State (Ed.), 797, Apr. ’53. 
Three-Year Progress Report (Ed.), 632, Feb. ’53, 
Nomenclature: See also Terminology. 
1952 Standard (Ed.), 548, Jan. ’53. 
General Classification of Certain Psychoses (Ed.), 
860, May ’53. 
Nonconvulsive Electrostimulation : j 
Compared with ECT and Pentothal in Chronic 
Schizophrenia; D. H. Miller et al., 617, Feb. ’53. 
Further Observations; H. M, Berliner and F, L. 
Schartenberg, 433, Dec. ’52. 
Psychological Studies; M. Beran et al., 367, Nov. 
152, 
Value of, in Treatment of Emotional Disorders; 
E. A. Hargrove et al., 612, Feb. ’53. > 
Nostopathy: Study of Pathogenic Homecoming; R. 
Karpe and I. Schnap, 46, July ’52. 
Number Nine, or the Mind Sweepers; A. P. Her- 
bert (R.), 160, Aug. ’52, 
Nursing : 
Facts about Psychiatric Nursing (Ed.), 391, Nov. 
"52. 
Present Trends in Psychiatric Nursing; F. H. 
Sleeper, 203, Sept. ’52. ents 
Psychiatric Nursing: Review of Psychiatric 
Progress, 1952, Symp.; M. E. Corcoran, 526, 
Jan. ’53. 
Public Affairs Pamphlet, “Preparing Tomorrows 
Nurses” (Ed.), 467, Dec. ’52. ; 
Public Health Nurse and Her Patient; R. Gilbert 
(R.), 77, July '52. 


(0) 

Obituaries : i 
Bahr, Max A., M. D. (1874-1953), 800, Apr. '53- 
Bellinger, Clarence H., M.D. (1887-1952), 479 

Dec. ’52. 
Curry, Marcus Albert, M.D. (1878-1952), 560 
Jan. ’53. 
Owensby, Newdigate Moreland, M.D. (1882 
1952), 639, Feb. ’53. : 
Occupational Choice, Approach to General Theory; 
E. Ginzberg et al. (R.), 314, Oct. ’52. 

Occupational Therapy: 

Current Concepts of (Ed.), 380, Nov. ’52. 
Review of Psychiatric Progress, 1952, Symp.3 L- 
F. Woolley, 527, Jan. ’53. 
Okinawans: 
Cultural Problems in Use of Cornell Index 
among; L. G. Laufer, 861, May ’53. B 
In Hawaii, Occurrence of Psychosis among; 2- 
M. Wedge, 255, Oct. ’52. 
Ontario Promotes Psychiatric Units. (Ed.), 15% 
Aug. ’52. 

Organic Brain Disease, Diagnostic Use of Amobar- 

bital Sodium; E. A. Weinstein et al., 889, June 

53. t 


l 
l 
l 
l 
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Our Age of Unreason; F. Alexander (R.), 636, 
Feb. ’53. 
Outpatient Psychiatry: 

Directory of Psychiatric Clinics in New York 
State (Ed.), 797, Apr. ’53. 

Low Cost Psychiatric Child Care in Los Angeles 
County 1952 (Ed.), 797, Apr. ’53. 

Report Form for Outpatient Psychiatric Clinics 
(Ed.), 633, Feb. ’53. 

Review of Psychiatric Progress, 1952, Symp.; W. 
E. Barton, 531, Jan. ’53. 

Sampling Study of 17,120 Mental Hygiene Clinic 
Patients; G. Genn and R. M. Beechley, 108, 
Aug. ’52. 

Owensby, Dr. Newdigate M., Death of (Ed.), 311, 
Oct. 52; (O), 630, Feb. ’53. 


P 


Paleophobia (Ed.), 937, June ’53. 

Paracelsus, Magic into Science; H. M. Pachter 
(R.), 399, Nov. '52. 

Paraplegics, Special Psychiatric Problems: Report 
of Case of Attempted Suicide; J. Petrus and A. 
B. Balaban, 693, Mar. ’53. 

Pentothal Compared with Nonconvulsive Electro- 
stimulation and ECT in Chronic Schizophrenia ; 
D. H. Miller et al., 617, Feb. 53. 

Peptic Ulcer: Incidence and Diagnosis in Psychotic 
Patients; B. M. West and A. O. Hecker, 35, 
July ’52. 

Perception: Approach to Personality; R. R. Blake 
and G. V. Ramsey (R.), 635, Feb. ’53. 

Periodic Catatonia, Long-Term Clinical and Meta- 
bolic Observations in; A. G. Gornali et al., 584, 
Feb. ’53. 

Periodicals : $ 

Acta Psychotherapeutica Psychosomatica Ortho- 

paedagogica (Ed.), 551, Jan. ’53. is 

Hebrew Medical Journal, Silver Jubilee Edition 

Ed.), 940, June ’53. y 
MEy Review of Criminal Policy (Ed.), 
67, Dec. 52. : i 

Tout of American Geriatrics Society (Ed), 
310, Oct. ’52. 

Personality: Symposia on Topical Issues (Ed.), 
64, July ’52. 

Rorschachiana (Ed.), 391, Nov. ’52. ; 
Personality; D. C. McClelland ( R.), 556, Jan. ’53. 
Personnel: Training of Psychiatric Aides, etc. ; W. 

H. Baer, 291, Oct. ’52. 

Peru, Mental Hygiene in (Ed.), 939, June ’53. 

Phantom Limbs in Amputees; B. Cronholm (R.), 
157, Aug. ’52. £ ale 

Physiclogical Treatment: Review of Psychiatric 
Progress, 1952, Symp.; J. Wortis, 505, Jan. ’53. 

Practical Clinical sesh yth ed.; E. A. Strecker 
et al. (R.), 79, July ’52. 

Practical Handbook of Psychiatry for Si tudents and 
Nurses, 2d ed.; L. Minski (R.), 714, Mar. 53. 

Precipitating Factor in Acute Psychosis; N. C. 
Morgan, 382, Nov. ’52. 

Premere Al TARA EEG, Hormonal, and Psy- 
chiatric Evaluation; W. M. Lamb et al., 840, 
May ’53. j d 

Presidential Address; L. H. Bartemeier, 1, July ’52. 

Proctor, Dr. Lorne D., Heads Neurology and Psy- 
chiatry at Henry Ford Hospital (Ed.), 391, 
Nov. ’52. s 
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Professional Ethics: The Company We Keep 
(Ed.), 464, Dec. ’52. 

Projective Techniques, Introduction to; H. H. 
Anderson and G. L. Anderson (R.), 76, July 
50, 

Psychiatric Education : 

Connecticut Postgraduate Seminar (Ed.), 234, 
Sept. ’52. 

Lyons VA Institute (Ed.), 710, Mar. ’53. 

Massachusetts Postgraduate Seminar (Ed.), 312, 
Oct. ’52. 

Moreno Institute (Ed.), 394, Nov. ’52. 

North Shore Health Resort Lectures (Ed.), 394, 
Nov. ’52. 

Psychoanalytic Training for Psychiatric Resi- 
dents and Others; H. W. Brosin, 188, Sept. ’52. 

Review of Psychiatric Progress, 1952, Symp.; F. 
G. Ebaugh and R. H. Barnes, 538, Jan. ’53. 

Second Conference on Psychiatric Education 
(Ed.), 465, Dec. ’52. 

VA Course in Psychiatry and Neurology (Ed.), 
393, Nov. ’52. 

Western Psychiatric Institute and Clinics (Ed.), 
468, Dec. ’52. 

Psychoanalysis : 

And Group Behavior; S. Scheidlinger (R.), 875, 
May ’53. 

Childhood Experience and Personal Destiny; W. 
V. Silverberg (R.), 875, May 53. 

Childhood and Society; E. H. Erikson (R.), 474, 
Dec. ’52. 

Comprehensive Course, New York City (Ed.), 
872, May ’53. 
Das Ich und die Regulationen des Erlebnisvor- 
ganges; F. S. Rothschild (R.), 230, Sept. ’52. 
Essays in Applied Psychoanalysis: Vol. I, Mis- 
cellaneous Essays, Vol. II, Folklore and Reli- 
gion; E. Jones (R.), 317, Oct. ’52. 

Psychoanalytic Training for Psychiatric Residents 
and Others’; H. W. Brosin, 188, Sept. ’52. 

Sex in Psychoanalysis; S. Ferenczi (R.), 159, 
Aug. 52. 

Trauma, Growth and Personality; P. Greenacker 
(R.), 943, June ’53. 

Trends in; M. Brierley (R.), 476, Dec. ’52. 

Psycho-Infantilism; B. J. Lindberg (R.), 71, July 


52, 
Psychology: See also Mental Deficiency, Tests, 
Rorschach. 


Clinical Method in; R. J. Watson (R.), 155, Aug. 


2. 

Clinical Psychology; Theodore C. Kahn (Cor- 
resp.), 145, Aug. ’52. 

Clinical Psychology: Review of Psychiatric Prog- 
ress, 1952, Symp.; F. Wyatt, 500, Jan. 53. 

Committee on Clinical Psychology (Ed.), 791, 
Apr. ’53- 

Handbook of Experimental Psychology; S. S. 
Stevens, ed. (R.), 557, Jan. ’53. 

Introduction to Social Psychology; E. L. Queener 
(R.), 555, Jan. ’53. 

Introduction to Therapeutic Counseling; E. H. 
Porter, Jr. (R.), 70, July ’52. 

Medical Psychology; G. A. Yacorzynski (R.), 76, 
July ’52. 

Principles of Abnormal Psychology; A. H. Mas- 
low and B. Mittelmann (R.), 76, July ’52. 
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Psychological Studies on Patients Undergoing 

' Nonconvulsive Electric-Stimulation Treatment; 
M. Beran et al., 367, Nov. ’52. 

Range of Human Capacities, 2d ed.; D. Wechsler 
(R.), 717, Mar. ’53. 

Textbook of Abnormal Psychology, rev. ed.; C. 
Landis and M. M. Bolles (R.), 60, July ’52. 

Thinking: Introduction to Its Experimental Psy- 
chology; G. Humphrey (R.), 716, Mar. ’53. 

Psychoneuroses, Use of Methedrine in Diagnosis 
and Treatment; T. M. Ling and L. S. Davies, 
38, July ’52. 

Psychosomatic Medicine: 

Body, Mind, and Sugar; E. M. Abrahamson and 
A. W. Pezet (R.), 874, May ’53. 

Chronic Disease and Psychological Invalidism; 
J. Ruesch (R.), 874, May ’53. 

Handbook of; A. J. Cantor (R.), 313, Oct. ’52. 

Peptic Ulcer: Incidence and Diagnosis in Psy- 
chotic Patients; B, M. West and A. O. Hecker, 
35, July ’52. 

Review of Psychiatric Progress, 1952, Symp.; P. 
H. Hoch and N. D. C. Lewis, 503, Jan. ’53. 

Some Common Psychosomatic Manifestations; J. 

B. Murray (R.), 798, Apr. ’53. 
Psychosurgery : 

Anorexia Nervosa Treated Successfully by Leu- 
cotomy; P. E. Sifneos, 396, Nov. ’52. 

Introduction a la Psychochirurgie; P. Puech et 
al. (R.), 472, Dec. ’52. ` 

Neuropathologic Lesions following Lobotomy ; 
N. Raskin et al., 808, May ’53. 

Post-Topectomy Psychotherapy for Pseudoneu- 
rotic Schizophrenics; J. P. Cattell, 450, Dec. 
52. 

Prefrontal Leucotomy for Attempted Prevention 
of Recurring Manic-Depressive Illnesses; G. H. 
Stevenson and A. McCausland, 662, Mar. ’53. 

Proceedings of Second Research Conference 

' (Ed.), 939, June ’53. ‘ 

Prognosis in Frontal Lobotomy by Use of Mala- 
mud Rating Scale; W. Freeman, 595, Feb. ’53. 

Psychological Functioning following Cerebral 
Hemispherectomy (Ed.), 392, Nov. ’52. 

Psychosurgical Problems; F. A. Mettler, ` ed. 
(R.), 320, Oct. 52. 

Review of Psychiatric Progress, 1952, Symp.; 
W. Freeman, 509, Jan. ’s3. 

Soul after Leucotomy (Ed.), 468, Dec. ’52, 

Studies in Lobotomy; M. Greenblatt et al. (R.), 
397, Nov. *52. 

Survey of Nine Years of 
tions; M. Greenblatt and 
Oct, ’52. 

Psychotherapy : es 

Brief Therapy of Aged Persons; A. I. Goldfarb 
and H. Turner, 916, June ’53. 

Intravenous Methamphetamine as Adjunct to; M. 
Straker, 853, May ’53. 

Nondirective, Activity of Therapist in Integrative 
Forms of ; D. E. Cameron; 183, Sept. ’52, 

Post-Topectomy Psychotherapy for Pseudoneu- 
rotic Schizophrenics; J. P. Cattell, 450, Dec. 
"52, 

Psychotherapy, 
July ’52, - 

Review of Psychiatric Progress, 1952, 
H. Hoch and N. D. C. Lewis, 503, 


Lobotomy Investiga- 
H. C. Solomon, 262, 


rev. ed, P. Schilder (R.), 78, 


Symp. ; P. 
Jan. ’53. 


Specialised Techniques in; G. Bychowski and J. 
L. Despert, eds. (R.), 556, Jan. ’53. t 
With Schisophrenics; E. B. Brody and F, © 
Redlich, eds. (R.), 477, Dec. ’52. ` 
Publicity: Note on the News (Ed.), 464, Dec. "52, 
Pyromania: Pathological Firesetting; N. D. C. 
Lewis and H. Yarnell (R.), 475, Dec. ’52. 


R 


Race, Statement on; A. Montagu (R.), 70, July ’52, 

Range of Human Capacities, 2d ed.; D. Wechsler 
(R.), 717, Mar. ’53. 

Recreational Therapy, Clinical Applications of; J. 
E. Davis (R.), 399, Nov. ’52. 

Regional Psychiatry: Psychiatric Progress in Cali- 
fornia; G. N. Thompson, 777, Apr. ’53. See also 
correction (Ed.), 941, June ’53. 

Rehabilitation : 

Emotional Aspects of; M. Grossman, 849, May 


Occupational Rehabilitation of Psychiatric Cases; 
T. M. Ling et al., 172, Sept. ’52. 
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